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This year California has decided to have a two-day meeting. Our goal is to
allow more time for networking and educational sessions. Registration
forms will be available online starting July. Come and meet the California
State society board members and officers. Specific topics, times and other
information will be available on the website as it becomes available. See
you in San Jose! To stay up to date with California state society news visit
the following webpages cassamt.com, americanmedtech.org, facebook.com/
CaSSAMT1

BUSINESS & EDUCATIONAL MEETING

Registration Forms will be available by July 1, 2017

• Professional Topics
• Educational presentations/workshops
• Obtain CE for your certifications & Licensures
• Network with other allied health professionals

Access Newsletter online at

www.cassamt.com

For more information go to cassamt.com or email us at cassamt1@gmail.com
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President’s Message
You may have
noticed California did
not hold a spring
meeting this year.
That’s because we are
planning something
big! The CaSSAMT
Board of Directors is
currently working
very hard to hold a two-day
educational and business meeting in
San Jose in September 23-24, 2017.
Our goal is to provide pertinent topics
and workshops presented by
professionals to benefit our members
in healthcare. Visit our website and
Facebook page frequently for more
information as it becomes available.
In 2016 we honored members and
students for their dedication,
professionalism, and hard work with
state awards.This year CaSSAMT will
be awarding the following awards:
• RPT of the year
• RMA of the year
• Educator of the year
• Student of the year
• Student writing award

Please review all criteria prior to
submitting nominations. All
nominations must be submitted via
email by August 1, 2017.
Currently, our state committees are
becoming more active so that we may
better serve our members. If you are
interested in being on a state
committee please contact me.
Lastly, it's almost that time of year
where we all come together at the
National Educational and Business
meeting. This year AMT will be
meeting in Kansas City, MO. on July
9-13, 2017. If you are interested in
representing California and meet all
the delegate criteria please contact me
for more information. If you have any
questions please feel free to contact me
anytime.

Nicole Weiss RMA, RPT, AHI
CaSSAMT President
Contact Information:
Nicole Weiss
559-801-6529
nicoleweiss.RMA@gmail.com

Awards will be given at the next Fall
meeting in San Jose, Ca. All criteria
and nomination forms are available
online at cassamt.com/documents.

Editor's Notes
The California State newsletter is one of the best ways California
provides information to members, students, and non-members.
CaSSAMT also has an interactive website and Facebook page. The
goal is to try to get needed information and announcements to our state
members and potential members. If you would like a copy of the
newsletter mailed to you, you must submit a written request or you
may contact me through the website. California Vision is available
online every May 15th and November 15th. You can view and
download the newsletter at cassamt.com/newsletter
- Nicole Weiss RMA, RPT, AHI CaSSAMT President/Editor
*Send Pictures, Stories, Articles, etc. to cassamt1@gmail.com or contact me directly
nicoleweiss.RMA@gmail.com

sherryrou@comcast.net
Judiciary Councillor
Kimberly Cheuvront PhD
100 Fair Oaks Dr
Affirming, WV 26554
304-694-1844
kimberly.cheuvront@gmail.com

Newsletter Publishing & Editorial Policy
May 15-Spring Issue November 15-Fall Issue

Articles must be received by May 1 & November 1 to be considered
CaSSAMT accepts the following types of articles: scientific, educational, human relations,
management and student articles.All submission must have authorization to be reprinted or
copied All documents must be correctly referenced and are subject to being submitted to
originality scans prior to publication.
Page ! 2

District Councillor’s Message

Submitted By Sheryl Rounsivill RMA, RPT, AHI, CMAS Western District Councilor

Hello, Western District state
societies, hope everyone is doing
great and staying dry. California
has had its share of rain and snow
this winter. I do believe we are
finally out of the drought.

• If you haven’t completed or updated your by-laws in
the last 3 years please do so, they must go to Kim
Cheuvront, Judiciary Chair, for approval prior to
posting them on the website. Once approved please
send me a copy also.
• Congratulations to all western state societies as we
are all on board with the Central Banking, thank you
for getting this done so fast.
• 2018 convention will be held in Washington DC. July
1-6, 2017

The National BOD and Councilor
meetings were held on February
th
16-19 of February in Tucson Arizona. This meeting is
always filled with information.

If you need to reach me my e-mail address is
Sherryrou@comcast.net.

• This year the National meeting will be in Kansas City
Missouri, July 9-13, 2017. The format of the program
will be the same as last year. All educational
programs are at the beginning of the week, leadership
on Wednesday and the AMT business meeting at the
end of the week. The convention will start on Sunday
and end on Friday; there are several workshops on
Sunday. It is always wonderful to visit different
places of the country. Kansas City has much to offer,
especially their famous KC barbecue sauce. I hope
many of you can attend. It’s a time to learn, do our
business and reconnect with our AMT family.
• Don’t miss out on the early bird registration fee; pay
only $225.00 for the full package, this offer ends May
1, 2017 after that it will double.
• District Councilor’s will be holding two Leadership
training workshops. Topics being discussed will
include: What are you doing with our money?,CEU’s
are your responsibility, and Driving through the AMT
website.
• Look for a message on the board at the registration
area to find where I can be located. Feel free to
contact me if you would like to meet with me. My
goal is to meet as many of you as possible, just to
reconnect and also to meet new western state society
members.
• Be sure to track your CCP’s with AMTrax, about 10%
of members get audited; don’t lose your membership
by not tracking. Remember this is your responsibility
to get it done.
• Reminder for your state meetings you need to get all
your scientific speakers pre-approved through
Camille Murray, at least 1-2 weeks prior to the
meeting.

