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EXECUTIVE SUMMARY

Purpose

The State Corporation Commission's Bureau of Insurance was requested by
the 1991 Session of the General Assembly to study the possible establishment and
implementation of an appeals process for insureds denied coverage for
"experimental" medical technologies. As stated in House Joint Resolution No.
432, this study was requested because (i) the Commission on Health Care for All
Virginians had previously examined this issue; (ii) recent studies have revealed
inconsistencies in third-party reimbursement policies for medical procedures
considered experimental; (iii) some expenmental therapies provide potentially life
saving treatment and may actually be more cost effective than more traditional
treatments for which coverage is provided; and (iv) an appeals process is necessary
to provide Virg'inia citizens a "fair and objective" means of obtaining adequate
insurance.

Methodology

. The Bureau of Insurance began studying this issue by analyzing the data
collected by the Commission on Health Care for All Virginians. The Bureau
surveyed the other state insurance departments to determine whether any states
had established an appeals process for insureds denied coverage for experimental
rnedtcel treatments and whether any states required coverage to be provided for
experimental medical treatments. The Bureau also surveyed the top twenty-five
accident and sickness insurers, health services plans, and health maintenance
organizations operating in Virginia to determine (i) whether coverage for
experimental treatments was being provided; (ii) how insurers determined which
treatments were experimental; (iii) who within the company made this
determination; (iv) whether a list of these treatments was maintained by the
company; and (v) whether any statistics were available to indicate the number of
claims that had been paid and/or denied for treatments considered experimental. In
addition, a public meeting was held to give the citizens of Virginia an opportunity
to provide testimony on problems they may have had in being reimbursed for
treatments deemed experimental by their insurer.

Finding·s

The Bureau's findings can be summarized as follows:

1. The Commission on Health Care for All Virginians concluded in its report
that, with so many assessment mechanisms already in place, a state panel
appointed to assess new technologies would simply replicate the current
assessment processes used by various organizations. It also concluded that
mandating and/or paying for experimental procedures would encourage the
expenditure of resources and money for tertiary care services and high technology
research which, in turn, would greatly increase health care costs.

2. There are certain advantages of setting up an appeals panel such as
impartiality, consistency in claims handling, reduction in litigation expenses, quick
resolution, and equity for the citizens of Virginia. An appeals panel could also help
address some of the concerns that have been noted in recently published medical
literature such as the concern that (i) cost containment has become the overriding
factor in determining the type of medical treatment a patient will receive, (ii) that
decisions regarding new technologies do not take into consideration the speed with
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which biomedical research is advancing, and (iii) that reimbursement procedures
may actually negatively impact the development of new technologies.

3. Comments provided on the company surveys indicated certain disadvantages
associated with setting up an appeals panel. These included duplication of remedies
already available to insureds, existence of adequate assessment methodologies
currently in place, cost and the lack of predictability in determining adequate rates,
possible conflict with ERISA laws for self-insured single employer plans, lack of
impartiality by specialists making decisions in their field of expertise, and lack of
authority to override specific contract exclusions.

4. Thirty-five (35) state insurance departments responded to the Bureau's
survey. According to the responses received, none of the states require coverage
to be provided for experimental or investigative treatments. None of the states
have an appeals process for insureds who are denied coverage for experimental or
investigative treatments. However, three states provided additional information for
the study. The Georgia Insurance Department said they had taken the position that
experimental or investigative treatments could not be defined more restrictively
than any treatment, procedure, facility, equipment, drug usage, device or supply
not recognized as accepted medical practice by the American medical community.
The New York Insurance Department indicated that they could request an opinion
from their health department as to whether a treatment was experimental but that
such an opinion had only been requested once. The Connecticut Insurance
Department said that under questionable circumstances, the department could
require the company to justify or support its conclusion that a treatment was
experimental. This type of documentation can be and has been requested in
Virginia as well.

5. Twenty-two (22) usable company survey responses were received.
Seventeen (17) companies indicated that coverage for experimental treatment was
neither provided in their policy nor offered in a rider. Seventeen (17) companies
reported that they did not maintain a list of treatments considered experimental.
When asked if the company had ever paid a claim for a treatment considered
experimental, eighteen (18) companies answered "yes", but most of the companies
(17) said they did not track claims data for these types of claims so they were
unable to report the number of claims that had either been paid or denied. Finally,
five (5) companies indicated they would not be opposed to establishing an appeals
process in Virginia. It should also be noted that a number of different responses
were provided when the companies were asked how they determined what was
experimental, who within the company made this determination, and what types of
medical authorities were consulted in making this determination.

6. Twenty-one (21) people testified at the public meeting held in Richmond on
July 10th and thirty-four (34) individuals and organizations submitted written
comments. Excerpts from the testimony given at the meeting and from the written
comments received are contained in the report. Also, selected representative
samples of written comments are included in the Appendix. The following
summarizes some of the comments given: (i) insurers are given unlimited discretion
in determining what is experimental and, as a result, are restricting the delivery of
health care in Virginia; (ii) insurers do not use the same criteria to determine what
is experimental or investigative and vary considerably in their reimbursement
policies for these types of treatments; (iii) the court system is already over
burdened and another system that allows quick resolution is needed; (iv) when an
insured proves his or her case in court it does not set a precedent for future
decisions made by insurers; (v) an arbitration forum should be available to the
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average person where no lawyer needs to be present and no great legal expenses
are incurred; (vi) most insureds do not know or do not have a choice in deciding
what will be covered under their group insurance policies; and (vii) insurers have
been cited for making their own independent evaluation of published scientific
literature and disregarding the consensus of opinion of members of the medical
community.

Conclusion

While the Bureau of Insurance is of the opinion that an appeals process could
be established, such a process may not be the best solution to the problem that
currently exists. This type of proposal would have certain drawbacks such as (i)
increased administrative responsibilities for the agency in charge of overseeing the
activities of an appeals panel; (ii) additional costs associated with the added
administrative responsibilities; (iii) increased staffing needs; and (iv) difficulty in
locating panel members who would be impartial and who would be willing to serve
on the panel. In addition, no other state has established an appeals process for
insureds who have been denied coverage for experimental medical technologies.
Therefore, the Bureau of Insurance is unable to recommend that an appeals process
be established in Virginia.

The Bureau of Insurance concludes that if the public demands this type of
coverage, insurers should be encouraged to offer coverage for experimental
treatments. This coverage should be made available to those who are willing to
purchase it.
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GENERAL ASSEMBLY OF VIRGINIA··1991 SESSION
HOUSE JOINT RESOLUTION NO. ~32

Requesting the Bureau 01 Insurance to study the possible establishment Q

implementation 01 an appeals process lor insureds denied coverage lor "experimenta.
medical technologies.

Agreed to by the House of Delegates, February 22, 1991
Agreed to by the Senate. February 21. 1991

WHEREAS, pursuant to House Joint Resolution No. 213 (1990). the Commission on
Health care for All Virginians studied the development 01 "fair. objective and efficient
means of determining whether particular new medical technologies and procedures are
'experimental' and 'investigative' and therefore not covered under medical insurance
policies"; and

WHEREAS, recent studies have revealed "significant inconsistencies" in the third-party
reimbursement policies lor certain medical procedures, such as bone marrow
transplantation, which are sometimes considered "experimental": and

WHEREAS, many of these "experimental" therapies that are denied coverage by
third-party payers provide potentially. life-saving treatment and may actually be more cost
effective than more traditional treatments for Which coverage is provided; and

WHEREAS, an effective appeals process for the denial of insurance coverage for these
valuable and innovative treatments is necessary to provide citizens of the Commonwealth a
"fair and objective" means of obtaining adequate insurance and ensuring access to
necessary health care; now, therefore, be it

RESOLVED by the House of Delegates, the Senate concurring, That the Bureau of
Insurance be requested to study the possible establishment and implementation of an
appeals process for insureds denied coverage for "experimental" medical technologies. The
Bureau shall include, but not be limited to, in its deliberations the prior findings and
recommendations of the Commission In determining the appropriateness 01 an independent
appeals mechanism for any beneficiary 01 any medical insurance policy when coverage is
denied for treatments deemed "ezperlmental" or "mvestlgattve." .

The Bureau is requested to complete its work prior to November 1, 1991, and to rep
its findings and recommendations to the Commission on Health Care for All Virginians an.,
the Governor and the 1992 Session of the General Assembly, in accordance with the
procedures of the Division of Legislative Automated Systems for the processing of
legislative documents.



INTRODUCTION

Legislative Request

The State Corporation Commission's Bureau of Insurance was requested by
the 1991 Session of the' General Assembly to study the possible establishment and
implementation of an appeals process for insureds denied coverage for
"experimental" medical technologies. This study was the result of House Joint
Resolution No. 432 and was requested because (0 the Commission on Health Care
for All Virginians, during 1990, studied the development of an objective means to
determine whether new medical technologies and procedures are experimental or
investigative and therefore not covered under health insurance policies; (ii) recent
studies have revealed inconsistencies in third-party reimbursement policies for
medical procedures considered experimental; (iii) some experimental therapies
provide potentially life-saving treatment and may actually be more cost effective
than more traditional treatments for which coverage is provided; and (iv) an
effective appeals process for the denial of insurance coverage for innovative
treatments is necessary to provide citizens of the Commonwealth a "fair and
objective" means of obtaining adequate insurance and ensuring access to
necessary health care. The study resolution directed the Bureau of Insurance to
include in its deliberations the prior findings and recommendations of the
Commission on Health Care for All Virginians in determining the appropriateness of
an independent appeals mechanism for beneficiaries of medical insurance policies
when coverage is denied for treatments deemed experimental or investigative.

Methodology

The Bureau of Insurance began its study by analyzing the data collected by
the Commission on Health Care for All Virginians for its 1991 Interim Report to the
Governor and the General Assembly of Virginia (Senate Document No. 34).

The Bureau of Insurance also conducted two surveys for the study. One
survey was sent to the other state insurance departments to determine (i) whether
any states had established an appeals process for insureds denied coverage for
treatments deemed experimental or investigative; (ii) whether the appeals process
was operating successfully (if such a process had been established); and (iii)
whether any states required coverage to be provided for experimental medical
treatments.

The second survey was sent to the top companies writing accident and
sickness insurance policies in Virginia as well as the top health maintenance
organizations and health services plans licensed in Virginia. These companies were
selected on the basis of premiums written. A total of 25 companies were surveyed.
The purpose of the company survey was to determine the following:

(1) whether any coverages for experimental treatment are currently being
offered by insurers in Virginia;

(2) how insurers determine which treatments are considered experimental;

(3) who within the company makes the determination that a treatment is
experimental;

(4) what medical authorities are consulted in making this determination;
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(5) whether insurers maintain a list of treatments they consider experimental;

(6) whether any statistics are available which indicate the number of claims that
have been paid for treatments considered experimental;

(7) whether any statistics are available which indicate the number of claims that
have been denied because the treatments were considered experimental; and

(8) how many companies would support the establishment of an appeals
process in Virginia.

The Bureau of Insurance also held a public meeting to give the citizens of
Virginia an opportunity to provide testimony on problems they may have had in
getting reimbursed for treatments their insurer considered experimental or
investigative and to allow them to provide comments on the need to establish an
appeals process for claims denied under these circumstances. Testimony given at
that meeting is summarized in this report.
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FINDINGS AND RECOMMENDATIONS OF THE
COMMISSION ON HEALTH CARE FOR ALL VIRGINIANS

During the 1990 Session of the General Assembly, House Joint Resolution
No. 213 was passed requesting the Commission on Health Care for All Virginians
to study an objective means of determining whether new medical technologies and
procedures are experimental or investigative and therefore not covered under health
insurance policies. Two issues were addressed in the Commission's study: (i) how
technologies are determined to be experimental; and (ii) what positions have been
taken by insurers in determining whether experimental treatments or procedures
should be covered.

Industry Position

As reported in the Commission's study, insurance companies generally do
not cover treatments deemed experimental. The reasons cited for this include the
following:

1. Sufficient data does not exist to demonstrate the new treatment's efficacy;

2. Risks associated with the treatment outweigh the benefits;

3. The new treatment does not produce significantly improved results over
traditional treatments;

4. The recipient of experimental treatments may hold the insurer liable if the
treatment produces adverse effects; and

5. The costs associated with experimental treatments are usually prohibitive.

Technology Assessment

The Commission's study also reported that, although a number of different
groups have attempted to gain control over the process of determining what will be
deemed experimental, no standards exist and no set definition has emerged which
will allow for a uniform method of evaluating new technologies. Several
organizations serve in an advisory capacity to assist in making this determination.
These organizations provide research data that has been collected via scientific
review and analysis or via expert opinion polls. Some of these organizations
include the American College of Physicians, the American Medical Association, the
National Institutes of Health, the Food and Drug Administration, and the Agency for
Health Care Policy and Research (formerly the National Center for Health Services
Research and Health Care Technology Assessment). The following pages provide a
brief explanation of the types of assessment methodologies used by each
organization:

1. The American College of Physicians evaluates new technologies by choosing
medical experts to review literature that has been written on a particular subject
and to make recommendations as to the appropriateness of a new procedure or
treatment. These recommendations are reviewed by the Clinical Efficacv
Assessment Program (CEAP) Committee and several physicians outside the system.
When the final recommendations are approved, a policy statement is sent to the
Annals of Internal Medicine which is a journal published by the American College of
Physicians.
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2. The American Medical Association evaluates the safety and effectiveness of
drugs, devices, and procedures through a program called DATTA which stands for
Diagnostic and Therapeutic Technology Assessment. Physicians who are
considered experts in their field are nominated to serve as panel members. Panel
members are surveyed to obtain a consensus opinion regarding the safety and
effectiveness of the technology in question. A technology may be rated as:

(a) Established - Accepted as appropriate by the practicing medical
community for the given indication in the specified patient population.

(b) Promising - Given current knowledge, the technology is appropriate for
the given indication in the specified patient population.

(c) Investigational - Evidence is insufficient to determine the
appropriateness of the technology and warrants further study. Use of
the technology for a given indication in the specified patient
population should be confined largely to research protocols.

(d) Doubtful - Given current knowledge, the technology is inappropriate
for the given indication in the specified patient population.

(e) Unacceptable - The technology is regarded by the practicing medical
community as inappropriate for the given indication in the specified
patient population.

Survey results are analyzed and a final assessment is submitted to the Journal of
the American Medical Association for publication.

3. The National Institutes of Health also publishes information regarding new
technologies. The NIH holds Consensus Development Conferences and issues
consensus statements which summarize the conclusions reached by panels of
experts during these conferences. Publications which summarize research studies
conducted by the. NIH are also available through the Office of Medical Applications
of Research.

4. The Food and Drug Administration approves drugs and life sustaining and
implant devices. In some cases, the FDA has created new categories of drugs to
allow increased access to treatment before the drug is officially approved.

5. The Agency for Health Care Policy and Research has a number of
organizations under its jurisdiction including the Office of Health Technology
Assessment which evaluates the safety and effectiveness of medical technologies
being considered for coverage by Medicare and other federally funded programs.
This evaluation is done by conducting an extensive literature search, soliciting
comments through notices placed in the Federal Register, consulting with the
National Institutes of Health, and obtaining opinions from professional societies.
Once a final evaluation is made, it is sent to the Health Care Financing
Administration (HCFA) which is the agency that coordinates and determines
payment rates for Medicare, or to CHAMPUS which is the federal agency that
insures military personnel and their dependents.

Some of the other organizational components within the Agency for Health
Care Policy and Research include the Center for Medical Effectiveness Research,
the Center for General Health Services Intramural Research, the Center for General
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Health Services Extramural Research, the Office of Science and Data Development,
and the Center for Research Dissemination and Liaison.

