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Report of the
Joint Subcommittee Studying

Access to Ob/Gyn Services in Managed Care Plans

TO: The Honorable George F. Allen, Governor,
and

the General Assembly of Virginia

I. INTRODUCTION AND OVERVIEW

A. HJR~560'S SCOPE AND BACKGROUND.

HJR-560 approved by the 1995 Session of the Virginia General Assembly
established a joint subcommittee to "study women's access to obstetrical and
gynecological services, particularly in managed care plans." The subcommittee was
directed to make recommendations on "how duplicative costs and administrative
snarls can be avoided." The resolution (Appendix A) was patroned by Delegate
Gladys Keating who also served as the subcommittee's chairman. The nine
member joint subcommittee consisted of: Delegates Joyce K. Crouch of Lynchburg,
George H. Heilig, Jr. of Norfolk, Gladys B. Keating of Fairfax, Kenneth R. Plum of
Fairfax, and Lacey E. Putney of Bedford, all appointed by the Speaker of the House
of Delegates; and Senators Clarence A. Holland of Virginia Beach, Yvonne B. Miller
of Norfolk, H. Russell Potts, Jr. of Winchester and W. Henry Maxwell of Newport
News who served as vice-chairman, all appointed by the Senate Committee on
Privileges and Elections.

A related study resolution (HJR-52) was passed by the 1994 Session,
requesting the Secretary of Health and Human Resources ("the Secretary) to
consider whether legislative or administrative action should be taken to require
health insurers and other health care coverage plans to designate
obstetricians/gynecologists as "primary care physicians," or "PCPs" within managed
care plans. PCPs serve a "gatekeeper" role in health care coverage plans employing
managed care structures, coordinating the medical care and treatment of
designated patients.

The Secretary's report (House Document 24 of 1995) found that there was no
consensus on the PCP designation issue within the medical community. The report
also indicated that Ob/Gyns are included in some managed care plans' PCP panels,
and that access to Ob/Gyns, without referral, for annual gynecological examinations
was then permitted to some extent.



The Secretary concluded that no legislative or other action was warranted on
the issue at that time, stating that the PCP issue was one "best addressed by
market forces." The report went on to suggest, however, that (i) Ob/Gyns be
surveyed on this general issue to obtain a consensus on the PCP issue and (ii)

further study was indicated to determine the overall need for Ob/Gyn access.

B. PERTINENT LAW IN VIRGINIA AND IN OTHER STATES.

The study's overarching issue was PCP coordination of patient access to
Ob/Gyns. Except to the extent Ob/Gyns are designated as PCPs within such plans
(when such designation is permitted), they are specialists. As such, some managed
care plans require that Ob/Gyn patient visits, examinations and treatments covered
by such plans be coordinated by PCPs. Failure to do so may result in a patient
paying more out-of-pocket than for a visit or treatment coordinated through her
PCP.

Currently, Virginia law is silent on the access issue. The Code ofVirginia's
insurance title (38.2) contains no express provision governing the reimbursement of
Ob/Gyns in managed care plans, generally, or patient self-referral to Ob/Gyns in
particular. Thus, Ob/Gyn access is dictated by market forces, and, as discussed in
the Secretary's 1995 report, the degree of access varies somewhat from plan to plan.

In some other states, however, Ob/Gyn access has been addressed. In North
Carolina, for example, a 1995 bill directed HMOs, PPOs (preferred provider
organizations) and other managed care-style plans to permit unrestricted "direct
access" to in-network Ob/Gyns (Appendix B). The legislation, effective January 1,
1996, places no limitations on the number of self-referred visits and includes "the
full scope of medically necessary services provided by the participating Ob/Gyn in
the care of or related to the female reproductive system and breasts." Services
covered include the services of nurse practitioners, physician's assistants, and
certified nurse midwives in collaboration with Ob/Gyns. Coverage is limited,
however, to the benefits provided in the pertinent health care plan.