It remains an honor to be your District Councilor as I
start my third year. Thank you for the privilege of
working with all of you.
Sheryl Rounsivill RMA, RPT, CMAS, AHI
Western District Councilor
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Learning New Things Retaliation in the Workplace:Employees’s Rights
Submitted By Adrian Rios RMA

Submitted By Kody Karas RMA, RPT

This past weekend I
got to experience
sitting in on the
AMT National BOD
meeting in Tucson
Arizona. It was an
honor to be a part of discussions and
have some suggestions and ideas for
the National BOD. It was great seeing
everyone there from the AMT home
office and learning the different about
the different departments. We
discussed some great topics and I am
looking forward to taking part in the
new pilot programs. I think AMT has
great ideas and is looking for ways to
continue to grow and look for more
areas to certify individuals. I am
looking forward to joining new
committees and learning new
certificates to come to AMT in the
future. I got to provide input from my
own personal working experience.
Providing some facts on a personal
level was very nice because some
board members were unaware of
certain differences in some allied
health professions. It is nice to see that
AMT is looking to grow and
experiment with new ideas. It would
be great to see people wanting to
become certified and take pride in
their certification while working in
their discipline of choice. I would like
to thank AMT National Board of
Directors for allowing me to sit and
experience the presented information.
Respectfully,
Kody Karas

The typical perception of a workplace is
a stress-free environment that allows for
the employees to have a voice without
retaliation when an incident occurs. In
the 2016 reporting year, 2,937 cases of
workplace retaliation in all forms were
reported and could have been prevented
(U.S. Equal Employment Opportunity
Commission, n.d.). Most individuals
know that the laws and organizational
regulations are in place to protect
employees from discrimination and
harassment (Guerin, 2017). Retaliation
occurs when an employer punishes an
employee for engaging int, the activity
hosted by the employer that is legally
protected. Understanding workplace
retaliation and how to respond
appropriately to it is very important to
ensure that the employee is not released
of his or her duties for an action that is
protected. The Federal laws are in place
to protect employees from retaliation
when employees make a valid
complaint to the Equal Employment
Opportunity Commission (EEOC) about
workplace harassment or
discrimination. Many individuals fear to
report incidents or potential hazards for
being punished by the employer, when
it could have been prevented with day
to day maintenance of the facility. The
Occupational Safety Health
Administration established the “OSH
Acts General Duty Clause, Section 5 (a)
(1), which requires employers to
provide their workers with a workplace
free from recognized hazards likely to
cause death or serious harm, as well as
prohibits employers from retaliating
against employees for exercising their
rights under “Section 11(c)” covered in
the OSH Acts (OSHA, 2017). On May
12, 2016, OSHA issued a final rule
revising its occupational injury and
illness record keeping and reporting
requirements in 29 CFR 1904.35,
Employee involvement (OSHA, 2016).
The changes to the enforcement were
established on August 10, 2016, but
delayed and fully enforced on
December 1, 2016, giving the new
provisions, which require employers to
have reasonable procedures for
reporting work-related and illness
Page ! 4

injuries free from discrimination and
retaliation. The Interim Enforcement
Procedures are to provide guidance to
the area offices for enforcement of the
new requirements in the record keeping
sections and the procedures for
enforcing the new anti-retaliation
provision in section 1904.35(b)(1)(iv)
and making whistleblower protection
programs in the regions for pre-citation
consultations and investigations
(OSHA, 2016). The revisions to the
OSH Act will in hopes reduce the
number of workplace retaliation
submissions with the enhanced
knowledge and training of the
regulations as well as the training being
enhanced for the employees to be
successful in the workplace. OSHA will
issue a citation under section 1904.35(b)
(1)(iv) if the employer has taken any
action leading towards retaliation or
adverse action against an employee who
has reported any work-related injuries
or illnesses (OSHA, 2016). The newly
revised policy and procedures are being
monitored daily to ensure that all
workplace environments are being held
to the highest standards for employee
safety. The 2017 monitoring period
should be reduced with the new
provisions set in place for the protection
of every employee with results
displayed on the EEOC website for
tracking purposes. In efforts in
monitoring all complaints issued for
retaliation, they will be investigated
fully to reduce all future incidents.
References:
FY 2009 - 2016 EEOC Charge Receipts for California. (n.d).
In EEOC. Retrieved April 23, 2017, from https://
www1.eeoc.gov/eeoc/statistics/enforcement/
charges_by_state.cfm#centercol
Improve Tracking of Workplace Injuries and Illnesses –
Employee's right to report injuries and illnesses free from
retaliation. (n.d.). In OSHA. Retrieved April 23, 2017, from
https://www.osha.gov/recordkeeping/
modernization_guidance.html
Interim Enforcement Procedures for New Recordkeeping
Requirements Under 29 CFR 1904.35. (2016, November 10).
In OSHA. Retrieved April 23, 2017, from https://
www.osha.gov/dep/memos/
recordkeeping_memo_11102016.html