Government insurers and private insurers also have guidelines which they
use to determine whether a medical procedure is not covered because it is
experimental or investigative:

1. The Health Care Financing Administration (HCFA) excludes from Medicare
coverage those medical and health care services that are not demonstrated to be
safe and effective by acceptable clinical evidence. HCFA makes this determination
on the basis of whether the service has been proven safe and effective based on
authoritative evidence, or whether the service is generally accepted in the medical
community as safe and effective for the condition for which it is used. HCFA
refers issues to the Office of Health Technology Assessment (OHTA) if there is a
question as to the safety and effectiveness of a health care technology. After
considering the recommendation given by OHTA, HCFA decides whether or not a
service should be covered. Several criteria are used in making this determination
including the following:

(a) Is the service appropriate, l.e, is the service furnished in a setting
commensurate with the patient's medical needs and condition, and
furnished by qualified personnel?

(b) Is the service experimental or investigational? If it is used for research
purposes in accordance with predetermined rules it is considered
experimental or investigational. Except for certain breakthrough
medical or surgical procedures, a service that is not used widely
because there is inadequate evidence of safety and effectiveness is
considered experimental or investigational.

(c) Is the service safe and effective? The standards for safety and
effectiveness are less stringent when evaluating breakthrough medical
or surgical procedures. The more severe and life threatening the
disease process, the more acceptable a relatively less safe technology
may be when no safer or more effective technologies are available.

(d) Is the service cost-effective, i.e. do the health outcomes justify the
additional expenditures? A technology is considered cost-effective if it
demonstrates one of the following results:

(i) It is less costly and at least as effective as an alternative
covered technology.

(ii) It is effective and more costly than a covered alternative, but
improved health outcomes justify the additional expenditure.

(iii) It is less effective and less costly than an existing alternative
but is a viable alternative for some patients.

Drugs approved by the FDA are considered safe and effective by HCFA
when used for indications specified in their labeling, or when used for indications
not specified in their labeling as long as the FDA has not specified such use as non
approved. Drugs that have not received FDA approval for marketing are considered
experimental or investigational and are not covered except for certain cancer drugs
distributed by the National Cancer Institute.
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2. The Virginia Department of Medical Assistance Services (Medicaid) considers
the following criteria when evaluating whether coverage will be provided for a new
technology:

(a) cost;

(b) medical efficacy;

(c) whether the procedure is available outside the research
arena;

(d) whether the procedure is widely available;

(e) potential harm and side effects;

(f) proven rate of success.

A copy of the regulations and procedures used by the Virginia Department of
Medical Assistance Services for client appeals is shown in the Appendix. As noted
in the letter from the department's director, the regulations do not apply to
experimental services not covered by Medicaid.

3. The Blue Cross and Blue Shield Association publishes the following criteria to
be used as a guide by individual plans in determining whether a treatment should
be covered. The national association recommends that the technology meet all five
criteria in order to be given coverage consideration:

(a) The technology must have final approval from the appropriate
government regulatory bodies, l.e, FDA approval of drugs for the
specific indications being evaluated. Interim approvals in the FDA
regulatory process are not sufficient to meet this criteria.

(b) The scientific evidence must permit conclusions concerning the effects
of the technology on health outcomes. The evidence should consist
of well-conducted investigations published in peer-reviewed journals
and should demonstrate that the technology can measure or alter the
physiological changes related to the illness or condition. The scientific
Quality of the supporting evidence and rationale should also be
evaluated.

(c) The technology must improve the net health outcome, i.e. the
beneficial effects must outweigh any harmful effects.

(d) The technology must be as beneficial as any established alternatives
and should improve the net health outcome as much as or more than
established alternatives.

(e) The improvement must be attainable outside the investigational
settings. When used under the usual conditions of medical practice,
the technology should reasonably be expected to satisfy criteria (c)
and (d).

Each Blue Cross and Blue Shield plan makes its own coverage decisions and
may consider the technology evaluation results obtained by the national association

-10-



(see the Appendix for the Coverage Eligibility Guidelines published by Blue Cross
and Blue Shield of Virginia).

Conclusions of HJR 213

The Commission on Health Care for All Virginians concluded in its report
that, with so many assessment mechanisms already in place, a state panel
appointed to assess new technologies would simply replicate the current
assessment processes used by various organizations. The Commission was
concerned that the same organizational interests would be represented and any
bias and partiality that previously existed would be duplicated. In addition, the
report suggested that if all fifty states established their own assessment group, it
would further complicate the issue and waste resources. The report stated that
mandating and/or paying for experimental procedures would encourage the
expenditure of resources and money for tertiary care services and high technology
research and that this would greatly increase health care costs which would not
necessarily be in the public's best interest.

Recommendations of HJR 213

In its recommendations, the Commission on Health Care for All Virginians
stated that it would continue to monitor insurance company policy concerning
experimental medical technologies and that no further action should be taken at the
present time.
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ADVANTAGES AND DISADVANTAGES OF
ESTABLISHING AN APPEALS PROCESS

In determining the feasibility of establishing an appeals process in Virginia,
both the advantages and disadvantages of such a system should be fully
considered. During the course of the study, the insurance industry and the public
were given a chance to comment on the possible advantages and disadvantages of
this issue. The items shown under each section below summarize the comments
given.

Advantages

The following list describes the major advantages of setting up an appeals
process in Virginia:

1. An appeals process would allow an unbiased group of individuals to make a
determination that the decision to deny coverage was either appropriate or
inappropriate. The medical staff employed by insurance companies to make these
decisions may find it difficult to remain totally impartial during the decision-making
process as there is a potential conflict of interest inherent in this type of situation.

2. An appeals panel made up of physicians would give the final decision-making
authority to members of the medical community who are best qualified to
determine the appropriate treatment for a given indication.

3. An appeals process conducted outside of the traditional court system should
help reduce litigation expenses and be handled more expediently.

4. An appeals process would ensure equity for all citizens of Virginia in the
process of determining what is considered experimental or investigative. It would
establish a set of standards to which all licensed insurers in Virginia would be held
accountable.

5. It would provide more consistency in claims handling and would be a source
of information for small companies that do not have in-house medical staff.

6. It would serve as a gauge to insurance companies in terms of how the public
perceives their product and their coverage decisions.

7. It may bring to light new medical information, especially in view of the
advancements that are taking place in medical technology.

8. It would remove allegations that insurers deny coverage solely due to cost
and would acknowledge third-party endorsements of insurers' positions in those
cases where insurers' positions were upheld.

Disadvantages

Shown below is a list of the possible disadvantages of setting up an appeals
process in Virginia:

1. Companies may amend their policies to specifically exclude certain
treatments instead of using a general exclusion for anything experimental. This
would enable companies to avoid the appeals process altogether.
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2. Current remedies exist for the resolution of insurance policy issues either
through the courts or through company appeals procedures. An appeals board
would be duplicative and would merely add another step in the process rather than
offer a final resolution.

3. An appeals panel could not improve upon the existing methodology ,~,ed ;.;
making scientific evaluations.

4. If each state implemented such a program we would end up with fifty
different appeals procedures and rnethodoloales. A national appeals process would
be preferable to one established at the state level.

5. The cost of establishing an appeals panel would be prohibitive. In addition,
the cost to third-party payors for decisions made by an appeals panel would not
necessarily have been contemplated in their rates. The lack of predictability would
make it difficult for insurers to adequately price their products.

6. An outside agency might not have the requisite expertise to avoid
implementation of therapies that could cause the patient more harm than good.

7. An appeals panel could result in inconsistent handling of claims and involve a
lengthy process.

8. A state appeals panel would not have jurisdiction over self-insured single
employer plans subject to ERISA laws.

9. Specialists who serve on the appeals panel might be biased in favor of
treatment in their area of specialization.

10. The medical industry lacks a clear definition of the terms "experimental" and
"investigative" .

Other Considerations

Other issues must also be considered in evaluating the necessity of
establishing an appeals panel. Many physicians are concerned that cost
considerations have become the overriding factor in determining the type and
quality of health care treatment a patient will ultimately receive.

The strong concern of cost containment has driven the health
care system to the point where public-policy decisions to use or
even develop a particular technology increasingly are made only
after the potential benefits are explicitly weighed against the
costs. Nonphysician segments of the health care community
often are swayed by economic considerations, leading to a
simplistic view of health care. 1

1. William T. McGivney and William R. Hendee, "Technology
Assessment in Medicine •.. The Role of the American Medical
Association," Archives of Pathology and Laboratory Medicine,
December, 1988, Volume 112, pp. 1181-1185.
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Certain segments of the medical community also have concerns that
decisions regarding new technologies do not take into consideration the speed with
which biomedical research is advancing. "[The] introduction of new technologies
accentuates the need for assessment of existing technologies, comparison of the
relative efficacies of competing technologies, and identification of obsolete
technologies. Improvements in a technology, or the evolution of successive
versions of a parent technology, force continual reassessment of the technology. "1

Additionally, there is concern that reimbursement procedures may affect the
advancement of medical technologies.

The growing conservatism of coverage and reimbursement
decisions for medical technologies has significant negative
implications for the rate of development and diffusion of new
technologies in medicine. The concept that a technology is
investigational today and established tomorrow should be
replaced by a recognition that the clinical utility of a technology
evolves as evidence of safety and effectiveness are
accumulated over time. The need for more effective ways to
prevent, diagnose and treat disease is the driving force
underlying the search for new technologies in medicine. This
search is acutely sensitive to regulatory, coverage and
reimbursement policies that influence the progression of
technologies from the investigational stage into the clinical
arena. These policies should be. delicately balanced to assure
the safety and effectiveness of the technologies while
facilitating their movement into clinical medicine. Although the
regulatory process seems to be reasonably balanced at the
present time, coverage and reimbursement processes do not.
Instead, they are increasingly serving as deterrents to the
infusion of new technologies into clinical practice, and to the
utilization of these technologies to enhance the care and
treatment of patients. 2

1. Ibid.

2. William T. McGivney and William R. Hendee, "Regulation,
Coverage, and Re imbursement of Medica 1 Technolog ies I "

International Journal of Radiation Oncology, Biology, and
Physics, March, 1990, Vol. 18, pp. 697-700.
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SURVEY OF OTHER STATES

A survey of the other state insurance departments was conducted to
determine (i) whether any states had established an appeals process for in .' i LOS
who are denied coverage for treatments deemed experimental or investigative, and
(jj) if so, whether the appeals process was operating successfully. The survey also
asked each state insurance department whether they required accident and
sickness insurers, health maintenance organizations, and health services plans to
provide coverage for treatments deemed to be experimental or investigative.

A total of thirty-five (35) states responded to the Bureau's survey.
According to the responses received, none of the states require coverage to be
provided for experimental or investigative treatments. When asked if an appeals
process was available to insureds who were denied such coverage, three states
(Michigan, New York and Florida) mentioned their general grievance procedure for
consumer complaints, but indicated that they did not have a special appeals
process for cases involving experimental treatments. Only one state (Connecticut)
answered "yes" to this question and said that their consumer affairs division
handled these complaints and that their department's attorney would become
involved and a hearing called if necessary. However, during a telephone interview,
the Director of Consumer Affairs of the Connecticut Insurance Department
indicated that, to his knowledge, they had never held such a hearing and that the
insurance department really did not have the regulatory authority or the expertise
to make the determination that a treatment was not experimental. He did indicate,
however, that in questionable circumstances, the department would require the
company to justify or support its conclusion that a treatment was experimental.
This type of documentation can be and has been requested in Virginia as well.

The Georgia Insurance Department made the following statement:

It is our position that experimental or investigative treatment
shall not be defined more restrictively than any treatment,
procedure, facility, equipment, drug usage, device or supply not
recognized as accepted medical practice by the American
medical community, and any of such items requiring federal or
other governmental agency approval which was not granted at
the time services were rendered.

The New York Insurance Department indicated that their Health Department
established guidelines to determine what procedures and treatments were to be
considered experimental. The department indicated that if they needed an opinion
as to whether a treatment or procedure was in fact considered experimental they
could request such an opinion from the state health department. However, it was
indicated that this type of opinion had only been requested once. They also noted
that the final decision rested with the courts. The New York Health Department
was contacted to verify the information provided by the insurance department.
The staff of the Bureau of Standards Development indicated that they generally
relied on guidelines established by the federal government, l.e, the Food and Drug
Administration, but could also give opinions, if requested, regarding the
experimental status of a particular treatment. It was indicated that this
determination would be based on (i) the medical efficacy of the treatment which
would take into consideration survival rates; (ii) attending circumstances; (iii)
individual medical conditions; and (iv) overall expected outcome. The New York
Health Department said their approval was needed for payments made under the
Medicaid program for treatments considered experimental, but they said they could
also give opinions on coverage decisions made by private insurers.
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SURVEY OF INSURERS, HEALTH MAINTENANCE ORGANIZATIONS,
AND HEALTH SERVICES PLANS

Purpose of Survey

The Bureau of Insurance sent a survey to the top companies writing accident
and sickness insurance policies in Virginia as well as the top health maintenance
organizations and health services plans licensed in Virginia. A total of twenty-five
(25) companies were surveyed. The purpose of the survey was to determine the
following:

(1) whether any coverages for experimental treatments are currently being
offered by insurers in Virginia;

(2) how insurers determine which treatments are considered experimental;

(3) who within the company makes the determination that a treatment is
experimental;

(4) what medical authorities are consulted in making this determination;

(5) whether insurers maintain a list of treatments they consider experimental;

(6) whether any statistics are available which indicate the number of claims that
have been paid for treatments considered experimental;

(7) whether any statistics are available which indicate the number of claims that
have been denied because the treatments were considered experimental; and

(8) how many companies would support the establishment of an appeals
process in Virginia.

Twenty-two (22) usable responses were received. A summary of these
responses is shown below.

Results of Survey

1. When asked whether coverage for experimental treatment was provided in
their policy or offered in a rider, seventeen (17) companies answered "no". One
company said this coverage was never offered in a rider and most policies had a
specific exclusion for experimental treatments. Two companies said this type of
coverage was not provided in their policy but was offered in a rider, one company
said coverage for experimental treatments could be provided in their policy and
offered in a rider, and one company said that coverage was provided in their policy
but not offered in a rider.

2. The companies were asked how they determined that a treatment was
experimental. The following comments are representative of the responses given:

the treatment is determined to be experimental if it is not accepted in the
health care practice as being effective or needed, if it is not approved by the
FDA or AMA, or there are no clinical studies proving its efficacy;
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determination is based on an exhaustive review of the current literature
published in peer-reviewed medical journals, review of technology
assessments, solicitation of the opinions of expert outside medical
consultants, and review of opinions of in-house medical staff;

determination is based on a review of therapeutic efficacy, safety and
acceptance by the practicing community;

an in-house program evaluates and monitors advances in medical science;

the company's home office medical department reviews current practice as
is reported in the scientific literature;

treatment is experimental if it is still under investigation by various
physicians and is not accepted as safe and effective by established medical
societies (such as the AMA, American College of Surgeons, the state
medical association, and appropriate specialty boards) and by the Surgeon
General and the Food and Drug Administration.

determination is based on a review of current med ical literature, the protocol
document, the informed consent document, compendia, and opinions of
technology assessment organizations;

determination is based on current medical standards, industry literature, and
the patient's medical status;

outside specialists are consulted as needed, the nature of the treatment is
reviewed as well as the nature of the illness and the relationship between
the treatment and the illness;

the procedure is considered experimental if it has not been approved by the
FDA, experience is limited to non-human means of testing, the treatment has
not been sufficiently tested in clinical situations, or the treatment is not
generally accepted by the medical community for the condition being
treated;

consultation is made with a panel of independent medical physicians who are
experts in the field;

consultation is made with the company's national technology assessment
unit, regional and national medical specialty organizations, the National
Institutes of Health, and the FDA.