Maryland addressed this issue in its 1992 and 1994 Sessions (Appendix C).
Under Maryland law, managed care plans have two options: (i) permit covered
individuals to designate Ob/Gyns as PCPs, or (ii) permit covered individuals one
self-referred annual visit to in-network Ob/Gyns for routine gynecological care.
Louisiana enacted legislation in its 1995 Session (Appendix D) authorizing PCP
designation for Ob/Gyns, and also permitting direct access for one annual visit,
with a second direct access visit permitted if medically indicated. Direct access is
principally limited to in-network providers, and the managed care plan may require
consultation between the provider and the patient's PCP.
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A Connecticut law (Appendix E) enacted in 1995 is similar to the Maryland
and Louisiana laws. It permits direct access to in-network Ob/Gyns for primary
and preventive obstetric and gynecological services. There are no restrictions on
the number of covered visits. The Connecticut law also permits an individual to
designate an in-network Ob/Gyn as her PCP, and any other in-network physician
as an additional PCP. The statute permits managed care plans to require Ob/Gyn
consultation with PCPs to discuss proposed services and treatment plans.

A 1994 New York enactment (Appendix F) requires HMOs to permit direct
access to an in-network "qualified provider" of primary and preventive obstetrical
and gynecological services. Such access, however, is limited to two annual
examinations, and to care related to any pregnancy. Further direct access is
permitted for any additional services or treatment required as a result of the
examinations or acute gynecological conditions. The HMO may, however, require
the provider to discuss any proposed treatment plan or services with the
individual's PCP.

Other states which have legislated in this area include the State of
Washington which acted in its 1995 Session to require Ob/Gyns' designation as
PCPs (Appendix G). Similar PCP-designation legislation passed the Florida
Legislature in its 1995 Session (Appendix H), and in California in 1994 (Appendix
I). A 1995 Mississippi bill (Appendix J) is silent on the PCP designation issue,
while permitting direct access to in-network Ob/Gyns.

From these bills, a number of legislative models emerge. They are
summarized in the chart below.

Model Illustrative States Comments

Market driven Virginia

Ob / Gyn designation as Washington, Florida
PCP (1995 enactments)

California (1994
enactment)

Unlimited Direct Access to North Carolina, NC law includes
in-network Ob / Gyns. Mississippi (1995 collaborative treatment

enactments) with nurse practitioners,
physicians' assistants,
nurse midwives.

MS law not as broad as
NC's, but does include
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any and all ob/gyn
services covered under
the plan.

Unlimited Direct Access to Connecticut (1995 Plan may require Ob/Gyn
in-network provider for enactment) to consult with patient's
primary and preventive PCP re: services and
services; Can designate treatment plan.
Ob / Gyn as PCP and
designate an additional
non-Ob IGyti PCP.

Limited Direct Access to New York (1994 Statute addressed to
"qualified providers" of enactment) HMOs only. Two visits
Ob / Gyn services. for primary and

preventive care
authorized, and services
required as a result of
exams or acute
gynecological condition..

Limited Direct Access or ~aryland(1994, 1995 Provides managed care
Db IGyri designation as enactments. ) plan sponsor two options:
PCP. 0) permit patients direct

access to in-network
Ob/Gyn for one annual
visit providing routine
gynecological care or (ii)

permit Ob/Gyns to be
designated as PCPs.

Limited Direct Access and Louisiana (1995 Permits direct access to
PCP designation. enactment) in-network provider for

one visit (possibly a
follow-up) and authorizes
designation of in-network
Ob/Gyn as PCP

The key variables within these enactments are: (i) PCP designation, (ii)

limited versus unlimited direct access, (iii) extent of service authorized where direct
access permitted, (iv) whetlier consultation is required between PCP and Ob/Gyns,
and (v) whether providers other than Ob/Gyns, e.g., nurse practitioners and other
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providers of obstetrical and gynecological care are included in any direct access
prOVISIon.

II. THE SUBCOMMITTEE'S WORK

The joint subcommittee used its first meeting to determine the study's focus.
This was accomplished in large part by receiving testimony from the Ob/Gyn
community on the access issue, and also by receiving testimony on the access issue
from other providers, such as family physicians. Additionally, managed care plan
representatives summarized their views concerning Ob/Gyn access within managed
care structures.