Adrian Rios is currently
serving as CaSSAMT
Vice President. In
addition, Adrian is
director of education at
UEI and serves as a
compliance officer for
OSHA

Army Medic to Medical Assistant
Student Article Submitted By Mark McCrea
When I was 19 years old I made a life
changing decision. Instead of going to
college, like all my peers, I joined the
United States Army. It was hardly a
planned decision either, one day while
eating at a fast food restaurant, an
army recruiter began to talk to me.
Within that same week, I took the
army’s entrance examination, called
the A.S.V.A.B. Test. After that,
everything began moving so fast, and
before I knew it, I was on my way to
basic training. I enlisted as the United
States Army Combat
Medic. I remember
choosing medicine
because I was told that
I would have more
career options after I
left the service.
Initially, I only joined
the army because I
knew that after my
four-year contract, I
would receive funding
for college, the
Montgomery G.I. Bill.
My intentions at the
time were very clear in my mind, to
serve only four years and then attend
college. However, my priorities
quickly changed. I joined the army
during peace time. When I finished
basic training and arrived in Korea,
my first station of duty, it was August
2001. Just eleven days later the 9/11
attacks in New York occurred, and the
army environment shifted quickly to
combat preparations. The attack
affected me greatly, as it did many
Americans, and I quickly became a
patriot. After 8 years, one reenlistment, and two combat tours in
Iraq, I finally decided to get back on
course. I left the Army in 2009 and
began my journey again in a civilian
life. Initially, my plan was to quickly
find employment in the medical field.
I felt that all my army medical
training would surely equate to an
awesome career options. However,
after several odd jobs in retail and
other fields, it finally became clear to
me what I needed to do. If I was ever
going to qualify for the career field I

had my heart set on, I needed more
education. That’s when I chose to
attend San Joaquin Valley College’s
medical assisting program. Now, 8
months into the program, I know I
made the right choice. SJVC has been
wonderful. I thought I knew
everything I would need to know
before I even started the program
here, but I was wrong. The difference
between military trauma medicine and
a civilian medical career is significant.
I have had to learn many new things
in the medical
assisting program here
that I have never dealt
with including
keeping medical
records, billing, and
coding, and even new
ways to perform blood
draw and
immunizations. The
transition has been
great though! The
things I’ve learned
that have been
different often include
learning the details of civilian
medicine. The step by step procedures
that apply to everything from drawing
a patient’s blood to the documentation
that must be completed after such a
procedure has been fun and exciting
for me. In addition, I have learned a
lot about bedside manner and
empathic patient care, that before
know, were completely foreign to me.
The medical training combined with
the general education courses here
have helped me to, finally, feel like
I’m preparing to work in the civilian
medical sector. A goal I have wanted
to achieve for a long time now.
Overall, the transition from army
medicine to civilian medicine has
been everything I’ve hoped for and
more. I look forward to finishing the
few classes I have left and going out
into the field during externship to
apply what I’ve learned. I feel like
I’m going to be ready for whatever
comes my way.
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Leadership Skills
Submitted By

Jeannie Hobson RMA, RPT, CMAS, AHI

What kind of leader are
you? This is often a
question that one cannot
answer. Maybe it is more
of a question of what kind
of leader would you want
to be. In preparation for a
presentation on this
subject for a recent state
society seminar, I found that there are many
different types of leadership styles. I have
picked three of these styles to share with you.
As you read through the styles think about
leaders you have worked under in each style.
Is this the style you would want your team
members to work under?
Style #1: Authoritarian: In this style, the
main emphasis is on the team leader. The
authoritarian leadership style uses the visions
of those that are in control. This style sets
individual goals, uses one-way and
downward communication.
Style #2: Democratic: In this style of
leadership the leader shares decision making
with the team and promotes equality among
the members. This style values the
individual team member’s skills and
attitudes. It encompasses the thought that
everyone on the team should play a part in
decisions. Style #3: Laissez-Faire: In this
style, the leader gives all the decision making
and rights to the team. It encourages selfrule. The leader simply gives all the
information and materials needed to make
decisions to the team but DOES NOT
participate in any decision making.Think
about these leadership styles not only in the
context of your work but in the context of
your state societies. What kind of leader
would you like as your leader or what type of
leader would you be? Perhaps it’s a bit of
each or none of the above. The next time you
are asked to take a leadership role replay this
short article in your mind and think about the
styles that you have worked under as a team
member and how can you as a leader help
your society to become more effective and
vital.