3. When asked who within the company made the determination that a medical
treatment was experimental, the following responses were given: the cornpanv's
medical consultant, the medical director, the national medical director, the claims
department, the technology assessment advisory committee, the corporate medical
division, the medical policy committee, the health care finance division in
consultation with the corporate medical director and medical advisors, and the
medical department in cooperation with the Claim Technical Research and Analysis
Unit.

4. When asked what medical authorities were consulted ir making this
determination the following responses were given: the AMA, the f uA, teaching
hospitals, clinical studies, published articles, appropriate medical specialty societies,
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reports of the Office of Health Technology. Assessment, DATTA reports,
statements of the Clinical Efficacy Assessment Project (CEAP), medical technology
studies of the Office of Technology Assessment, consensus development
conference summaries of the Office of Medical Applications and Research of the
National Institutes of Health, guideline reports of the Hospital Technology Series of
the AMA, drug clearance notices of the FDA, consultation with private research
institutes and universities, consultation with private practice specialists, standard
text references, peer reviewed literature, the Hayes Directory, HCFA standards, the
National Library of Medicine, the U.S. Surgeon General, the Bureau of Devices and
Drugs, U.S. Pharmacopial Drug Information, American Hospital Formulary, the U.S.
Dept. of Public Health, and the American Dental Association.

5. Among the twenty-two (22) companies that responded to the survey,
seventeen (17) indicated that they did not maintain a list of treatments considered
experimental. Five (5) companies said they did maintain such a list, but only two
(2) were willing to provide it. The other three (3) companies felt this was
proprietary information.

6. When asked if the company had ever paid a claim for a treatment considered
experimental, eighteen (18) companies answered "yes" and four companies said
"no". Of the eighteen companies that indicated coverage for experimental
treatment had been provided, the following explanations were given:

no other treatment was available

payment was made inadvertently

clinical use was widely accepted before FDA approval had been given

some plans do not exclude coverage for experimental treatments

some treatments are considered experimental by others but not by our
company

some older contracts do not exclude coverage for experimental treatments

the company was directed to pay by court order

contract language in the policy did not support denial

conventional treatment was not producing desired results

the insurance contract was amended to provide the treatment

all emerging evidence was promising, the condition was terminal, no other
treatment existed, and the treatment was performed at a nationally known
medical center.

A few companies listed the specific treatments that had been covered. These
included Interferon for treatment of hepatic cancer, a lung transplant, and bone
marrow transplants for breast cancer.

7. The companies were also asked if they maintained any statistics on the
number of claims that had been denied over the past three years because the
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treatment was considered experimental. Seventeen (17) companies said they did
not track this type of data, one company said it had not denied any claims for
experimental treatment, one company said it had denied two such claims, one
company said it had denied four claims, one company approximated 1000, and one
company said it had denied 11,834 such claims over the past three years.

8. Even though the majority of companies indicated that they would be
opposed to establishing an appeals process in Virginia, five (5) companies said they
would not be opposed to this idea.
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PUBLIC MEETING

The Bureau of Insurance held a public meeting on July 10, 1991 in
Richmond, Virginia. The purpose of the meeting was to give Virginia citizens an
opportunity to provide testimony on problems they may have had in getting
reimbursed for treatments their insurer considered experimental or investigative.
The meeting was also intended to give the citizens of Virginia an opportunity to
provide comments on the need to establish an appeals process for claims denied
under these circumstances. Twenty-one (21) people testified at the meeting
including Delegate Jane H. Woods, sponsor of the house joint resolution that
directed the Bureau of Insurance to study this issue. The Bureau also received
written comments from thirty-four (34) individuals and organizations who were
either unable to attend the meeting or wished to provide additional comments.
Excerpts from testimony given at the meeting and from written comments
submitted to the Bureau of Insurance are presented below.

Public Testimony

The meeting began with an explanation of the purpose behind the study and
the rationale for having the public meeting. Also mentioned during the introductory
remarks was the fact that (i) the State Corporation Commission lacked the
regulatory authority and the medical expertise to determine what was considered
an experimental medical treatment, and (ii) that the meeting was intended to focus
on the need of setting up an appeals panel and not on the merits of reimbursing for
anyone particular type of treatment. The following remarks are representative of
the testimony given during the meeting and from written comments.

Delegate Jane H. Woods: My legislative request comes before you now. All I'm
looking for is a system, a panel-type process, something that will make it easier for
folks so that they can get their insurance resolved quickly, timely, indeed, because
many times going to court puts the whole realm of the procedure out of the
possible. I ask for a procedure or the consideration of a paneling, a procedure of
some kind so that resolutions can occur.

Dr. Richard Binder: It is obvious to me as a physician who has been in academic
medicine and then in private practice for a period of greater than 20 years that
there are dramatic changes occurring in the delivery of medical care.... The
technology of medicine is rapidly evolving. Techniques and technologies are
expanding at an impressive rate: new and powerful drugs; CAT scans; MRI scans;
heart transplants; liver transplants; lung transplants; bone marrow transplants.
These catch the public eye but even more germane is the increasing restriction of
medical care delivery that is being mandated not by the public and/or officials, but
by insurance carriers. They are doing this by calling advances, which most experts
call leading edge delivery of medical care, experimental and they refuse to pay for
the use of these drugs and techniques.

Dr. Roy Beveridge: Within Virginia there are 30 cases that I know of in Northern
Virginia that have had to go to trial. .. for transplants for breast cancer. That's 30 in
the last 15 months. I think that's a lot. I don't think 30 families and extended
families had to go through this. There was a big test case in Maryland where a
judge sat for three months and listened to testimony from a wide range of
oncologists and everyone that Blue Cross Blue Shield could come up with testified
on their behalf. I would like to read to you what the judge said because these are
people that spent a long time listening to the debate. This was a three-month
decision so this patient was sitting around waiting for three months for her
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decision. "Disregarding the specific plan language, Blue Cross decided to deny
plaintiff coverage based on its own independent evaluation of published scientific
research results completely ignoring the consensus of opinions of the members of
the Maryland oncologic community as discussed at length below."

Frank Smusz: Included in this statement is a list of 42 insurance companies who
will or have covered ABMT for breast cancer, some on a case-by-case basis.... As
you will notice, most Blue Cross Blue Shield plans surrounding Virginia will pay for
the ABMT treatment relative to breast cancer, but Blue Cross Blue Shield of
Virginia will not. It becomes evident and clear that the largest health insurance
company in Virginia, Blue Cross Blue Shield of Virginia, which appears to almost
have a monopoly of the subscribers in this state, is restricting the access of
medical care Virginians may be able to receive.

Lorraine Smusz: Rather than go to court and put my life in a judge's hand, I
decided to go public with this and the people of Virginia felt so much for this cause
that we raised $ 130,000 for my treatment ....when you have a terminal disease
and you are told maybe you only have a year to live, I don't see how safe could
come into it. I mean, you're going to die anvwav, So, I feel that wedo need some
kind of committee that we can appeal to other than the insurance company to give
us a second chance.

Dr. Frederick Westervelt: I would support the development of an appeals process
designed to adjudicate those issues which we are hearing about this afternoon.
Such a process clearly must be comprised of knowledgeable and interested people
from the walks of life of the law, the legislature, by all means the patients and
public and their advocates and health care providers. To leave decisions of this
magnitude solely up to the insurance industry and its closely allied individuals, I
believe is to have too narrow a scope of influence to be acceptable.

Frank Cowan: This whole hearing may be a hoax... from the standpoint of Blue
Cross Blue Shield of Virginia. They have now specifically excluded lung transplants
and autologous bone marrow transplants for breast cancer patients. They're not
relying on the general experimental exclusion ... starting last November, every time

. a policy renews itself, they specifically exclude this treatment .... So, I say to you
that we clearly need a method outside of the legal arena to Quickly resolve these
disputes. And certainly we're not talking about paying for every treatment in the
world that comes along, but when you have outstanding doctors and the peer
review literature is lagging behind, I mean the treatment and the efficacy of the
treatment is faster than the literature, we can't deny this treatment to people that
need it.

Allan Sonner: The insurance companies should not be allowed, unilaterally, to
determine either by category or on a case-by-case basis, which of a host of medical
treatments recommended by physicians will or will not be approved for payment.
The present system of requiring individual policyholders to sue in an already
burdened court system is an unsatisfactory state of affairs.

Mary Jo Kahn: Many breast cancer patients throughout Virginia are being denied
treatment which are considered standard care throughout most large medical
centers. At present, the life and death issue depends solely on which insurance
company [the patient's] employer has chosen. The public is generally poorly
informed about this problem and usually does not know this is an issue when
choosing an insurance company. Most consumers buy their insurance expecting it
to cover them when they need it, when their life depends on it. Coverage should
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be based on medical standards of care.... Decisions regarding insurance coverage
made by an appeals board would prevent certain treatments from being denied
solely on the basis of economic concerns.

Gail Jaspen: We at the Attorney General's Office were struck for the first time by
the broad discretion that insurers reserved for themselves to determine what is and
what is not experimental. Our immediate concerns were whether health insurance
consumers were adequately informed that their policies might not cover life-saving
procedures recommended by their physicians, and second, whether insurers should
be given that sale discretion to make these determinations .... We're interested in
helping the Bureau of Insurance in any way possible to assess the alternatives that
may be available for dealing with this dilemma. Today's hearing is an important
step because it undoubtedly will raise quite a few of these alternatives. They
include mandating mediation arbitration, creating an independent government
appeals panel to hear disputes, or perhaps eliminating the experimental treatment
exclusion entirely.... We think that a solution does apply in creating a fair, efficient,
and impartial means to determine whether a medical procedure is properly
reimbursable by a health insurance policy.

Marybeth Downes-Hibey: I'm a cancer patient.... Right now, I am not quite eligible
for the bone marrow transplant, but when I am sometime next year [Blue Cross
Blue Shield] won't cover that either. I'm just here to--feel I have to save my own
life. I need that bone marrow transplant.

Joe Hibey: I just want to amplify a few of my wife's comments .... If things
continue the way they are, and Blue Cross Blue Shield maintains the stance in that
they won't pay for the markers or the bone marrow transplant...1 have no recourse
but to sue.... Blue Cross Blue Shield eventually will be paying for these bone
marrow transplants, but time is of the essence right now, time for my wife and
some other people here today and we don't have time.

Patti Goodall: I don't smoke. I don't drink alcoholic beverages. I'm a vegetarian,
exercise, I go for regular checkups. I still got cancer. And now, should my cancer
reoccur when I need my insurance company the most, as someone said earlier,
they literally will be able to hand me a death sentence. I find that outrageous and
immoral. I find it even more frustrating that they can make this decision in the face
of so much contrary evidence--in the face of dozens and dozens of very well
respected oncologists and researchers in this country who are saying
otherwise--who are saying this is state of the art treatment .... I would personally
welcome the establishment of an independent appeals board to decide these
matters. I believe that the insurance companies have set themselves up as experts
in the field of cancer treatment. I find their expertise sorely lacking as well as their
morality.

Dennis Strawderman: Our fears are not that we will be murdered in the street by
someone who's wearing a ski mask that will sneak up behind us with a gun or
knife, but rather that people will die because of the policies made by executives
wearing suits behind closed doors. These policies attempt to negate what the
American Medical Association and doctors of oncology across the nation are telling
us-that bone marrow transplants are no longer experimental treatment, but rather
are now considered state of the art treatment. Our state needs an appeals process
for insured persons who were denied coverage by their health insurance company,
and we need it now.
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Nancy Dopp: The advent of a marrow transplant could be and most likely will
become a reality to me in the future. We who have breast cancer need every hope
for survival. Therefore, I implore the entire insurance industry to support this new
found hope in medicine. We want to live. .

Dr. Madid Kuperminc: We physicians call the hassle factor what you're hearing
about here--all that we have to go through to get the patient treated. Medical
oncologists in Virginia have... to call the insurance company, Blue Cross, to get
what they call a preadmission approval for the patients when they come to the
hospital. We not only have to tell them why we need them, but what medications
we are going to give them. Sometimes we have to spell the name of the
medications to the person that takes the information. That's the degree of learned
aptitude that Blue Cross has in this ... technology operation program. There is
absolutely no scientist of merit sitting in that program. All the members of that
committee are employed by the National Blue Cross Association. Virginia is
privileged to have not even that. They have a medical director and they have a
nurse. Neither one of them is qualified ...to make those decisions .... But what we
are asking for them is for a chance to treat appropriately our patients without
intervention from people that are not qualified. Every patient that succeeds does
not create a precedent.... Once they have proved their case... the next patients will
be denied like it never took place. It is a very, very tiresome process.

Lynn Carroll: My oncologist told me that statistics show that I [had] little chance
of survival using traditional methods and my best chance for survival was an
autologous bone marrow transplant. He does not consider this treatment to be
experimental. Although he told me that it was an issue with some insurance
companies, it was not an issue with my insurance company, the Government
Employees Hospitalization Association. They paid fully and promptly for all of my
treatment .... No insurance company should deny coverage for this treatment when
it was recommended by a licensed oncologist just as my insurance company did
not deny me treatment .... If a licensed physician is not considered adequate to
define treatment, then a review panel that can hear testimony and provide quick
resolution will at least help insure that people are not unfairly denied treatment by
the insurance company.

Patricia Horrell: My purpose for speaking to you today is to demonstrate to you
that the autologous bone marrow transplant for breast cancer and other cancers
are effective.... It has given me at 36 years old a new chance for life. Prior to the
bone marrow transplant, which my insurance did cover, I had been battling with
Stage IV breast cancer for the past five years with multiple regimes of
chemotherapy. Since my transplant, which was exactly one year ago, July 3rd was
my transplant day, I have been healthy, and have not required any form of
chemotherapy. This is the longest time interval since my cancer diagnosis that I've
not needed any form of chemotherapy.

Frances Motley: I would like to suggest that preadmission review be substituted
with an administrative review panel based on the peer review organization under
Medicare, Medicaid--to function when an insurance company has reason to believe
that a particular physician is abusing the medical benefits for a particular patient. If
the review results in a finding for the insurance company, the physician, not the
patient, would be subject to a review panel determined refund to the insurance
company for that treatment. The per diem fees for the panel will be borne by the
insurance company and assessed against the culpable party determined by the
panel. The second suggestion I have, most patients who have health insurance
benefits are provided those policies through their employee benefits programs.
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These policies serve primarily a tax purpose for the companies who provide them
and the covered benefits are rarely selected by the employees. Generally it's on
the biggest bang for the buck. When the disputes occur, the employees are
generally left on their own. Their employers will not assist them in discussions
with the insurance carrier. I would suggest that to provide a more equitable
position for the insured that when a patient has a dispute with health insurance
company, that an informal low filing cost forum, quick meeting forum be
established to form an arbitration situation. A forum similar to but far less formal
than that of the medical malpractice review panel currently in the Virginia Code.
This would provide an arbitration forum available to the average person. No lawyer
would necessarily be needed though they could be consulted and no great legal
expenses would be incurred. Again, the per diem fee for the panel would be borne
by the insurance company to increase their good faith ... for the fulfillment of policy
procedure prior to the need for a panel request.

William Metzger: I just want to say a few words because I feel our family is one of
the true success stories of the autologous bone marrow transplant procedure.... In
1988, my wife was 34 at the time and mother of two children, ages four and two,
was diagnosed with Stage IV metastatic breast cancer and was given a prognosis
that was very, very doubtful. As a matter of fact, we were told to expect
approximately six to eight months left of life. At that time we looked at various
options, one of which we found was the possibility of entering the program down
at Duke University. There was never any question on the part of our carrier
whether or not this was a recognized and viable procedure. New York Life
immediately accepted us and allowed us to go down there. The question became
one in my own mind, what is value of human life? I can tell you [it's] $55,000 up
front because that's what it cost for Duke to see us. Our insurance company paid
it immediately. It was very tragic though when we got down there to see other
people that were turned away from the door because their insurance companies or
carriers would not come through with the procedure, help them with it.