The joint subcommittee's second meeting featured a public hearing and a
work session. Speakers at the public hearing included Ob/Gyns, family practice
physicians, managed care plans, women receiving their obstetrical and
gynecological care through managed care plans and representative of the business
community. The joint subcommittee used its work session to focus on information
received at the public hearing, and on the access legislation enacted in other states.

In its final two meetings, the joint subcommittee focused on two legislative
models--those of Maryland and North Carolina--and a resolution to continue the
study in 1996.

A. VIEW OF THE OB/GYN COMMUNITY

Representatives of the Virginia Obstetrical and Gynecological Society told
the subcommittee that managed care plan structures have, in their view, negatively
affected the quality and availability of obstetrical and gynecological care afforded
women covered under such plans--particularly in the area of gynecological care. In
many such plans, women must be formally referred by their PCP (who are typically
internists, family practice physicians, or general practitioners) to an Ob/Gyn before
reimbursement for the latter's services will be approved. Since most plans do not
permit Ob/Gyns to be designated as PCPs, women covered under these plans must
coordinate their visits to an Ob/Gyn through a nonOb/Gyn PCP.

Ob/Gyn representatives also told the subcommittee that PCP coordination
may delay treatment when PCPs require an office visit before authorizing a
referral. This results in inconvenience to female patients and in duplicative
medical expenses. Additionally, some PCPs prefer to treat certain gynecological
conditions or to perform certain screening tests (e.g., pap smears), instead of
referring patients to an Ob/Gyn for these services. One public hearing witness
suggested that PCPs may be disinclined to refer because of PCP contract terms
penalizing them for excess referrals. One Ob/gyn also told the subcommittee that
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while some plans permit Ob/Gyn direct access for annual "wellness" examinations,
virtually all follow-up treatments must typically be approved by the patient's PCP.

Ob/Gyn representatives said that a nonOb/Gyn PCP who treats a female
patient's gynecological condition instead of referring her to an Ob/Gyn, may lack
the education, training or experience necessary to fully assess the condition and its
potential complications. An Ob/Gyn who testified at the subcommittee's public
hearing said that several of her patients had gynecological conditions that were
improperly diagnosed or treated by nonOb/Gyn PCPs. A summary of these cases is
attached as Appendix K.

Ob/Gyns also spoke to the relationship of trust that is established between
women and their Ob/Gyns. For many women in their reproductive years, Ob/Gyns
are the only physicians many of them see regularly. Consequently, the
interposition of PCP gatekeeping mechanisms, Ob/Gyns said, disrupts these
relationships and may ultimately affect women's gynecological health. A
representative of the Virginia League for Planned Parenthood supported that
viewpoint, stating that particularly in the area of pregnancy prevention and
sexually transmitted diseases, the continuity of relationships between women and
their Ob/Gyns is central to diagnosis and treatment.

A September 1995 survey ofVirginia's Ob/Gyns conducted by the Virginia
Ob/Gyn Society and the Virginia section of the American College of Obstetrics and
Gynecology showed that ninety percent of respondents' greatest concern for their
patients was direct access, while only ten percent said their greatest concern was
having primary care provider status. Ninety-nine percent of respondents said they
would support legislation allowing direct access to Ob/Gyns in managed care plans.
A report of the survey is attached as Appendix L.

Ob/Gyns, Ob/Gyn nurse practitioners, and Certified Nurse Midwives urged
Virginia's adoption of legislation patterned after the North Carolina law permitting
unrestricted access by women to in-network Ob/Gyn providers within their
managed care plans.

B. VIEWPOINT OF MANAGED CARE PLAN REPRESENTATIVES.

The Virginia Association of HMOs ("the Association") took the lead in
presenting the viewpoint of managed care plans on the access issue. Their view is
that PCP coordination of women's health care, including oversight of referrals to
specialist such as Ob/Gyns, is professionally appropriate while affording cost
moderating benefits. And, this system compares favorably to the conventional fee
for-service (FFS) plans in which patients select providers at will. According to the
Association, between 1988 and 1993, HMO premiums increased forty percent less
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than premiums for FFS plans, while providing more comprehensive benefits and
lower out-of-pocket costs.