Getting Involved
Submitted By
Nicole Weiss RMA, RPT, AHI
Did you know that the California
State Society of AMT has over
2500 members? Each year it seems
that we get less participation at both
the state and national levels.
Member attendance at state society
seminars and functions seems to be
dropping and we are trying to figure
out why. Is CaSSAMT not
providing the needs of the state
membership? As CaSSAMT
president I ask myself “With so
many California members why
don’t we have more involvement?”
CaSSAMT has many opportunities
for members to be involved at the
state level. Some examples are
obtaining continuing education at
state meetings, becoming a kidney
educator through the American
Kidney Fund, networking, state
committees, sitting on the state’s
BOD and by representing the state
at the annual National Convention
as a delegate. So again, I wonder
what’s stopping you? Is it lack of
technology, lack of time, or
distance? I challenge all state
members to get involved. Show
your pride in your profession by
getting involved. Join a state
committee, write an article,
organize an event at you workplace/
school or become a kidney educator
through the AKF. If you have any
suggestions on how to make
CaSSAMT more open to your
involvement we would love to hear
from you. Our next seminar will be
in San Jose @ San Jose State
University on September 23-24,
2017. Hope to see you there so we
can network.
Nicole Weiss RMA, RPT, AHI
nicoleweiss.RMA@gmail.com

Workplace Accidents
Article Submitted By Catherina DeLay RMA
Because we are all human, we are
predisposed to making errors which can
result in accidents in the workplace.
Then your employer requests that you
fill out an incident report which seems
to add insult to injury, but there is logic
behind their request. An incident
investigation is used as a preventative
tool, it helps employers understand
what went wrong and find ways to
prevent it from ever happening again.
The Occupational Safety and Health
Administration (OSHA) and the U.S.
Environmental Protection Agency
(EPA) both recommend that employers
use an investigative technique called
“root cause analysis”. It is a four step
system approach using the following
steps.
Step 1. Preserve the scene of the
accident and investigate as soon as
possible while the incident is still fresh
in the minds of the victims or
witnesses. The following should be
recorded; the date and time of the
incident and a detailed description of
the event, the names and contact
information of the person or persons
involved including any witnesses,
document a clear and concise
description of any injuries and the
treatment they received and lastly
document the scene using written
description along with any visual aids
available such as photos or diagrams.
Step 2. Collect all information that will
aid in determining the factors that
contributed to the incident. Interviews
are a key source of information from as
many different perspectives as possible.
Management can also turn to the
following to assist with the
investigation; policy and procedure
manual, company policies and
guidelines, training records and
equipment manuals.
Step 3. Determine the Root Causes
The obvious way to determine the root
cause is to keep asking why? For
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example: why did the patient move
when you tried to administer the
injection? Why was the patient put in a
standing position, Is that the normal
position used for administering an
Intramuscular injection? Were you
aware of the patient’s anxiety? Could
you have spent a little more time trying
to calm the patient?
When the investigation digs deep
enough the root cause will be
uncovered then management can
proceed to the fourth and final step in
the process.
Step 4. Implement Corrective
actionsThe fix to an incident on the
surface may seem easy such as “take
your time in the future and make sure
the patient is fully prepared for the
injection”. This solution may not, in
fact, address the system-level failures
that led to this accident and so the
following possibilities should be
explored:
Training Failures: was the employee
given sufficient training in handling
patients and the administration of
injections. Staffing Failures: was the
office so grossly understaffed that the
employee was under an extreme time
pressure which caused her to rush the
process.The root cause and
implementation of solutions must be
signed off by senior management
before putting into place.
References
Busick J. EHS Daily Advisor –
11/18/2016 – www.Safety.BLR.com

Catherina DeLay is
currently serving on
the CaSSAMT BOD
as Legislative Chair

Legislative Update
Submitted By Michael McCarty PLLC

CaSSAMT and AMT Oppose California AB 387;
Bill Would End Unpaid Clinical Internships in
California AB
387 Requires paid
externshipsThe California State
Society of AMT and its parent
organization, American Medical
Technologists, have registered
their formal opposition to
California Assembly Bill 387,
which would effectively outlaw
unpaid clinical internships for
allied health students. The bill
would expand the definition of
“employer” for purposes of
California employment law to
include any person who directly or
indirectly employs or exercises
control over the wages, hours, or
working conditions of a person
engaged in a period of supervised
work experience to satisfy
requirements for licensure,
registration, or certification as an
allied health professional. Under
that definition, any healthcare
provider or facility that offers a
clinical practicum site to an intern
as part of an allied health
education program would be
required to pay the intern at least
the minimum wage, or else be
subject to criminal penalties.
Supporters of the bill claim it is
necessary to even the playing field
for women and minorities, who
can ill afford to work without pay
for the duration of a clinical
internship. AB 387 is strongly
opposed by numerous influential
organizations, including the state
medical and hospital associations,
healthcare professional societies,
career schools, community
colleges, and many others. AB
387 nevertheless moved with
alarming ease through the
Assembly Labor and Employment
Committee, where it passed by a
5-2 vote (along party lines) on
March 29th. The Assembly
Appropriations Committee was
scheduled to hold a hearing on AB