Rod Mathews: I am a senior officer of Blue Cross and Blue Shield of Virginia. Blue
Cross and Blue Shield of Virginia is a non-stock, non-profit Virginia corporation
which builds reserves against a well-known health insurance underwriting cycle
which we are now at the peak of. We have no stockholders, we pay no dividends.
We manage benefits according to the benefit designs that employers pay us to
manage. Most of the insurance existing in Virginia, health care insurance existing
in Virginia is through employee groups who are insured or self-insured. In the
event they are self-insured, then we administer the coverage that they buy. I
suggest if the audience and others disagree with the coverage that their employer
provides them, they should deal with their employer on that issue. I can assure
you that the coverage of experimental procedure is very expensive and will have a
direct cost impact on the employee group. I'm here to speak in opposition to the
proposal that there be an appeals process for insureds and self-insureds for
experimental medical technology. I do it for three reasons. There's a better way to
deal with the issue in place and effective. Such an appeals panel would have no
effect on explicit contract exclusions. And such a process would add nothing to
the existing methodology to determine the safety and efficacy of investigational
procedures. Blue Cross and Blue Shield of Virginia does not cover medical services
which are not proved to be safe and effective. Our contracts state expressly
which investigational procedures are covered and which are not. Contracts no
longer have the broad undefined discretion that Mr. Cowan referenced. They're
now very specific and I urge each of you to look at your coverage and talk with
your employer. The fact of the matter is that principles of constitutional law
prohibit the abridgment of lawful private contracts. So the point I want to make is
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that the decision of such an appeals panel as is proposed here... would not have
effect as a matter of law. Indeed there is a better way to accomplish the purpose
of the people here today. It would take nothing short of a statutory mandated
coverage law to require coverage of high dose chemotherapy for autologous bone
marrow transplant. There's a procedure in place and has been in place for two
years. It's called in the vernacular the Mandates Review Commission .... Virginia
Medicare does not cover high dose chemotherapy. The federal employees program
does not. The Commonwealth of Virginia Employees Health Benefit Plan does not
cover high dose chemotherapy with ABMT. CHAMPUS does not and there are 267
health insurance companies authorized to do business in Virginia and very few of
those cover ABMT.... We are not unreasonable in concluding that this is
experimental investigation, but again, if the employees want to pay for it, we'll
manage it .... A year ago, last fall, we mentioned that while it was yet to be seen
whether any kind of meaningful coverage could be offered at some sort of sensible
price, we were then and continue to explore the possibility of an endorsement
which any person could add to their coverage, either through the group itself or an
individual basis, to provide for this coverage. Of course the risk is that there's that
principle that all of you bear called adverse selection. If we got into a situation
where only those persons purchase it who only needed it, it would be a disaster for
all the people. Our responsibility to people we insure is to maintain a solvent viable
financial institution. So we have to be careful about taking on risks that will be
disastrous for all our insureds. We are pursuing that. I think through the
endorsements investigation we will develop the information you ask for. 1

Gilbert Grossman: We had the privilege of attending the hearing for the
establishment and implementation of an appeals process for insureds denied
coverage for "experimental" medical technologies .... [Mr. Mathews']
documentation was poor at best. On one side he was willing to provide coverage if
paid for by the employers--on the other side when not paid for it became
experimental. ... As an employer who carries Blue Cross, which I fully fund, I have
never been offered the opportunity for this coverage for my employees yet I find
that 42 other insurance companies do including 13 other Blue Cross Agencies.

Other Comments Received

Although all of the written comments received by the Bureau could not be
included in this report, a representative sample of the letters submitted for the
report has been included in the Appendix.

1. Mr. Mathews has, since the date of the hearing, informed the
Bureau of Insurance that Blue Cross and Blue Shield of Virginia
plans to offer an experimental treatment rider and a
screening/preventive care rider which will be available sometime
between April 1, 1992 and July 1, 1992.
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CONCLUSION

While the Bureau of Insurance is of the opinion that an appeals process could
be established, such a process may not be the best solution to the problem that
currently exists. This type of proposal would have certain drawbacks such as (i)
increased administrative responsibilities for the agency in charge of overseeing the
activities of an appeals panel; (ii) additional costs associated with the added
administrative responsibilities; (iii) increased staffing needs; and (tv) difficulty in
locating panel members who would be Impartial and who would be willing to serve
on the panel. In addition, no other state has established an appeals process for
insureds who have been denied coverage for experimental medical technologies.
Therefore, the Bureau of Insurance is unable to recommend that an appeals process
be established in Virginia.

The Bureau of Insurance concludes that if the public demands this type of
coverage, insurers should be encouraged to offer coverage for experimental
treatments. This coverage should be made available to those who are willing to
purchase it.
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BLUE CROSS AND BLUE SHlaO OF VlRGINIA

CO~AGE alGIBILITY GUIOaJNES

I. Drugs and devices must be FDA approved to mori<et for the particular indication or
application in question.

2. There must be sufficient information in the peer reviewed medical ard scientific
literature to encble Blue Cross and Blue Shield of Virginia to make conclusions obout
safety and efficacy.

3. The available scientific evidence must demonstrate a net beneficial eff~t on nei3lth
outcomes..

4. Drugs, devices and procedures must be as safe ard effic:cc:ious es existing diagnostic
or therapeutic: alternatives.

S.. Drugs, devices and procedures should reasonable be expected to satisfy criteria 3
and 4 when applied outside the research setting.
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August 9, 1991

Ms. JoAnne Scott, CPCU, AlE, ARP
Principal Insurance Analyst
State Corporation Commission
Bureau of Insurance
P.O. Box 1157
Richmond, Virginia 23209

Dear Ms. Scott:

In response to your inquiry about the Department of Medical
Assistance Services' (DMAS), criteria for evaluating coverage for
new technology, the Department does consider the cri teria you
mentioned in your letter.

;()SEP~ M TEEFEV
::EP.j7Y DIRECTOR·

OPERATIONS

Generally, DMAS I process for evaluating coverage of a new
technology begins with a review of recommendations made to HCFA
by the Office of Health Technology Assessment (OBTA) , a component
of the Federal Agency for Health Care Policy Research (ABCPR).
OKrA evaluates the safety and effectiveness of new or
unestablished medical technologies that are being considered for
coverage under Medicare. The assessment process performed by
aBTA includes a comprehensive review of the medical literature
and emphasizes broad and open participation from within and
outside the Federal Government. A rance of expert advise is
obtained throulh publication of an announcement in the Federal
Relister and solicitation of input from Federal agencies, medical
specialty societies, insurers and manufacturers. After the
information is received from experts and from the scientific
literature, the results are analyzed and synthesized into an
assessment report. Each report presents a detailed analysis of
the safety, clinical effectiveness t and uses of new or
unestablisbed medical technologies. These reports are reviewed
and used by DMAS in evaluating coverage for Medicaid recipients
in Virginia.



Ms. JoAnne Scott
August 9, 1991
Page Two

The eva.uation process continues with additional research and
synthesis by DMAS personnel on any outstanding Li terature not
reviewed by OHTA, and a review of HeFA guidelines, if available.
All the information is then compiled and a recommendation is made
considering the six criteria mentioned in your letter.

You also requested copies of regulations and procedures used
by the Department pertaining to the appeals process. Attached
are copies State regulations pertaining to client appeals and
Federal regulations pertaining to the appeals process for
Medicaid (42 CFR § 431 Subpart E) and Medicare (42 eFR Part
498). Please note that these regulations do not apply to
experimental services not covered by Medicaid. Although coverage
of non-covered services may be appealed by a recipient, we do not
see any grounds upon which such appeal could be approved as no
federal matching funds are available for services provided
outside the scope of those specified within federal guidelines.

Please feel free to contact me if you have questions or
require additional information.

Enclosures
BUK/cj
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,COMMONWEALTI-I of VIRGINIA
Department ofMedical Assistance Services

REGULATORY REVIEW SUMMARY

SUITE 1300
600 EAST BROAD STREE1'
RICHMOND. VA 23219
8041786-7933
804/225-4512 (Fax I
BOO/J43.()634 (TOO)

I. IDENTIFICATION INFORMATION

Title of Final
Reeulation:

Director Adoption of
Final Reculation:

Public COmment Period:

Effective Date:

Aeency Contact:

II. SYNOPSIS

Client Appeals

November 28, 1990

Sept. 25-Nov. 23, 1990 @ 4:30pm

January 16, 1991

Marsha Vandervall, Director
Div. of Client Appeals
Dept. of Med. Asst. Servo
600 E. Broad St., Suite 1300
Richmond, Virginia 23219
(804) 371-8488

Basis and Authority: The Code of Vircinia (1950) as
amended, §32.1-324, grants to the Director of the Department
of Medical Assistance Services the authori ty to administer
and amend the Plan for Medical Assistance in lieu of Board
action pursuant to the Board's requirements. The ~ also
provides, in the Administrative Process Act (APA) §9-6.14:9.
for this agency's promulgation of proposed regulations
subject to the Department of Planning and Budget's and
Governor's reviews. Subsequent to the emergency adoption
action and filing with the Registrar of Regulations, the
~ requires this agency to initiate the public notice and
comment process as contained in Article 2 of the APA.
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~(ussion: The Code of Federal Re&ulations §431 Subpart E
Cor alns the federal requirements for fair hearings for
apt~icants and recipients. This subpart t in implementing
the Social Security Act §l902(a)(3)t requires that the State
Plan for Medical Assistance provide an opportunity for a
fair hearing to any person whose claim for assistance is
denied or not acted upon promptly. Hearings are' also
available for individuals if Medicaid takes action to
suspend t terminate t or reduce services. The State Plan
conforms to this requirement on page 33.

The Virginia General Assembly amended the Administra
tive Process Act effective July 1, 1989, to allow limited
judicial review of public assistance case decisions. In an
effort to ensure continued due process fairness in client
appeals and in anticipation of the newly established
availability of judicial review t the Department has revised
its administrative procedures for client appeals.

The volunteer Medicaid Appeals Board, which was used in
the past to decide client appeals, has been replaced with a
Medical Assistance Appeals Panel which consists of three
Administrative Law Judges employed by the Department. The
revised Client Appeals system now provides for two levels of
review of Medicaid client appeals. The first level is 2
Hearing Officer decision and the second is a decision by th~

panel of Administrative Law Judges (ALJ). Since an
emergency regulation became effective on January 15, 1990,
none of the ALJ decisions has been appealed to the Circuit
Court.

The emergency regulations are effective through Jan
uary 15, 1991 and will be replaced by these final
regulations. These final regulations include a clarifying
£ormat change to the structure of the previously filed
emergency regulations, but the operating premise of the
Client Appeals system described in the emergency regulation
is unchanged.

Public COmments Received:

DMAS filed proposed regulations with the Registrar of
Regulations, in conformance to the Article 2 requirements of
the Administrative Process Act, for a comment period from
September 25 t 1990 through November 23, 1990. The
Department received comments from the Department of Planning
and Budget (DPB).

All of DPB I S comments and recommendations have ei ther
been addressed in these final regulations or resolved wit!'
the agency.
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Three inquiries were received during the public comment
period from:

Floyd Steele
Cerebral Palsy Center of Richmond

Martha Adams
Department of Rehabilitation Services

Susan Branner
Fairfax Community Services Board

These individuals requested copies of the regulations
but submitted no comments.

Impact: The necessary staff for implementing the new system
have been hi red, and the operating costs were included in
the previously approved budget for FY '91.

Forms: No new forms are required to implement this final
regulation.

Evaluation: A system of internal review of Hearing Officer
decisions is implemented by these regulations. Addition
ally t certain decisions rendered by the Administrative Law
Judges are subject to review by the Agency Director.

III. FINAL AGENCY ACTION

I hereby approve the foregoing Regulatory Review
Summary and attached State regulations and adopt the action
stated herein. I hereby certify that these regUlations have

.been promulgated in conformance to the public notice and
comment requirements of the Administrative Process Act,
Code of Vir&inia §9-6.14:7.1., Article 2.

ozlowski, Director
Dept. of Medical Assistance Services

D te
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DEPARTMENT OF M HeAL ASSISTANCE SERVICES
.' ~,.RD OF)

Title of Regulation: va .......8.7. Client Appeals
Regulations-

Statutory Authority: § 32.1-325 ot the Code ot Virginia.

Effective Date: January 16, 1991.

Summary:

Tbe Code of Federal Regulations § 431 Subpart E
contsins the federal requirements for IBJr bear1lJ&J lor
applicants aDd recipients. TbJs subpart, iD
implementing the Social Security Act § 1902 (a) (3).
reqrl,-es that the State Plu for Medical Ass1stalJce
proVJde an opportunity for a fair bearing to IUJY
person wbose claim for ass1stJUJce is denJed or not
acted upon prompUy. Hear1Dgs are also avaJlabJe lor
IndiViduals tt Medicaid takes action to suspend,
termllJale. or reduce services. Tbe State P1IUJ
colJlorrns to tbis requJrement on page 33.

Tbe VJr,lnls General Assembly amended the
AdmInistrative Process Act effective July 1, 1989, to
allow limited judicJaJ revie" 01 public asststance case
decisions. In an etlort to elJSUTe contlDued due process
laimess in Client appeals and, llJ IUttlcJpatJon of the
newly estsbl/sbed availability of JudiCial revie", the
department bas revised its admll11stratlve procedures
for client appeals.

The volunteer Medicaid Appeals Boar'rt formerly used
to decide client appeals. luJs been replaced Wltb a
Medical AsststaJJce Appeals PaDel wlUClJ colJS&ts ot
three AdmlIJistrBtive La" Judges employed by the
department. The revised Cl/ent Appeals system lJO"
provides for two levels 01 reView 0/ Med1csJd cJleDt
appeals. The first level Is a bearing olllcer dedsJolJ
and the second Is a declsJOD by t1Je PBDel 01
AdmJIJistrBtive Law Judges. Tbese new procedures
sbould minimize the number of decJsJOM appealed In
court

The department sdmiIJJsters tbis revised system UDder
emergt!ncy reguJatiODS t1Jat are eIIectJve UlJtil Juuary
15, 1991. WhUe these proposed reguJStlODS I1JcJude a
Change to tlJe structure ot tlJe previously nled
emeTBency reguJatJolJS by 10rmattJng tlIem In the
sequence by "lJJcb t1Je process actually occun. but tlJe
operating premise ot tlJe OlelJt Appeals system.
described in tlJe emergency repJatlOlJ rellJ4Jns
uncbBDged.

VR 46()'()4-8.7. Client Appeals ReguIaUons.

PART 1.
GENERAL

Vol. 7, Issue 6
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Article l.
DelinJIJons.

§ 1.1. DefinJtioru.

The folJoVl1ng words Bnd terms, wben used In t1Jese
replatiolJS, sball bave the folloW/n, meanings unless the
CODtezt clearly indicates ot.!Je~e:

"Agency" means:

1. AD agency wbicb, on the department's bebalf,
makes determinations regBrding appJicatiol1S tor
belJeflts provided by the department; and,

2. The department Itself when It makes lnJtlaJ
determiJJBtiolJS regardJng clieat benefits.

"AppeDanr' means an BpplJCBlJt tor or recipleDt 01
medical assistIUJce benelits tram the department wlJo seekS
to challenge an adverse action reprdlq bis benefits or
1JJs elJgJbUity lor beDefJts.

"Department" means the Department of MedJesl
Asrtgtarrce Services.

"DIVIs1on" meBlJS tlJe departlnetJrs DIvision 01 Olat
Appeals.

I6F11JB1 dedsion" meaDS a mtten determinatlon by a
bearilJl otncer whleb Is binding on the departmelJt. Ullless
mod/fled on appeal or review.