387 on May 3rd, but placed the bill
on its “suspense” list, to be
considered without live testimony
at a later date (May 26th at the
earliest). Meanwhile, the
Appropriations Committee staff
released an analysis of the bill at
the beginning of May which
predicted that the legislation would
have a significant fiscal impact.
CaSSAMT and AMT sent a joint
letter opposing the bill to the
Assembly Appropriations
Committee on May 1, 2017. The
letter stated that although wellintended, AB 387 would have
devastating impacts on allied
health education programs and,
ultimately, on the employers and
patients who depend on clinical lab
professionals, medical assistants,
and other allied health practitioners
to provide essential services. If
healthcare facilities are treated as
“employers” with respect to all
allied health interns, most will
likely discontinue offering those
opportunities to students. There is
already a shortage of clinical
externship sites, and this
legislation would dramatically
decrease the availability of those
sites in the future. CaSSAMT
members and those involved in
allied health education are
encouraged to contact your State
Assembly members and voice your
opposition to AB 387. The
following link will take you to site
where you can look up your
Assembly Member and submit a
message via his or her webpage
http://assembly.ca.gov/
assemblymembers.

Legislative Report
Submitted By Catherina De Lay RMA
CaSSAMT Legislative Chair

Update on the Medicare Access and
CHIP Reauthorization Act (MACRA)
of 2015
On January 1st, 2017 the MACRA –
Medicare Access and CHIP Reauthorization
Act and CMS Final Rule went into effect
which has affected significant changes to the
Medicare payment system. One of the main
issues is the impact it will have on is
“computerized provider order entry” (CPOE)
and the ability of the medical assistant to
electronically enter medication, laboratory,
and diagnostic imaging orders. According to
the Medicare and Medicaid EHR incentive,
all orders entered electronically must be
entered by “a licensed health care
professional or a credentialed medical
assistant”. According to Maxine Lewis,
CMM, CPC, CPC-I, CCS-P, president of
Medical Coding & Reimbursement in
Cincinnati, Ohio “The order must be entered
by someone who could exercise clinical
judgment in the event that the entry
generates any alerts about possible
interactions or other clinical decision support
aids. This necessitates having the CPOE
occur when the order first becomes part of
the patient’s medical record”. The only way
to guarantee that the medical assistant is
sufficiently trained is by ensuring they are
credentialed by graduating from an
accredited school and passing a national
exam such as the RMA issued by the AMT.
There have been some changes made to the
Medicare CPOE requirements, because, as of
December 16th, 2016 the MACRA has
replaced the EHR incentive program with the
Quality Payment Program. Under this
program, a new payment mechanism called
(MIPS) the Merit-Based Incentive Payment
System has been put into force. “MIPS” no
longer requires a Physician or Clinician to
attest that all three categories of orders were
entered by a credentialed medical assistant or
a licensed health care professional. This
came about because of the consistency of
previous compliance by physicians negated
the need for future reports. Although the
reports are no longer needed, this does not
mean that the necessity to have credentialed
or licensed clinical staff enter orders is not
needed, it still remains a condition of the
Medicaid EHR Incentive Program.
References

Medicare and Medicaid Programs; Electronic Health
Records (EHR) Incentive Programs Stage 3 and
Modifications to the Meaningful Use in 2015-2017
https://www.cms.gov/Medicare/Medicare.html
Lewis, Maxine - Only credentialed medical assistants
can enter EHR orders – Medical Economics – Modern
Medicine Network – 06/12/2014 http://
medicaleconomics.modernmedicine.com
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Delegate Reports
AMT 78th Educational Program and Annual Meeting July 18-22 Memphis, TN
The AMT annual
convention was held
at The Peabody Hotel
in Memphis, TN. July
2016. The Peabody
hotel was built in the
18th century and
everything about the
hotel just caught my eye; as it did for
many people throughout the convention.
The best feature for me was the lobby
with the fountain and the beautiful
flower arrangement on top. For over 80
years the March of the Peabody Ducks
has entertained thousands of tourists.
These Ducks and the Duck Master put on
an awesome performance twice a day. I
hope everyone that had the opportunity
to go to Memphis, was able to take
something home to share with their
family and loved ones. As many of us
found out “ELVIS” is still living and
entertaining many people every day. I
could go on but I also need to share some
important information with you. The
convention was a great success had over
400 attendees and 40-60 new timers.
New Officers were elected to the
National Board and all By-Laws
Amendments were passed by the House
of Delegates. Hope you all had a great
time. In 2017 the national convention
will be held in Kansas City, Missouri.
See you there!
Submitted by,
Sheryl Rounsivill RMA, RPT, AHI,
CMAS
CaSSAMT Secretary

On July 17th, the
American Medical
Technologists
President, Everett
Bloodworth kicked off
the National
Conference, which
provided a wealth of
knowledge for all
healthcare providers, educators,
administrators and community members.
When entering into the grand ballroom, I
observed a small white piece of paper
strategically placed on each seat with a
different message specifically for that
person. When reading each one to the left
and right of my chair, they were a
prescription for laughter in one-way or
another. The message was transparent for
the importance of laughter in life and how
it can transform your day to be a better
one if you allow it to be. Dr. Brad Neider
was the keynote speaker with a powerful
message that everyone could relate too.
Throughout his message, we had laughter,
and truth illuminated about why life
should be more about happiness and fun
in what you are doing. The weeklong
conference allowed for voting of officials
in office, committees to come together to
prepare for the next national conference
and networking. Being able to have the
opportunity to meet educators from all
over the nation and hear their challenges
and successes was a great experience that
cannot be obtained unless you joined the
AMT family at the national conference. In
conclusion of the conference, I can truly
say how happy I am to be a part of such a
diverse organization. I am blessed to have
been a part of this large family we call
American Medical Technologists.
Submitted By
Adrian Rios RMA
CaSSAMT Vice President

Want to Be a delegate
for California?
Contact Nicole Weiss
CaSSAMT President
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Another national
convention has come and
gone. It was great seeing
old friends and meeting
new ones in Memphis. A
new national board of
directors was voted into
office. Many states
continue to be involved and receive their
honor roll for a job well done throughout the
year. This year I taught two CPR classes
which seem to go over very well. We are all
hoping this will become a regular event at
national meetings. It provides an opportunity
for members to renew their CPR cards for a
low cost. The week was filled with many
interesting speakers and topics. The keynote
speaker this year was excellent. Dr. Neider
taught us all home laughter can be the best
medicine. This topic really kick started a
great conference. In addition, we had some
award winners in California which as
president always makes me happy. All the
educational components through the week
were great as usual. All disciplines were
recognized with the presentations of different
workshops and educational information in
their disciplines. Serving as a state delegate at
the national meeting is a great honor. If you
are interested in serving as a delegate for a
future meeting please contact me. I look
forward to seeing you all in Kansas City next
year.
Submitted by,
Nicole Weiss RMA, RPT, AHI
CaSSAMT President/Editor

Medical Office Communication
Student Article Submitted By Yolanda Salvador

Office communication is very important in the medical
office with either other employees or with any patients
that walk into the office or call the office directly. If the
message you need to get across is not passed along
clearly, it may be interrupted in a different manner than
it was originally intended and depending on your body
language and tone some can take it as being rude or
condescending. You want to make sure that you are
professional as not everyone will understand on the first
attempt to deliver a message. You do not need many
skills to have good communication with others.
Listening without interrupting goes a long way. When
you listen and acknowledge to what others have to say,
you may get the message across clearer than when you
try to attempt to speak without letting anyone else talk.
Always greet everyone that walks into the office
immediately. This includes answering the phone on the
first couple of rings with a smile on your face will show
your expression through the telephone. Make sure your
tone, sound, and volume are high enough to be heard.
Body language is extremely important. The message
may not be delivered correctly if the person you are
speaking to doesn’t feel you are being serious. If you
pose inappropriately, for example slouching in front of
others they may thin that you really don’t care and you
will not be taken seriously. Even certain facial gestures
can be taken wrongly. Make sure you stand up straight
and attempt to smile while speaking. When
communicating with patients, it is best to speak clearly
and if there are any possible language barriers an
interrupter should be present that way there are no
communication confusions. Have the patient repeat
back to you any instructions that were given, making
sure they understood accurately. Brochures are also
highly recommended to be being to the patient before
they leave. Provide them in the patient’s language that
way they can read it on their own time and speed. Some
patients don’t speak English and will need reading
material that they can understand, always keep that in
mind. A follow-up call can be done making sure the

patient does not have any additional questions they may
have forgotten to ask. Getting to know your patient is
also very important. If you are confident in all your
abilities the patient will trust and confide in you. If you
show your patients empathy when needed and that you
truly care about their health will allow the patient to
open up to you. Always show respect. You want to
make sure you treat others the way you want to be
treated. Furthermore, communication is the number one
key component in speaking with others. Building trust
and confidence will make others acknowledge that you
are serious about your job and the message that is
attempted to be communicated is important. Keep in
mind that at first not everybody will understand and
may question you, just remember not to take offense.
Everyone understands at a different pace, be patient and
give examples if needed. Always demonstrate
professional communication.
References
H. (2015). Effective Communication Practices. Retrieved
November 03, 2016, from http://medicaloffice.about.com/od/hrm/
a/communication-techniques.htm
Effective Communication in a Medical Office. (n.d.). Retrieved
November 03, 2016, from http://work.chron.com/effectivecommunication-medical-office-17462.htmln
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Ollier Disease
Student Article Submitted By Soua Vang