"PalJeJ" means tlJe MedIcal Ass1stlUJce Appeals PaDeJ.

"Representatlve-' meaDS an attorney or lIgent wllo has
been autIJortzed to repTeSeDt an appelllUtt pUlSUlUJt to
tlJese regWBtJOIJS.

Artide 2.·
The Appeal System.

§ 1.2. DIvision of DieDt Appeals.

'1'1Je division sbBll m8ilJtsiJJ a two-step BP~ system
for Clients to eballenge adverse actions regardlDg servJces
BDd belJetlts proVided by tbe department:

1. Bear1Dg otllcer review. TlJe first level of appeal Is
a bearl1Jl before a bearing otncer. ~ Pan 11 of
tlJere ~latJolJS.

2. MecUcal As5JstUee AppeaJs PBlIeJ Review. AD
appelJlUJt wlJo beDeves tlJe bearing DUlceT's decJsJOIJ Is
Incorrect may appeal to tbe Medical Asststance
Appeals PaDel for review. See Part III of tlJt!!Ie
regulations.

§ 1.3. Time IlmJtatlon tor appeals.

Heartq olfJeer appeals shall be scbeduJed and

Monday, December 17. 1990
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conducted to comply with the. 9fklsy ttme IIm/tlUoD
Jmp0stj4 ,by federal ·relUlstJol1S, umess walved In wrtttng
.bY tbe appelJul or tlte sppeJllUJt's represeDtBtJve.

§ J.4. JudldaJ review.

An Ippellet ,,110 believes the declsJOD of the MedJCB1
AssJstJnce AppesJs Peel Is IDCOrrect may seek judJdaJ
review PursuaDt to § 9-6.J4:J et .,. of the VIrgJIJIa Code
aDd Part .2A,' Rules .at the VIIlPI1bI Supreme Court. An
appellaDt must receive • nDBl dedsJolJ from the paDel
be/ore seetllJlJudldaJ review.

ArtIcJe3.
RepreseDtatiOn.

§ 1.5.'Rlgbt to represeDtlltlOlJ.·

AJJ .ppellat sllall have the tuD r1glJt to repre!elJtat1oD
by u attomey or qeDt at all stqes ot appeaL

§ J.6. DeslptiOlJ ot replWeDtative.

A. AIe/Its.

All .,.,t m" be d.",.ted I1J • trrIttelJ statemelJt
.'deb 16 6JgDfJd by lbe appeUaL 1/ tbe appellaat /$
pbyrlcally or melltaJly lIubl. to slID a trTIttelJ ltatemat.
tbe dlvIIIOD IMJ' alloW' • lalfJIly member or otber peISOlJ
act1lJl DD appelJul's belWt 10 rep"."t tile ~pelJat.

B. A·ttomeys.

-1/ the .,.t Is IIJ "attomey, • slgDed statemest by aD
attomey that be Is authorized to represelJt tbe appeUut
prepared OD the altorDeY" lettmead, slJall be accepted lIS
a dslgDatJOD ot repteselltIJtloll.

C SUbst1tutlOD.

A member ot tlIe SlUlJe 111. IIrm lIS a dt!llllgDated
represelJtlItJve slJall bave the same TlIbts as thed.",.led
representative.

D. Revocation.

AJJ appe/laDt may Ie,.,te represeJJtzltlOIJ by lUJother
~ISOD at IDY time. De reVOClJtlDlJ Is ettectJve ..bell the
departmeDt receJvrs mtteIJ DOtlce from the appelJJuJL

ArtIcle 4.
NotJce ad Appeal RlgbIS.

§ 1.1. NotJtlcltlolJ 01adverse agency actlo..

Tile Blelley "lIleb mlke6 all Iliitial adverse
determination slWl IlJIorm tile applicant Dr reclp/eDt I1J a

. written 1lOtJee:

I. WIIat actJoD Me ageDcy JntelJd$· to take;

2. The rellSODS tor the InteDded ection:

3. The sped/lc regulatioDS that support or the cbange
In la" that requires tbe action;

4. The rlght to request an eVidentiary bearing, and the
metbods and time limits tor doing so;

5. The cJrcumstaJJces under wbiclJ belJents are
continued 11a llearl1Jg Is requested (see § 1.10),' and

6. TlJe rtgbt to representatiotJ.

§ 1.8. AdV8l2ce lJotice.

1Vtlen tlJe qeJJcy pllUJS to termJnate, 6lJSPf!lJd or reduce
lID lDdlvldual's eJJgIbnJty or COft!red services, the agency
must mall tlJe notice dt!6C11bed In I 1.1 at least 10 days
betore the date ot l~tlOD, except u otlJenr16e permltted
by lederaJ laW'.

I 1.9. RlIbt to appeal

All IlJdlvldual 1J&f the t1glJt to me atJ appeal. ,,"ell:
1. 1IJ6 appJiestioD lor bene/lm ad1Dl4J.Jtered by tbe
departmellt 18 deaJed. However, It III appUcatJOD for
sate Ltx:aJ BospJtalItatJOlJ coverage Is deaJed because
ot a Met ot twJtb JrlUclJ Is coDllrmed by the be4t'llJg
otllcer, ad DO tactual dJspute uJsts, IlI'Te 16 DO rtgbt
to appeal.

2. De aae"cy takes action or proptJSl!$ to take act10n
.lIlcb wU1 adversely alted, reduce, or term1rJate IJJs
receipt at benefits;

J. HIs request for a particUlar medical service Is
denJed, llJ nole or lD part

4. TIle qeJJcy does not· act WltlJ reasonable
promptllesJ aD his appJJcatlolJ lor ~llelJt!J or request
tor 1 partlcuJar medical service; or

$. Federal reguJatlOIJS require tlJat a taJr beartng ~
gtlDted.

§ 1.10. H _ .,pellHt Alee ..~ Re"... eI~
IHI seFrieee !MIl .. Ite leFINBBtle .. NtI..e. tHHH HIe
...... HI Nee ~ demdefl __ tile .".. II
.........11 " .... IaeefHII eHIeeP: MaJnt1JJJJlDg .mea.

A. II tile ag6Dcy malls the 1().day 1J0tice described In §
1.8 ad the appel1aJJt Illes bls Request for Appell1 belore
the date 01 aetton, b16 semees slJalJ Dot be termiDBted or
reduced uDtll all appeals have beelJ finally decided, ullless
It Is determ1JJed at tbe bearing tlJat the sole Issue Is one
at federal or state la" or policy BlJd tile appellut IS
promptly Informed ID writing that services are to be
termllJBttd or reduced pending the bearing decIsJOD.

B. 11 tlJe ageDCy'S action is sustsJned aD appeal, tlJe

Virginia Register of Regulations
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agency ~fJY Institute any available recovery procedures
against tlDt 'appellant to recoup me cost of allY services
furnished to the appellant. to the extent they were
fumished solely by reason of § 1.10 A of these reguJatJoDS.

Aittcle 5.
Miscellaneous ProvlsiolJS.

§ 1.11. DiVIsion records.

A. Removal of records.

No person shall take from the diVlsloIJ's custody ey
orJgiDlJI record, paper, document, or ez1JJblt wbJclJ bas
been certtned to tlJe division except as tbe Director 01
ClJeDt Ap~1s autborlzes, or as may be Decessary to
tumlslJ or trallsmJt copies lor otber oUlclal purposes.

B. ContJdelJtlalJty 01 records.

IlJIormatioD bJ tile appe1JalJt's record caD be released
0lJ1y to a properly deslgZJated representative or otber
person{s) lJamed 112 a release 01 l1JIormatlolJ autborIZBttolJ
slglJed by 8lJ appellut, bJs guardllUJ or power of attomey.

eFees.

De lees to be c1uIrtIed ud collected for 1UJ1 copies WlU
be llJ accordut:e trltlJ VI.rPrIB) Freedom of IlItormatirm
Act or olbel' ct111t1'oUilIg law.

D. Waiver of lees.

WIlen copies are requested from records /lJ tile tIlvlslOlJ)
custody, tlJe required fee shall be nlved II the copies are
requested in COlUJectlOIJ Wlth IUJ Individual's on reV1ew or
appeal.

§ 1.12. ComputIJtJolJ 0/ time linJlts.

A. AcceptaDce of postmark date.

Documents postmarked OD or before a time lJrlJIrs
expiration SlJall be accepted B8 timely.

B. Computation 0/ time limit

In comput1lJg uy tIlIJe period UDder tIIete feIUlatlolJS"
tbe day of tbe act or evelJt /rom wlJlt:b. tlJe deslpsted
period of time beIIIIS to rruJ slUJJl be ucluded IUJd !be
last day Induded. II a tlme limit wtIUld expire OD a
saturday, Sunday. or state or lederal bOUdsy, It sIuIll be
extended until tlJe nm regular bUS1nesJ d4y.

PART II.
BEARING OFFICER~

ArtIcle 1.
CommeDcemeDt 01 Appeals.

§ 2.1.. Evidentiary bearitJp.

Vol. 7. Issue 6
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A hearing officer shaJl review all sgency determinations
which are properly appealed; conduct Informal,
lact-gatherillg bearings; evaluate evidence presented; and
iSSue a written decision sustBilJing. reversing, or remandlD,
eacb case to the agency lor furtller proceedings.

§ 2.2. Request for appeal.

Any written commulJicatJon lrom aD appellut or b18
repTe6elJtative wbleb cJesrJy e%P1f!/S!If!S that be wru"" to
preselJt Ills esse to a reV1eJrl1J6 authority slJall colJ6Utute
8D appeal request. This commumcatloll mould uplalD tbe
basts for the appeal.

§ 2.3. Place of fIllDl I Request lor Appeal.

A Request for Appeal slJB1J be de1Jvered Dr IIIlIiled to
the Division of a/eDt Appeals.

§ J.4. FLUng date.

ne date of 1I1l1Jl slJa/l be the date tlJe request Is
postmIu'ked, II mailed. or the date tile request Is received
by tlJe departmeDl, II delivered other lbBlJ by llUI1L

I 2.6. TJme lJmJt lor IUJlJI.

A Request for Appeal slIBlJ be tiled wtt1JJlJ 3D daYI 01
tile appe1JMlt', receipt 01 tile notice 01 aD adverse aetlolJ
dscrtbed JzJ f 1.8 01 tIIese l'e/lUlBtJOla It Is ptellUllled tbat
appeJlalJ"" will receive the DOtice tbree days alter tile
BgeIICY malls tile notice. A Request lor Appeal Oil tllt
lTOundS tIlat 8D ageacy IJas not acted ",tII reao,."le
plOmptlJess may be IIled at any tIlDe UlltU tlJe qency IIBS
acted.

§ 2.6. EneDSIon of time for II1IDg.

AD utelJS101J 0/ tile JtJ.day period tor IIlIDg a RequeJt
lor Appeal may be graJJted lor good cause sboWD.
EDmplel of good cause IlJdude, but are not Umlted to.
tlJe foHof!IIDg .tuallotJS:

I. Appe1JalJt wu seriously III aDd was prevelJted trom
coatact1D6 lbe division:

2. AppeUut did not receive Dotlce of tile qum
dedllOlJ;

3. AppelllUJt sent tile Request for Appal ttl aaotlJer
IOvelDllJut agency In good Ialtb WltIUlJ tbe time lIln/t;

4. Unusual or UlJIJvolclable cJrcumstaIJces prevetlted •
timely nlJDg.

§ 2.1. ProVIsIon 01 lJJlormatJolJ.

VPOIJ r«eIpt 01 a RequflSt lot Appeal, tile dlVSloll JllJall
DotJIy the appellaJJt ud bls repTfJtlenmtJve 01 1etJer81
appeals procedureJ and shall provide turtber detailed
IDlormatiOD upon "'fluest.

Monday, December 17, 19~
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ArtIcle s.
Prebesrlng Revle".

§ 2.8. Revle".

A beanq ol/lcer sball IlJltlally review alJ assiglJed case
lor complJace trltb prebeartlJl requirements and may
commulJlcate rrttIJ tlJe appellatJt Dr bb representlJtlve uti
tbe flltUJcyto coDlJrm the qency aetlolJ uti SCbeduJe tile
bearIIJI.

§ 2.9. MedJ(2J AsresmJenL

A. A bearlq omcer may order IJlJ ladepelJdelJt medical
assessmelJt "hen:

1. De lIe1U1lJg Involves medical Issues suc1J as a
dlSIIJOSls, BlJ ezamllJllJI physJdu', report, or a
medlClJ1 reVle.. team', decJslOlJ; uti

2. 7lle b.n1Jl ottJeer detetmllJes It lJecesar,y to ave
BIJ ...F 75?eJlt by someone otIJer tbu llJe persoD or
tMIIJ no made tlJe or1glJJaJ dedskJl4 tor ezample, to
obIabJ more demlJed medJcaI 1Illdl1llJ abOut tile
lmpaIrmelJlS, to obtallJ teclUllcal or spedaIJzed medical
1lJI00000000tlOII, or to reJD1ve t:oIII1lct:J 01' dJ//ereJJct!S IIJ
medlcaJ tIlJdJDgs or ass.ane" ID tbe ezJstIJV
evldetlCCt.

AA medlCll1 lISSeSSlDeDt ordered pursuut to tIJJ6
fe6UlatlOlJ 6IW1 be at the departmeDt'S ezpell!Je ud slJall
become ptUt tJt tlJe record.

§ 2.10. PrebearhJg actioiL

A. 1lJvalIdatlolJ.

A Request lor Appeal may be lDvaJldated IJ It ftS' Dot
DIed JVltIJllJ tlJe time limIt JmlJ(Jtlled by f z.s Dr ezteIJded
PUlSIWJt to § 2.6.

1. 11 tile barllJg otncer determllJes tbat tlJe appelut
. bas talled to DIe a timely appeal, tbe llearIDg on/eer
sbaJl nDtlty tlJe appellot ud tlJe appellaDt's
represeDtative 01 tbe opportulJ1ty to sliD" JODd cause
tor tile late appeal.

%. 11 a faetual dlspute ezlsIs about tbe tlmellDess of
tile Request tor Appeal, tlJe bt!lU1tJB otncer slJaJl
receJve evtdeIJce or testlmOllY OD tlJose matters belore
tuJDg lIul dOlL

'.3. lIa Requert ttJr Appeal is JDV8Jldat. tile IJear1lIg
otncerad sue a decJslotJ pursuet to , 2.22.

B. AdmlDlstratlve dlsmlssaL

A Request tor Appeal may be BdmlDlm'atively dismissed
- Wltllout a bear1Dl II tile appelllUlt IJa tJo rlBbt to appeal

under I 1.9 01 tIIese fellllatloDS.

1. It the bearing otttcer determines that tbe appeIJut
dtJeS not bave tlJe rlgbt to an appeal. tlJe besr11Jg
olllcer slJal/ DOtify the appe/laDt aDd appelJlJllt's
represeDtative 01 the oPportulllty to coatesl tile
bearlnl oUlcers propos«} IJdmllJLstrattve dJ.smlssal of
the request.

2. 11 tile appel1alJt or the appeJ1alJt's rep~DtatJve

objects to tile proposed ad1nJlJlstnJtlve d'sml!pr' tlle
bearllJl otncer sIJaII cODduct a hurtDl OlJ tlJe lIJIItter
belote tUJJJg nDBl actJoD.

3. It a Request tor Appeal Is sdm1JJ.lstratJvely
dlsmJssed. tile beartIJg o/neer shall Issue a dec:tstolJ
PUl'IUut to f 2.22-

C JUdgmeIJt tJlJ tile record

II tlle IJesring otncer determlDes from tbe record tbBt
tile BgelJcYs determllJSttolJ ns c1~Iy ilJ error ud that
tlJe case $lJould be resolved IJJ tlJe appeJlaDfs favor, be
sJWI lsue a decJsLolJ pUlSUant to f 2.U.

D. Rf!lDIUId to qelI.CY.

It tlJe IJearuw Qtllcer determlJJes frDm Ibe reconJ tlJat
tlJe case mIglJt be I'e6DJved IIJ tile .ppelJat', favor 1/ tile
qeDCY obtallJs ud develo,. .dditioDal IIdtJIfIJItlolJ.
dOCUllJelJmtlOlJ, or verlJfcatlOI4 be ruy telIWJd tile cue to
tile ageDcy lor actioD coDSJsteDt JrltlJ tlJe llear1Dg otnt:ers
ftl1ttt!lJ ilJSt1'UcttolJS. 7'lIe TelDlllJd order sJuJll be leDt to tile
appellant ad aDY repreJelltattve.

Eo Removal to tbe Medical •.4sststence Appeals PalJel

1D eases _ere tlJe SDle bllue Is ODe 01 6tlJte or lederal
,... or poUcy, tlJe cue may, JF1tlJ tile .ppeUar, approval,
be remtJved to tlJe Medical Aststuce AppesJ$ l'IJIJel. SUcll
t:IISe5 rill proceed accord1JJg to tile proVIsIOlJ$ 01 Part 111
01 tIIese regulatiOIlS. .

1. Belore sucIJ removal, tlJe bearllJl olncer WID selJd
tile appel1JuJt a statemeDt DI UlJdlsputed lacts ad
JdeDt1!Y tlJe lepl questiOlJS IDvolved.

2. It tlJe appellat accepts tile bearlrJl otncers
statemelJt 01 lacts ad /efIJl questlOlJS IlJvolved. b~

IMyagree to removal to tlJe PlJDeI.

3. U appe1J4lJt disputes BlJY lacts, W'Ut.9 to preselJt
addltioDal evldelJce, or desJtes a tacHfJ-tace 1JearJD&
removal Js IlJapproprlllte, ad a bearIDg must N beJd.

Article 1.
HearIlJg.

§ 2.11. SClJedullJJB.

To tile erreDt possible, beartlJl5 will be scbeduled at the
.p~/ltuJt's cOlJvenience, with consJdet'IJtloD 01 tlJe travel
dl6talJce reqUired•
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§ 112. NotlflcatlolJ.

Wbea I bearilll s scbeduled, the appellant 81Jd bts
represelJtBtlve mall be notJIJed In wrltIJJg 01 Its time 81Jd
plBce.

f 2.13. PostpolJemenL

A IJeartrJg may be postpoDed lor good cause dolt'lL No
postponement wtll be graDted beYODd 30 days alter UJe
date of tbe Requt!St lor Appeal ns nJed umess the
appeJ1BJJt or bls represeDtlItlve nlves to WTlt1lJg tlJe 9fklay
deadl1JJe for tlJe IlJJal decJsJolJ.

f 2.14. LocatiolJ.

De beartDg location slIaIl be determtoed by tlJe
dlvlsloa. 11 for medical reBSOas tile appe1JaDt is UDBble to
travel, the 1Jear1JJg l1JlJy be COlltlUCteti at IJb resldelJce.

f 2.15. Olent Bca!S5 to records.

UPOIJ tile request 01 tile appella1lt or IUs reptetelJtBtlve.
at a mJSDtIBble time belore tbe date 01 tile llear1lJ&, as
well as durIDg tlJe llear1D& tile appeJ1alJt ad II.
represelJlatlve may eumltJe tile CODtellt 01 appel1lUJrJ C&fe
lIle aad all documelJls ad records tile sgelJcy fVIJl rely OIJ
at tbe bear1q.

I 2.16. SubpoelJ&S.

AppeHSlJts wilD require tile attelJdaace 01 W1t1Jesses or
tlJe procluctlOIJ 01 records. memol'8Qda, papers, ad other
documents at tile lJeartlJg 1IJJJ1 request IS'rulUlce 01 B
subpoeu ID WTltI.lJg. 7lIe request must be received by tile
dlVIsIOlJ at letI8t nve buslDesf da". before tlJe lIe11l1D.1 Is
sclIeduled. SUdJ request must IIJcJude tile frilliest' Dame.
bome ad work address, COUIJty or dty 01 ..art ad
resldesce, ud IdeIJt1IY tbe 8ber1lrs olllce ,,1JJdJ tr1ll serve
tbe subpoetJ&,

§ 2.17. Role 01 tile bear/lJI olllcer.

1be lJeat1tIg olllcer sb.all COIJduct tbe bearllJ& decide OD
questlolJS 01 eV1dence uti procedure. questJolJ tritD~

ud lISfUre tat the lJearIIJg remsIIJs reJeV8lJt to tile
Issue(sj beil2l appealed. De lJeM1lIg otncar sIJall COlltroJ
the conduct 01 tlJe llear1Dg ad decide ..110 msy
particIpate III or oIJfen'e tlJe llearlll&

§ 2.18. IllIol'llJlJ1lty ollJesrl1JIJ.

Hea~lnp sllal1 be cOlJducled IlJ alJ IlJ/orma/,
IJDlJlld"emarJal lIJBDlJer. De appellut or Ills repreJelJtatlve
j las tbe rtgIJt to brl1J6 W1tDeaes. establlslJ all pertllJellt
It-Cis ud cJrcumstlUJ~ preselJt IIIJ argument ,"tllout
undue IllterterelJCt!, ud questloa or relUte the lestImoay
or eV1delJCf!, IlJcJudlq the opportunity to colJ/tolJt aad
c~lJe advel'Se trltDe.ses.

§ 2.,19. EvidelJC&
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The rules of evideace shall DOt strlcUy apply. ,.
relevant, DonrepetJtJve evideDce may be admJned, but tbe
probaUve welgbt ot the ev1dence will be evsJuated by the
lJeariag ottlcer.

§ 2.20. Record of 1Jear1ag.

All lJea.rlDBs 6lJall be recorded I eltber by colllt ,..""ner,
tape recordelS, or "./ever otlJer m.. tlJe ....cy
deems approprlBte ) . All ulJlblts accepted or rejectlld
sJWl become part 01 the beariJJg record.

I 2.21. OBtb or aItlrmatloa.

All rr1tDesres slJall testily UlJder oatb [ WIJIClJ sb&U be
admlnWered by tlJe court reporter or tile lJeu1D6 OmetR,
a deJt.!II*d by tbe departlDelJrS dJrector ] •

§ 2.22. DIm'_' 01 Request for Appeal.

Request lor Appeal 1IJBY be tUmttsced JI:

1. De appeUalJt or JUs repteselJlative trltlIdra.. tile
request IIJ trrtttze or

Z. De appe1JatJ.t or 1JJs represelJtatlve t.uJ to appear
at tile BClJeduJed bearlJ2l Jr1tlJout Iootl aI,., ad does
lIot reply w1tbJD 1(J da" BIter tile llear1111 o/IIeer
maIJ6 IUJ IIJquJry /IS to ..lJetller tlJe appelWJt ...".
lurtber aetiolJ ()lJ tbe appeal

§ 2.23. Po6t-IJearltJg supplematBtlolJ 01 the record.

A. Medical as rnent

FolJoJrlDg alleartDg,· a llear1tJg otncer lIJIIY order aa
IlJdepelJdetJt medlcsJ IIDrrsmat as described IIJ I U.

B. AddltlolJBl evltlelJce.

De lIe.r111g olllcer may Iellve tlJe llear1q record
opelJed lor a spedtled period 01 time I1J order to receIVe
addltlonaJ evidence or arpment 110m tile appeJJat. 11 tlJe
record IDtllait. tbBt evldsCf! UIStS "lJIcb .. Dot
PrtJllf!lJted by eltlJer party, "'til Ibe appeJlalJ'" pe1'IIJJ8011.
tile llartDg otncermay attempt to secure IUdJ evldeJJC&

C AppeHut's rlgbt to recoDVf!lIe lJear1D6 or COIIUDeJJt

1/ tlJe lIe111't111 oltlcer receJves addltlOMl evld~ IrDm
a person otlJer tIwJ Ibe appel1luJt or lUI tePreMllltIfe,
tile lllJM'lllg otllcer sIWl ~d a copy 01 lUeII e'VIdace to
tlJe appelJalJt aDd IJIs represelJtatlve ud live tile ,ppellat
Ibe opportrllJlty to COllJlDeJJt Oil sucb evidence III ff'l'ltIIW or
to teCODvee tbe bearllJg to respoDd to sudJ evldelU:e.

D. AIlyadtlltlol18l eV1delJce received wUJ become a part
01 tile beartq record, but lbebf!lU1lJl .olllcer must
detennl1Je ..betber or Dot It w1ll be ued IlJ llIdIlI6 tile
decJslOlJ.
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§ 2.24. FInal decLtJoD.

Aller c:onduetllJl the lJ~ng IUJd reviewing the record,
the bartlJl otncer slJalJ Issue 8 1Vt1tten t1LW dedslon
"bleb either sustallJs Dr revetsel the aaency actiolJ or
TelDlUJds the cae to fbe agency for IUrther action
COASIstelJt w1t11 IJIs written JIJstruetJou. Tae beartDg
officer, nlJlll dedslolJ slJaIJ be colJSldered • tlJe ageDcy'S
nDal ad1JJllJJ6trative action PumwJt to 42 CFR. 431.244(f).
De llJW declsloD sIWl mclude:

1. A descrlptlolJ 01 tlJe procedural development ot the
case:

2. FJlJtIJqs 01 tact "bleb Idetlty supportlJJg evideDce;

3. atstlOlJ$ to IIlpportllJl'regulBtlODS 8lJd 181r;

4. CDlJcJusttIM aDd ressolJlJC

6. fbe specltIe actlolJ to be tate by tile qeIICY to
ImplemelJt tile declslolJ; ud

I. Notice 01 /w'tlJer appeal l1g/J1S to tlJe MedJetI1
.........ce Appea16 PaIJeL 7'bl.r 1J0tice IIUIll lacJude
lDIol7lJlltlolJ .bout the rlIbt to repretelltatlQIJ. tlme
IImJt6 lor request1Dg review, the rlgbt to 6Ubmlt
Jrl'itteD 8IJWDelJt, the rllbt to ptefellt 01111 arpmezzt,
ad the t1gIlt to receive beDeIllS petJdJlI6 review.

§ ZoZl. TnramtnloD 01 Ibe bear1116 ret:f)trL

TIle b-na, record sbsJJ be tornrded to tbe appeUut
ad Ills repl'MeIJtBtlve "'til the bearIJJg dedsloll.

PARTUL
MEDICAL ASSISTANCE APPEALS PANEL.

ArtIcle 1.
GelJeraJ.

§ 3.1. ComparltlDIJ 01 tile Medical .4ss1staDce Appeg
Puel. .

TIle paeJ I1WJ colJSlSt 01 s 5erJJor Atfmlntstratlve LB"
Judge ad two AdmllJIstrallve LB" ludleS ""0 are
8ppoIJJted by tile director ot tile departmelJt ad slJaIJ
.serve at Ills pleasrue.

§ 3.J. FUlJetlOIJ 01 tile puel.

TUbJI lJJto co_derallOlJ tile record made below, the
ptIIJel sllaIJ revlerr ."d decide au appea1l /rom llearIDg
otncers' decJslolJS by evaJuatllJl tile mdeIJce ID tlJe record
ad uy ,",tteD ADd oral lJIlIWDetJt submJtted, colJSlsteDt
with releVlUlt federal ad state law, reguJatlolJS, ad poUey

ArtIcle Z.
CDmmelJcemelJt ot P8lJeJ ReVle".

§ 3.3. CommeDci", palJel reV1ew.

AD appeal Is commenced WbeD the appelllUlt or bLs
representJJtive fIJes s Request lor ReView. or anotber
'IVrltten statement llJdJcatJng t.lJe appeJJBlJt's belle/ that tbe
bear1ng ottlcers decision Is Incorrect

§ 3.4. Place 0/ /tlJII6 Requs lor ReView.

Tae ReqU5 for Review sJJa11 be lUed W'itIJ tbe Met/leal
AssJstalJce Appeals PSlJel, DepartmelJt 01 Medical
AsslstUce servJces, 600 Eo BlT.'JfJd SL RJcluDolJd, VA %3219.

§ 3.5. TIme Umit lor tl1JJJg.

A Request tor Review S1JalJ be 1J1ed Wltl1tlJ 12 days from
the tlBte lbe besrUIg omcers dec:JsJOD Is lDJIJJed.

f 3.6. E%tasIOIJ 01 time lor tI1hJI.

AD eztellSlolJ ot tlJe 12-day period lor IIl1lIg " Request
tor Revle" may be graJJted tor good ca.. lboff'lJ. A
requflSt for an ateuOlJ $lJalJ be In '"'_ ad Ned W1tb
Ibe p8lJe/. ne requ_ slJall IlJcJude , comp,ete
eqlalJlJIIOD ot the retI$DIIS t.1JIJt a ezteaIOIJ 18 seeded.
Good cause Indudes UlJauaJ or UlUlvoldable cJ1'f:WIJstalJees
trILIcb prevellted a tlmeJy appeal (Sft f Z.I). '

§ 3.1. Dfsmfw'

A. A Request tor ReVle" sJWl be dism""d U It .., IJot
nJed trltb1lJ tile time UlIJlt J1IJ~ by I U or e%telJded
panuut to § 3.6. 1/ a tactual dlspute eDD .bout tile
tI1IJeltlJesf of tile Request lor Revle", tile puel slJall
receive eVldeIJce or teJtimODY 012 tbose lDlItlm HtDre
tUIDIlbJaJ actlDIJ.

a A d""".' sIJall COIJItItute tile palJeJ'I tIJJal
dJ6potIItJOIJ 01 tile appctal.

C IUdgmst 0lJ tile recorrl.

II tlJe pael determllJeI from tbe evldelJce m fbe record
tIIIt tile lJearIlJg otncers decJslOlJ ns clearly IIJ error ud
tlJat tbe case slJDuld be resolved llJ tbe appelJaDt'l favor.
tlJe ptUJel may lsfUe a IJDsJ decJsJolJ trltIIDut receivmg
wrltteD or oral BlJlUDelJt trom appeUut

A11Icle 5.
IVrltteD A1J'UmeJJt.

I 3.8. RJgIJt to PtelJelJt WTltteQ argumeDL

AD appellaDt may nle wrltteD lU'JflllJeDt to preseDt
l'MSOlU wby tbe lJearhJI o/tlcer's decJsJOD is tncorrea:

§ 3.'. 7Jme JJmJtBllolJ.

WrlttelJ arpmelJt by tile appellant, JI 01, sball be flIed
"'til /be PtUJeJ "'thJIJ 10 days alter tbe Request for
Revle" Is Ned.

§ 3.10. Ex'telJSl04
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AD eneuJon ot the time llrD1t tor IllhJg written
."mellt may be graDted lor Iood cause slIOWD.

I 3.11. Evldenct.

No addltlolJlll evldelJce sJWI be accepted w1tlJ tlJe
JrI1tteD lJIIIUDent W1less It 18 relevant, lJonrepetitJve ud
Dot reuoIJSbly avallBble at the 1Jearm, level lbrDuglJ tlJe
ezercJse of due dJlJgellce.

ArtIcle 6.
Oral AlIUmenL

§ 3.12. Request1lJg oral lJ1BU1DeDt.

All appel1ut or Ills represetJtatlve may at for a
lJearIIJg to PreselJt oral argumeJJt trltlJ the Request lor
Revle".

§ 3.13. Place of lJeariDg.

BearIDgI sIWJ be lJeld at tile DepartmelJt 01 Medical
A""ace services' ceDtreJ oMce hJ RlelUDODd, 600 Eo
Broad Street, SUIte 1300, RJClulJoDd, V1rI1DJS mIl.