Ollier disease is a disease that affects
the skeletal muscles in the human
body. People with Ollier disease
usually have a normal lifespan. The
main cause of Ollier disease is
unknown, so there is no prevention.
Sometimes it creates the condition
called enchondromatosis, this is the
disruption of the musculoskeletal
development, growth, and function.
The signs and symptoms of Ollier
disease may be detectable at birth but
it’s very rare. Generally, this disease
does not become apparent until the
age of 5. Doctors will start noticing
that certain bones will stop growing
while others keep getting longer.
People with this disease usually have
short stature or limping, and have
some muscles that stop growing.
Ollier disease is not cancerous, but
due to having this disease other side
effects may cause the body to have
infections that can become cancerous.
Doctors can usually order X-ray to see
if you have Ollier disease or even
MRI or a CT scan. It will show
deformity in your bones and with the
different symptoms that you are
having the doctor can specify the
disease. Treatment will be influenced
by your age, general health, and your
medical history.
Ollier disease. (n.d.). Retrieved July 21, 2016, from
https://ghr.nlm.nih.gov/condition/ollier-disease
Ollier Disease. Learn about Ollier disease. | Patient.
(n.d.). Retrieved July 21, 2016, from http://
patient.info/doctor/olliers-disease-pro
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Healthcare Abuse & Fraud
Student Article Submitted By Melissa Hernandez
What is Health Care Fraud and Abuse?
Under HIPAA, “fraud is defined as
knowingly, and willfully executes or
attempts to execute a scheme…to
defraud any healthcare benefit program
or to obtain by means of false or
fraudulent pretenses, representations, or
promises any of the money or property
owned by…any healthcare benefit
program.” Abuse is most often defined
in terms of acts that are inconsistent
with sound medical or business
practice. Unlike fraud, abuse is an
unintentional practice that directly or
indirectly results in an overpayment to
the healthcare provider. Abuse is similar
to fraud, except that the investigator
cannot establish the act was committed
knowingly, willfully, and intentionally.
Health Care Fraud and Abuse is
something that happens so frequently
but also goes unnoticed. Eventually,
there are some things that are going to
be affected because of this. Some
examples include; higher premiums,
higher deductibles, and less coverage.
Some families aren’t able to get
coverage because of high premiums. All
of this is due to individuals committing
fraud and abuse but as well as the
providers, and doctors. There are
different types of insurance fraud and
abuse. Some of the most common are
false claims and statements, financial
fraud, illegal practice of medicine,
illegal kickbacks, mail fraud,
misbranding, prescribing fraud and
coding. False claims and statements
would be when the physician office
submits false claims to Medicare for
unnecessary durable medical
equipment. Financial Fraud is when a
company bills for more than what was
necessary for the medical services
provided. The illegal practice of
medicine is when a physician who is
not licensed to practices bills medical or
insurance companies for services
provided. Illegal kickbacks are when a
manufacturer pays doctors a bogus
consulting fee to induce them to
purchase its product. There are many
other ways to commit fraud but these
were just some of the common ones. It
is estimated that the economic cost of
Page ! 10

fraud related to health care in the U.S.
is 3% to 10% of all healthcare
spending, an estimated $68 billion to
$260 billion annually. How does fraud
affect us, and what can we do to prevent
it? Although someone may not have
been the victim of fraud, that doesn’t
mean it doesn’t affect them. We all pay
taxes and due to fraud on government
programs like Medicare, Medical, and
Tricare, our taxes are only going to
keep going up. Another way we are
affected by fraud and abuse is that it
can hurt our personal health. When
you’re a victim of healthcare fraud,
providers can say you have a far worse
medical condition than you actually
have just so that they can collect more
from your insurance. By falsifying
diagnoses, the doctor can add this to
your medical record and you can be
treated for something you don’t even
have. To help prevent this make sure
you ask your doctor questions regarding
your visit. You can also look at your
explanation of benefits or EOB, and
make sure that the time and date of
visits are correct. Always check that
you received the care that your
insurance was billed for. Help stop
healthcare fraud and abuse by reporting
it to the Office of Inspector General or
OIG with the national fraud department.
References
(2010, Nov. 4). Insurance fraud in the medical office
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www.ahimafoundation.org/downloads/pdfs/
Fraud%20and%20Abuse%20%20final%2011-4-10.pdf
(2016). How Fraud Affects You and What You Can do
to Prevent it. https://www.mytricare.com/internet/tric/
tri/tricare.nsf/PGS/SystmPgs_Frd_1
R, Shane. (2000). Detecting and preventing health care
fraud and abuse-we’ve only just begun, American
Journal of Health-System Pharmacy. Retrieved from
http://www.ajhp.org/cgi/reprint/57/11/1078

Melissa
Hernandez is
currently
attending
SJVC’s Medical
Assisting Degree
program in
Fresno, Ca.