I 3.14. Notice of lJearllJg.

A. SclJedll1llJg tile lJetU1lIg.

UIIlesf jadgmellt 011 tbe record /6 lsJued pumumt to I
3.1 ~ a llearIJIg wUJ be set, ud, to tile ezteDt possible,
deduJed at tlJe appe1JlUJI's eoJlveaJace.

11 Notl/lcatJoD..

As SOOD lIS a bearllJg Is JClJeduJed. tile penoD reque6tfDg
It Jrlll be DOtttled, It least .feveJI dlIys lD advaace.

C PostpoIJelDfUJL

A llearIIW may be poItpoaed by tile appellallt or lJJ6
represeJJlatJve lor IOOd calISe .tIJOtrll.

I 3.15. Frmct10lJ 01 tlJe 5elJJ0r Administrative La" Judie-

ne SetlJor Acfm'ntstnrltve La" Judie 8luJ1I be tlJe
presldlD, member 01 tlle palJeJ. 11 tbe Sellior
AdmllJ1m8t1ve La" JUdge 16 ."'Dt, ODe 01 tlJe
AdmlntstratJre La" Judlel sJWJ Pl'f!!$Ide OD a rotIJtIDg
basts.

I 3.J6. Recorded bear1lJl.

De bearlDg slid be t1Jpe recorded.

I 3.17. EvldeDce.

No .dtlltlolUJl evldetJce trlU be accepted at tlJe oral
IU'lUmeDt UIJIess It meets tlJe requiremelJts 01 § 3.11 ad Is
preselJted to tbe ptJIJel IIJ adVlUJce of Ibe bearlJJg date•.
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Artict« 7.
DJspos1tJolJ.

§ 3.18. Dlspositiol1.

A. Vote.

Tbe p81JeJ decJsJolJ L! mJJde by msjorlty vote, lUJd t1
decJsJolJ lfUIy be to SIl6tBiJJ. reverse or TelJ1aDd the lJearil
omcerJ dedsloD..

By majority vote tlJe panel may summaruy aItlrm u
lJear1DI omcer's decJslolJ by adopting tlJe bear1JJg oUlceJ
declstOlJ as lis own.

C CDDteJJt 01 declslolJS.

DecJslOIJS 8/Jall be accomPlUJied by a wrlttezJ opllJlo
statIlJg /acts wttb supportiJIg e"'dace, retISOlJS 8l
COlJcllSOIJS, cltatiOllS to $Upporthlg la,,·ud replatlol
IIIJtI IUJ order dscrlbhJg the qedIIc actlOlJ to be IabIJ
lmplelJJetJt fbe ded8loD.. 1JJIol"lUtJOlJ about lUrtlJer appe
rllbtJ W'UJ do be proVIded.

D. ReJJJalJd to lJtJtJr1Dg omcer.

A IelDlUJd order slJBlI clearly state lbe pa1Ie
lMtrvetlOlJS for lUrtlJer devei0pIIJerJl 01 tae eVidace or t
1_ or poncy JDterpretBtJolJ to be applied to tlJe " .... e

record.

£. Re patJeJ decJslolJ sba1l be sellt to sppe/1lUJt BlJd bi
represeatatJve ud tlJe BgelJCY. nus sball constitute u
paael's IllJII1 dIsposltlOD ot tlJe appal.

ArtIcle 8.
RecotJS1deratloD..

§ 3.19. 1V1IeD reamslderatJon Is accorded.

A dedstolJ WJlavol8ble to tlJe appellaJJt may <

recoDSldered by Ibe palJeJ OD Its 0"" motlOlJ or upt.
mot/olJ by lbe appeJ1srJt or Ids reprrJllelJtJJtJve aJJegJ~

tm"Or 01 /act or appllcatJolJ 01 Jawor policy.

§ 3.JD. FUllJIlUJd coDleDL

AppeUalJr. motlolJ lor recolJSlderatlolJ must be fiJ,
trlt1JhJ IJ days alter elJtry 01 Ibe paIJeJ's decisiolJ. n
motJOlJ 6IuJll set lortlJ dearly and qeclIlca1ly tlJe aJJegc
error(s) hJ tlJe parJeJ's declslolJ.

I 3.11. Revle".

111" Ad.mlnlstratlve La" Judge wllo JIII"Ote tbe maloti
opl.rJlOlJ slJall revle" the suItlclelJCY of the allegatlODS S
IortlJ hJ tile motlOlJ BlJd IfIBy request addltlonaJ mtte
B1'/lIlmelJt from the appelllUJL
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§ J.ZZ. DlsposJtlol2.

TlJe rulJIJI OD the motion for recoDJideratJon shall be i12
wrltJIJI ad entered as the tinal order in the case. 11 the
moUOD L! granted, a new decJslOlJ IIrlU be issued IlJ
accordance wltb , 3.18.

BOARD OF NURSING

REGISTRAR'S NonCE: The repeal 01 § 5.3 of this
relUlatJon. as stricken. Is excluded from Article 2 of the
AdmJDistrative Procea Act in accordance with § 9-6.14:4.1
C 4(C) of the Code of VlfIiJ1ia. which excludes regulations
that are necessary to meet the requirements of federal
law or reguJaUoDS, proVided such replaUons do Dot dltfer
matertally frum those required by federal law or
regulation. Tbe Board of NursI.Dg win receive, coDSider
and respond to petitions by any IDterested penon at any
UJDe with respect to reeoDSlderation or revision.

Title 91 RegulaUon: va 4tHl..r, Board of NanlDl
RepiaUe.

StatutO" Authority; if 54.1·2400 and 54.1-3005 of the Code
ot ViJ'IlnJL

Effective Date: January 16, 1991.

summaa;

llJe VlrglDJa GaeraJ Asrembly, at Its 1990 !tSllOIJ,
B1JJeIJded I§ $4.1-3000 and 54.1-3006 01 tlJe COde of
VJrrlDl& Tbe first ebaDge amended tlJe de/laltJOD of
praetlt2l lJursJlJI to ~t the tescbiDg of tIlotle who
are or ",n be DUlSe aides, subject to suCll TeIU1atJou
lIS tlJe Board of NursJDg /MY promulBate. nre S«:OlJd
clJtuJge autlJorJzes tlJe Board 01 Nursl1Jg to promulgate
relfllatJo••bleb mcJude 6tlUJdArrIS lor tlJe authority
01 JJcensed praetlc:aJ DunIfS to teadJ lJune aJdes.

Tbe fUJaJ regu1atJOII8 amelJd Dr relocate some ezJstl1J6
reguJatlOIJ8 ad add some lJew reguJatlODS to establlsll
tile qlWJ/JClJtJou lor UcetJSed praetJca1 nurses no
tesclJ 1lJ DIl1'se aide edUcatJOD progranu ad to
describe their respollSlbJUtJes

QIUIIf!J6 resuJtIlII from tlJe reView 01 commeDtB JrlU
~ fOUDd lD I $.3 C 3 b. 7'IIe proposed reBUlatioM
IVe1e t:JJaqed to permJt otber lDstTuetJmw penolUJeJ
to provide c1afToom IlJStructJOD 1tJ addltJoD ttl
provldlllg IklJb laboratory and cU4lca1 IJJstrUCtlOlJ.

TIIese replatioD delete Ibe r~6ulatioD "blcb
~nnJned registratJon 01 cJlDJcaJ lJurse spedaJJsts by
uception. Also deleted Is § $.J wlJicb required DUnes
aJdes to pay I~ related to tlJe lJurse aJde regJstry.

All revellUJt documelJtJ are available lor J1JSP«tJOIJ 8t
tile Board of NursllJ& 1601 RoJJJIJg Hllls Drlv~

RlcllmoDd. VlrrlnJa 23229. teleplJODe (804) 662·9909.

VR 495-01·1. Board 01 Nursing RegulaUons.

preamble:

Tbese TeguJstlOlJS state tlJe requJremeDeB lor approval
01 lJun1lJg ad lJune aide educatJOIJ pro~ Ibe
IJcelJ8lng of regJstered IJUI'IfIS ud practical 1Jurse.t, tlJe
reglstrBtloD of clJlJJcaJ lJune specbJlLfU ud fbe
certl/JcatlOIJ 01 Dune alder bJ tlJe ColDlDODweaJt1J 01
VIrgbJJ& The felUJatlOIl8 ave beelJ adopted by tlJe
Vl~ Slste Board 01 NurstDg UlJder tlJe autlJorlty 01
C1uIpte J4 (I 64.1-3400) ad CJJapter 30 (, ~~'.l-JOOO

et seq.) of Title 64.1 01 tlJe COde of VJrgbJJ&

llJe boan:I belJeves tlJIJt each practitioner 01 1JU1'SUJg Is
accountable to tlJe CollUDODwesJtb and to tile public to
malDtabJ lJiglJ profsow stalJdarr16 01 praetJce 1.IJ
keepllJg trltII tile eWes of tile professltm of DunbJg.

Tlre ~red lJune shall be rerpolJSlble aDd
accoUDtllble tor mUJDg dedsJ01J6 tJuJt are bIJSed upoa
educatlolJlll preparatlOIJ ad uperteIJce IJJ IJIJISIDB.
The 1'e6/6tered nurse 6IWl be beJd accoUDtable lor tae
quality ud quaatJty of lJurstlJI care 6lva to pattems
by lIJlUe1I or otIJm ""0 are UJJder lib tRl/lf!ll'Vl8J(Jl1.
1lle registered Dune wbo L9 a d1ll1C111 IJlll'ItI~
Is autlJ01'lzed to provide adVllDced nUlSiDl .mces
COlUJstelZt wttlJ tbe requJremelJtJ of ~" alJd
reguatlOlJ&

11Ie UceDJIed praetlcal lJune $IJ&IJ be held accoUDtabJe
lor tile quality IUJd qUIJtlty 01 lJurstDg care 6lVf1D to
patients by blmseU based upon educatiolJ&l preparation
IIlUI exper1eDt:e.

Tbe certified IJIllSIe aide Is required to meet $lUtWV
colJ6lstelJt ",tII lederal IJ12d state la. ad reguatlOIU
lJJ employmelJt settlqs recelVlDg Medicare and
Medicaid reJmbursemelJt lor care Tendered.

PART L
GENERAL PROVISIONS.

§ 1.1. DetlnttiODS.

The foUoWlq words and terms, wben used in these
replaUOIIS, man bave the followlq mantne-, unless the
context dearly Indicates otherwise:

"ApprovaJH meaDS the process by whJcll the board or a
IOvernmentaJ qency In another state or torella country
evaluates and grants otndal reeoplt1oD to nu.rsIDI
education programs that meet estabUsbed standards Dot
Inconsistent with VIJ'IiDIa law.

·'A.ssocJate degree nurslJJg program" means a nUJ'S1q
education program preparlnl tor repstered nurse
Ucensure, offered by a VJrliDla college or other IDStItuUon
and desiped to lead to an associate desree In nurs1Dg.
proVided tbat the instltuUon is authorized to conter SUCh
dqree by the State Board ot Education, State Council of

Virginia Register of Regulatiom

950



Blue Cross
and
Blue Shield
of the National Cauital Area

550 12th Street, S.W.
Washington. D.C. 20065
202/479·8000 Telex 140965 Cable BLUE

Chartered by the Congress of the United Stales

August 20, 1991

JoAnne Scott, CPCU, AlE
Principal Research Analyst
Bureau of Insurance
P. o. Box 1157
Richmond, Virginia 23209

Dear Ms. Scott:

I regret that Blue Cross and Blue Shield of the National capital Area
(BCBSNCA) was unaware of the July 10, 1991 public hearing held to receive
comments on the proposal suggested in HJR 432 (1991) that an appeals process
for insureds denied coverage for experimental medical technologies be
established. I respectfully request that these comments be submitted as part
of the record of the public hearing.

BCBSNCA believes that an appeals process required by the Commonwealth would
duplicate the appeals procedures required under the Employee Retirement Income
Security Act of 1974 (ERISA). As you may know, ERISA regulated business
includes all group accounts except plans sponsored by a government entity or a
church. ERISA requires that subscribers be afforded an opportunity to appeal
a decision made by an insurer.

The appeals process required under ERISA is included in all BCBSNCA contracts
through the following contractual text:

Claims Appeal Procedures

(1) Any denial of a claim may be appealed in writing to the Corporation.

(2) Such appeal should be filed within 90 days of the denial.

(3) The claim will be reviewed in accordance with guidelines established
by the Corporation, and a final decision will be made within 60 days
from the receipt of the appeal.

(4) If more extensive review is required, the Employee will be notified
and a final decision will be made within 120 days.

This federally required appeals process is available to subscribers for any
and all cla~s or services denied including procedures or services denied as
experimental.
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Page 2

As you may recall, HJR 213 (1990) called for the study of a t1fair and
objective and efficient means of determining whether particular new medical
technologies and procedures are 'experimental' and tinvestigative' and
therefore not covered under medical insurance policies tl

• The result of this
study, as reported to the Commission on Health Care for All Virginians, found
that the existing procedures used by insurers to evaluate new technology and
procedures were valid and a new process, developed at the state level, would
not improve the process currently used by most insurers.

BCBSNCA does not believe it has been adequately demonstrated that Virginia
residents do not have access to an "effective appeals process for the denial
of insurance coverage for valuable and innovative treatments" or that Virginia
residents lack a "fair and objective means of obtaining adequate insurance and
••• access to necessary health care tl

• ERISA requires insurers to advise
subscribers and enrollees of their appeal rights in any case where an adverse
decision is made. Further, as the report resulting from HJR 213 (1990)
indicated, insurers have developed valid and objective technology assessment
programs to evaluate the experimental nature of new technologies, procedures,
and services.

While HJR 432 addresses experimental procedures in general, discussions often
focus the concern on the determination by insurers that autologous bone marrow
transplants (ABMT) for breast cancer patients are experimental. BCBSNCA
understands the many concerns raised about such a determination. However,
BCBSNCA believes that a primary concern of proponents for the establishment of
an appeals process for procedures determined by insurers to be experimental,
is the belief that because ABMT for breast cancer is a "last hope" effort for
some patients, benefits "should" be provided. The problem is not in how the
procedure is determined to be eXPerimental or what tyPe of appeal process is
afforded the patient. Rather, the concern is that some people believe
benefits for the procedure "should" be available because there is no other
treatment available to these patients. It appears then, that the proponents
really are seeking a mandated benefit for the procedure. The appropriate
channel for such action is review by the Special Advisory Commission on
Mandated Health Insurance Benefits.

On a related note, you may be interested to know that although benefits for
ABMT for breast cancer patients is not available under BCBSNCA's existing
contracts, it is anticipated that BCBSNCA will be able to provide an
alternative for subscribers who are accepted candidates through a
demonstration project being sponsored in cooperation with the National Cancer
Institute (NCI). The purpose of the demonstration project on breast cancer
treatment is to support a "clinical trials" process to determine the efficacy
of high-dose chemotherapy with ABMT compared to standard chemotherapy in the
treatment of breast cancer. Many clinical experts, researchers, and
professional staff at NCI believe the controversy surrounding the use of
high-dose chemotherapy and ABMT for breast cancer can only be resolved through
a randomized clinical trial.
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The clinical trials will be conducted at several hospitals nationwide. The
demonstration project will be limited to a treatment period consisting of two
years, with a two year follow-up period. Medical treatment protocols to be
used in the clinical trials will be approved by NCI. Up to 1,200 patients are
expected to participate in the trial. BCBSNCA subscribers may be eligible to
participate in the clinical trials under certain circumstances such as meeting
the medical protocols of the clinical trial.