The Evolution of Medicare in America
Student Article Submitted By Meredith Swinehart

Creating a health insurance plan on a national level dates
back to when President Teddy Roosevelt was in office. His
platform that he ran on back in the 1912 election included
some health insurance topics. The idea of a national health
care system wouldn’t gain popularity though until President
Harry S. Truman came into office. It was in 1945 that
President Truman called Congress together to discuss the
creation of a national health insurance fund that would be
open to all Americans. Although Truman tried to get a bill
passed, he was unsuccessful and it would be another 20 years
before a bill would become a reality. On July 30, 1965,
President Lyndon Johnson signed the Medicare bill into law
and even made one of the fathers of the idea, former
President Harry S. Truman, the first enrollee. Back in 1965,
19 million individuals signed up for Medicare within its first
year and the annual budget was about $10 billion. It wasn’t
until 1966 that Medicare’s coverage would take effect.
Americans aged 65 and older were enrolled in Part A (which
covers hospitals, nursing facilities, home health care, hospice,
and inpatient care) and millions of other senior citizens
signed up for Part B (which covers outpatient services,
services by physicians, durable medical equipment, and other
services and supplies). In 1972, President Richard M. Nixon
signed a bill making the first major change to Medicare since
it started. This piece of legislation widened coverage to
include people under the age of 65 with long-term disabilities
and individuals who suffered from end-stage renal disease
(ERSD). People with disabilities often have to wait a
significant amount of time before getting approved for
Medicare coverage, but Americans who have ERSD can start
their coverage as quickly as three months after they start
regular hospital dialysis treatments and they don’t have to be
approved for disability insurance. In the 1980’s the Omnibus
Reconciliation Act of 1980 expanded home health services
and also brought Medigap (or Medicare supplement
insurance) under federal rule. In 1982, hospice services were
added to the growing list of benefits of Medicare. In 1988, a
law was passed that added a limit to Medicare’s out-of-pocket
expenses for Parts A & B, along with a limited prescription
drug benefit. Medicare’s Catastrophic Coverage Act was
repealed less than a year later due to an uproar from senior
groups over the program’s higher premiums. The Qualified
Medicare Beneficiaries (QMB) program was one of the only
parts of the 1988 law that weren't repealed. The QMB
program allowed states to ‘buy-in’ individuals over 65 or
people who were prequalified based on disability but hadn’t
yet paid into the Social Security System. This program is a
lifesaver to low-income Medicare beneficiaries and their
families and even helps state Medicaid programs get some
help from the federal government. The 1990’s brought on
legislation that required state Medicaid programs to cover
premiums of the new Specified Low-Income Medicare
Beneficiary (SLMB) group. This group included people who
were eligible for Medicare and whose income fell between
100-120 percent below the federal poverty line. In the 90’s
other legislation also gave those individuals eligible for

Medicare coverage more options on the private coverage
market through Medicare Part C-Medicare Advantage (MA).
The new private options offered add-on benefits such as
prescription drug coverage for people who are newly
enrolled. In the 2000’s Americans younger than 65 who
suffered from amyotrophic lateral sclerosis (ALS) were
allowed to enroll in the Medicare programs without any
waiting period if they were approved for Social Security
Disability Insurance (SSDI) income. This differs from the
normal 24-month waiting period that most SSDI-recipients
have to go through once their disability cash benefits start. In
2003, President George W. Bush passed a law known as the
Medicare Prescription Drug Improvement and Modernization
Act. There was an added prescription drug option (known as
Part D), which is provided only by private insurers. Up until
this time, approximately 25% of those people who had
Medicare didn’t have a prescription drug plan. The Patient
Protection and Affordable Care act of 2010 included a list of
reform provisions that were intended to keep Medicare costs
where they were but at the same time increasing revenue,
improving the delivery system, and even widening the list of
services to the program. By the end of 2014, the Kaiser
Family Foundation reported there was about 50 million
Americans on Medicare. Also in 2015, Congress passed the
Medicare and CHIP Reauthorization Act (MACRA) that
repealed a 1990’s formula that requited an annual ‘doc fix’
from Congress to avoid serious cuts to doctors payments
under the Medicare Part B Act. MACRA is helping to push
for changes in how doctors are paid by Medicare, paying
more for value and quality vs. how many services the doctors
provide for Medicare. Medicare is facing many important and
very critical issues, none probably more important than
providing affordable and good quality healthcare to the aging
population while at the same time keeping the program secure
for future generations.
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National Medical Assistants Week

News & Events
National
Deadline for national
award applications
December 1, 2017
National student award
applications due March 1,
2018
79th Annual National
Meeting in Kansas City,
MO July 9-14, 2016

State
California State award
applications due by August
1, 2017
CaSSAMT Fall Business
and Educational Meeting
will be held on September
23-24, 2017 in San Jose,
Ca
Team CaSSAMT and AMT
State societies continue to
raise money for kidney
disease….Become a kidney
health educator!

Advertise in the

California Vision
Full Page Ad $75
Half Page Ad $40
Quarter Page Ad $25
Business Size $15
Free Online Ad with purchase

For more on news and important
dates visit cassamt.com or
americanmedtech.org
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