Participation in this type of demonstration project represents a new activity
for BCBSNCA and the other Blue Cross and Blue Shield plans which elect to take
part in the project, and should not be confused with our role as a nonprofit
health services plan. As such, BCBSNCA provides benefits for covered services
according to established contractual terms. In this regard, standard
chemotherapy treatment received by control group patients in the trials will
be handled routinely as a covered service according to the subscriber's
eligibility for benefits. In contrast, because high-dose chemotherapy and
ABMT for breast cancer is not a contractual benefit, any benefits which are
provided by BCBSNCA will be accommodated extracontractually through agreement
with the group through which the patient is enrolled, or by separate agreement
with the patient where coverage is through a small "community rated" group or
non-group coverage.

BCBSNCA appreciates this opportunity to provide comments related to HJR 432.
If you have any questions, please call me at (202) 479-8389.

Sincerely,

Gail M. Thompson
Legislative Affairs Coordinator



Heahh Insurance Assoctanon of America

July 25, 1991

JoAnne Goodman Scott, CPCU, AlE
Principal Insurance Analyst
State Corporation Commission
Bureau of Insurance
Box 1157
Richmond, VA 23209

RE: EXPERIMENTAL MEDICAL TECHNOLOGY
HOUSE JOINT RESOLUTION NO. 432

Dear Mrs. Scott:

-. n,)
.. '.01 _

On behalf of the Health Insurance Association of America
(HIAA), I would like to offer the following comments for
consideration by the Bureau as you complete your study of the
feasibility of establishing an appeal process for insureds denied
coverage under their health insurance policies for treatments
defined as "experimental" or "investigative".

As you are aware, this is an extremely emotional issue.
On the one hand, we are faced with the reality that consumers in
need of medical care want to receive the care prescribed in many
cases irrespective of the cost, the safety of a given procedure,or the likelihood of a favorable outcome and there is an
expectation that insurance will cover the prescribed treatment.
On the other hand, insurance companies generally decline to cover
experimental treatments when evidence does not exist that such
treatments are safe, effective or medically accepted procedures.

We would oppose the establishment of an appeals process for
insureds denied coverage for "experimental" medical technologies
for the following reasons:

a. the medical industry lacks a clear definition of
"experimental" or "investigative". In fact, a
conference has been scheduled by the Agency for
Health Care Policy and Research (Department of
Health & Human Services) on Experimental vs.
state-of-the-Art Technologies for November. HlAA

1025 Connecticut Avenue, NW Washington, DC 20036-3998 202/223-7780 Telecopier 202/223-7897
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will participate in that conference. I have
edclosed information for you on the conference;

b. current administrative remedies exist for the
resolution of insurance policy issues; and

c. these concerns are ultimately an issue for
consideration by the courts and a special appeals board
would merely add another step in the process rather
than offer a final resolution of the matter.

Thank you for the opportunity to comment.

Sincerely,

~
. L-y f' ,- 'i'

, ,0'...<.,1..) ~J',r,J-i-

Re ·nia G. Palmer
Assistant General Counsel

Enclosures



,;;:~:;:~, VIRGINIA COMMONWEALTH UNIVERSITY
Massey Cancer Center .

July 9, 1991

JoAnne Scott
Principal Insurance Analyst
Bureau of Insurance
P. O. Box 1157
Richmond, Virginia 23209

Dear Ms. Scott:

: : -,

.......
~...) .. \

.>

I will not be able to attend the State Corporation Commission's public meeting July
10th on an appeals process for insureds who are denied coverage for procedures deemed
experimental or investigative. However, I have a strong and abiding interest in this matter
as a physician who tries my best to take optimal care of patients. Several examples spring
to light.

First, a 37 year old man covered by Blue Cross/ Blue SHield was diagnosed with
hairy cell leukemia. His wife called the National Cancer Institute because he did not trust
his primary hematologist/oncologist's opinion regarding therapy. The first doctor had
recommended removal of the spleen followed by chemotherapy or Interferon treatment.
However, a new treatment deemed "investigational" was available which has put 150 of 150
patients into complete remissions with no sign of disease recurrence. The patient, through
me, obtained that therapy at M.D. Anderson Cancer Center in Houston, Texas. The
patient's hospital bill was denied coverage by Blue Cross/Blue Shield because it was
"investigational". Had the patient chosen standard ineffective treatment with no chance of
cure (and what many state-of-the-art practitioners would deem as less than optimal practice)
Blue Cross/Blue Shield would have paid for it without blinking an eye.

Second, a 37 year old woman was diagnosed with recurrent breast cancer. I referred
her to Duke University for the most promising treatment available to such patients, high
dose chemotherapy using autologous bone marrow transplantation to support her through
a period of bone marrow hypoplasia. Blue Cross/Blue Shield promptly turned down her
request stating that such therapy was investigational even though nearly all practitioners
agreed that it is a viable option and often the preferred treatment for patients in her
condition. Blue Cross/Blue Shield made this determination without consulting any experts
in the field or without consulting any experts in Virginia who deal directly with bone marrow
transplantation. They told me that the decision about her therapy was based only on
efficacy and toxicity, not cost. The patient and I were clearly convinced that efficacy was
better and

An Institute for Cancer Research, Treatment and Education in Virginia
401 College Street, Box 37, Richmond, VA 23298-0037

(804) 786-0448 FAX (804) 371-8453 TDD (804) 367-0100
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JoAnne Scott
Bureau of Insurance

the patient was clearly willingto risk toxicity for a chance at long-term, disease-free survival.
Conventional therapy offered her no hope of long-term survival with a median survival of
only 18 months. By refusing to pay for therapy which both the patient and the doctor and
the physician desired and deemed best, they clearly took medical decision-making out of the
hands of the traditional decision makers.

Third, the idea at Blue Cross/Blue Shield or their insurers does not factor cost into
decisions about treatment is laughable. I have treated patients on investigational protocols
throughout the years including chemotherapy and immune therapy. In one case where I was
the principal investigator, I treated Kaposi's sarcoma - AIDS patients with Tagamet, a
commonly available anti-ulcer drug. The majority of those patients that I treated were on
Blue Cross/Blue Shield. Not a single one was denied payment, not because of lack of
efficacy but because of the low-cost of the treatment. In addition, the treatment I was giving
had lin "trigger" mechanism such as a high insurance bill that would led Blue Cross/Blue
Shield to believe that it was investigational.

Fourth, Blue Cross/Blue Shield and other insurers have traditionally paid no heed
to effectiveness of treatment, but have left that decision to physicians. I can literally make
up any combination of medicines and give it to a patient with breast cancer or colon cancer
and be guaranteed reimbursement by Blue Cross/Blue Shield. I can give these medicines
and be reimbursed despite the fact that second and third-line chemotherapy for breast
cancer and first-line chemotherapy for colon cancer has virtually no effectiveness in
prolonging patients lives and in those instances studied, has minimal impact on the quality
of patients survival. I have never once had a Blue Cross/Blue Shield claims adjuster call
me up and state "Dr. Smith, is the treatment your working really effective? Does it prolong
survival compared to other treatments? Is the toxicity worse or better than other
treatments?" The only time I've ever received questionin~ has been when Blue CrossIBlue
Shield has denied theramr for bone marrow transplantation. Insurance adjusters don't care
about quality as long as the cost is within their realm to price a product alongside their
competitors. When their cost begin to rise such that they must raise prices, then we begin
to hear questions about effectiveness.

I am sorry that I will not be able to attend the hearing, because I am working on the
hospital ward trying to teach future physicians. I understand the dilemma that insurance
companies find themselves in. I also understand firsthand the dilemma that patients and
physicians are in -- having effective therapy that is being denied not on the basis of
effectiveness, but on the basis of cost. I wouldn't object to that if the insurance companies
were honest in their representation and would come to be bedside with me and explain why
they are not paying for therapy.

Sincerely,

Thomas J. Smith, M.D
Director of Cancer Education
Medical Director, John N. Dalton
Oncology Clinics
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WRITTEN COMMENT ~OR PUBLIC MEETING ON DENIED HEALTH INSURANCE
COVERAGE FOR EXPERIMENTAL TR2ATMENTS

. . . .'
In JOJ.nt Hous~ RP.~oJ.llti.on No. 432, i.t Ls c::cknowlt?c1~P.(1

that some procedures labelled "experimental", thus denying

coverage, may actually be more potentially beneficial to the

patients (as well as cost effective) than the "traditional

treatments n covered by insurance. In a world of constant change

where technological advances in medicine occur frequently ann new

and d~£ferent medical problems pla~ue society, the neen to deal

more fairly and ~ffectively with insureds denied coverage becomes

clear. Thus far, the insur·ance industry has" been unable ~o keep

abreast of these constant changes in technology and its policies

on "experimental" versus ntraditional n procedures exemplifies

this·problem. The following proposal would help alleviate this

situation, and would allow involved parties to present input on

the important issues that affect so many people's lives.

Our" recommendation is that an appeals process utilizing

m~diation as an informal intermeasure would be a most effective

tool for handling these ~isputes over coverage. Classical

mediation, the use of a third party neutral to empower disputants

to reach agreement, has a reputation for high success rates (80%

plus in some studies). It could be used as an integral part of

the appeals process once denial of treatment has occurred, byt

before more formal procedures are 'implemented •. Fopr example, an

insured who has been denied coverage fir· ab experimental
-

procedure could fiel a statement of intent to appeal, or the

like. The case would be required to be submitted within a



certain numhpr of days to a mediation firm for proces~ina. The

mediation firm would have a certain number of days (10) to

confirm a date, time an-d place wherp. the r>arti.P.'s have agrp.p.cl to

meet to discuss the coveraga denial. Al parties necessary to

resolve the disagreement would be included. The insured and his

representatives (Doctor, Lawyer) would be able to deal cJirectly

wi th the insurance company's !-epresentatives. Each party would

have an opportunity to present their positions as to why the

procedure should or should not be considered ney.periIn~ntaln for

that insured, and thus whehter vocera~e should be extended for

that particular tre,atment. The var iOU8 factores Lnvol ved could

be adequately brough forth, examinded, and discussed, such as

what previous traditional t~eatments the insured has been

submitted ot, the severity of the medial problem and so on. Once

the parties reach agreement, they cna sign an agreement on

resolution of the matter that would.be binding on all parties as

far as coverage or non-coverage issues on that specific

treatment.

Resolving the coverage disputes early on will SAve a

great deal of time, funds and effort that would be needed to use

a more formal appeals process imrnediatelyupon denial. Use of

mediation as an intermeasure before the· formal appeal allows

those parties the possibility of an immediate, rerson~ljzed

outcome of their request for a redetermination. Parties would

have more

interaction.

opportunities for

Mediation could

true nnderstanding and human

provide a peaceful resolution in

the majority· of cases appealed and would prevent further aI\peals



bein~ required. rin~11y, it.preserves the integrity. and.dignity

of the par t Les by tukin~ into aor.ount; th~ human i ~tj.c aSf·cct·s of

medical procedur~s, involving patients nnd their families,

doctors and hospitals~ and people dedi~ated to prOViding monetary

assistance for medical needs of insured persons_



July 7, 1991

Ms. Joann Scott
Principal Insurance Analysis
Bureau of Insurance
P.O. Box 1157
Richmond, VA 23209

Dear Ms. Scott:

I am unable to attend the public meeting on July 10, 1991 at 1:00 P.M. concerning House
Resolution #432 and want my support for a change in current policy known. I strongly support
a change in the current insurance coverage for women who have advanced or metastatic breast
cancer. Virginia Blue Cross/Blue Shield should cover bone marrow transplant treatments for these
patients.

Also, I do not think a person who is undergoing treatment during a very stressful time of her (or
his) life should have to endure the stress of a battle for insurance payments. Whatever course
of action is decided upon, I hope it will be humane as well as medically fair.

I recognize our country is experiencing a health care crisis. However, denying coverage for this
procedure is not the way to resolve the dilemma. Please add my concerns to those you receive
in the mail and those of the people who attend the meeting, Thank you.

Sincerely, .

QOf)~Jc1co~
Ronne T. Jacobs

RONNE JACOBS ASSOCIATES
Organization and Management Development

401 September Drive / Richmond, VA 23229 / Telephone (804) 741-3388
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1 ":':;;11 ~i ~t.lr.g '&0 express my st.rons support. Yor House Resolut.lon
~:::t::· -: :-' est.abliah an apP&<'1.1s process f'or insured persons with
~··.·:::i·.(:~'·· ::r.:.; ':'L~Rr (1is.;as·:.·~ who are denied cover-ase f'f;Jr .
·• ..";J}l'p-o; i.iuent.~l·~ or "invset.iga1;.ive ll procedures and ~reat..n't.

~~n~l or the kinds o~ treatment that; are beins excluded 'bl"
ins~J.l·ance companies in Vir"ginia are very eff'ective. So.. ere
cover-ed by insurence cOlllPanies in many o1;.her st.a'tes. Vic1:.1111B
ar-d ~heir ~amilies are eu~~eriD8 enough witho~ ~he addi1:.1onal
::..·.:r·dul.'J (....!.~ having 'too bat;tle insurance cOlIIPanies. The arbi'trary
~a~ure or theae exclusions are unfairly cruel.

7nank you ~or your consideration.

Sincerely.

Pt.oebe F .. Ant-rim



July 11, 1991
8029 Post Oak Road
Richmond, Virginia 23235
(804) 323-3893

Ms. Jo Anne Scott
Bureau of Insurance
state Corporation Commissior
P.O. Box 1157
Richmond, Virgini~ 21}OQ

...... ,"

It was a great pleasure to meet you yesterday at the General
Assembly. You and your colleagues did a wonderful job
handling what must've been for you an emotionally draining
issue.

My family has been touched by this terrible visitor and
thankfully, I was able to provide my wife with the bone
marrow harvest which may save her life. I am very
concerned however about all the patients who are being
denied this treatmen~ by their insurance carriers.

rim surprisingly happy that Blue Cross of Virginia sent
their representative to speak to you - as it actually did
underscore the point we were all trying to make to you.
Should people such as these be the ones making critical
decisions regarding high-technology medicine? I think not.
I sincerely hope that you will agree that Virginians need a
better way to arbitrate these matters.

My personal thanks to you and your staff for taking the time
to consider this problem. If I may be of service in any way
please feel free to contact me.



~.; JUL -8 ! p c· ':{~,
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Ms. Joanne Scott, Principal
Insurance Analyst

State Corporation Commission
Bureau of Insurance
P. O. Box 1157
Richmond, VA 23209

Dear Ms. Scott:

2175 Wildwood Road
Salem, VA 24153
July 5, 1991

I have been notified that sometime the week of July 8 a request
initiated by Lorraine Smusz will be heard by the Commission asking
that insurance companies be required to pay for bone marrow
transplants.

I would like for you to be aware that I wholeheartedly support
this request. Insurance premiums are paid for health coverage; and
when people get to the point they no longer have a chance to live and
are still willing to undergo this very distressing treatment to save
their life, insurance companies should be obligated to pay for this
health care.

On May 30 of this year, a very close friend of mine passed away
after losing a battle with breast cancer. In the beginning when the
lump was found, her doctors told her she had nothing to worry about
because she had chosen the strongest treatment available. After a
fight that lasted approximately two years, the cancer finally spread
throughout her entire body.

As if she didn't have enough to worry about, her insurance
company kept postponing paying her bills back to September of 1990
jtating that they needed to reevaluate her charges. From September
1990 until the day she passed away, Jackie had been in and out of the
hospital numerous times and close to death on many of those occa
sions. By receiving statement after statement from the doctors,
hospital, etc., she not only had the worry from her disease, but also
the burden from the insurance company in not paying her bills.

Please approve this request and force all insurance companies to
pay for those expenses that they, by right, should be obligated to
pay. After all, isn't this what they have been representing to
policyholders for years.

Thank you very much for taking your time to review my opinion.

Since~l.rt ~-eaus:
K. Alisa Carroll

/kac


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