The Association also stated that HMOs provide women better access to
preventive care than traditional FFS plans. According to a Health Care Financing
Authority (HCFA) study of Medicare HMOs cited by the Association, almost 60
percent of HMO patients diagnosed with cervical cancer were diagnosed at the
earliest stages as compared to thirty-nine percent of FFS patients. Moreover, a
Center for Disease Control and Prevention report showed that the percentage of
women age 50 and older receiving cancer screening, including mammograms, eBE
and pap tests was higher in women in HMOs compared to FFS patients. The
Association also stated that HMOs are much more likely to offer coverage for
contraceptive and infertility services than conventional insured plans.

Managed care plans are currently providing limited direct access to Ob/Gyns
in many managed care plans. The Association surveyed its HMO members in
conjunction with this study to determine the extent of Ob/Gyn access. As of
November 1995 there were twenty-five HMOs licensed by the State Corporation
Commission's Bureau of Insurance. Of twenty-three plans responding to the
survey, twenty-one indicated that self-referral to an in-network Ob/Gyn was
allowed. Sixteen of the twenty-one limited such self-referrals to an annual well
woman visit, while five plans placed no limits on the number of self-referrals. The
remaining two plans responding to the survey permitted Ob/Gyns to be designated
as PCPs. A report of the survey is attached as Appendix M.

A representative of Trigon Blue Cross Blue Shield emphasized that the core
assumption of managed care is that the quality of care is enhanced by each patient
having a physician familiar with all aspects of their care. Trigon does not permit
Ob/Gyns to be PCPs within its managed care groups. Its standard HMO and point
of service products use pediatricians, internists, family practitioners and general
practitioners as primary care physicians. Trigon's standard policies cover, without
referral, one visit per year to an Ob/Gyn for screening and preventive services.
Necessary follow-up may be authorized by telephone without the necessity of an
office visit with the PCP.

Overall, representatives of the Virginia Association of HMOs, Trigon Blue
Cross Blue Shield of Virginia, Kaiser Permanente, and Humana, maintained that
Virginia's current market-driven approach to the Ob/Gyn Access issue is
appropriate and desirable. And, they emphasized that PCPs are capable of
coordinating women's care and making Ob/Gyn referrals as and when appropriate.
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c. VIEWPOINT OF FAMILY PRACTITIONERS.

The Virginia Academy of Family Physicians presented the viewpoint of
generalists most often called upon to serve PCPs in managed care plans. Academy
representatives told the subcommittee that family practitioners are currently the
most broadly trained physicians in the United States. In addition to their
undergraduate and medical school education, family practice specialists must
complete a three-year residency program and sit for a certification examination
administered by-the American Board of Family Practice.

The residency program provides training in a broad spectrum of obstetrical
and gynecological conditions. Family practice residents are trained in providing
prenatal care (including performing ultrasound studies to ensure fetal well-being)
and performing routine vaginal deliveries. Additionally, residents learn to evaluate
pap smears, perform endometrial biopsies to detect abnormalities of the uterus, and
to perform fine-needle aspiration biopsies of breast lumps to diagnose breast cancer,
and to perform numerous other procedures.

Family practice specialists also testified that their education and training
prepares them to treat women for problems such as diabetes, hypertension, heart
disease and a host of other medical problems. Family practitioners typically
manage, without referral or consultation with a sub-specialist, over ninety percent
of the medical problems they confront. In contrast, family practice representatives
said, whenever a woman uses her Ob/Gyn for primary care, she will be referred to a
specialist for whichever system is causing a medical problem. Thus, from a
continuity of service and a cost point ofview, the family practice physician is the
specialty of choice for a primary care provider, they stated. An overview of family
practice education and training is attached as Appendix N.

D. VIEWPOINT OF THE BUSINESS COMMUNITY

Representatives of Virginia's business community, led by the Virginia
Chamber of Commerce on behalf of Virginians for Health Care Solutions (a
coalition of associations, businesses and health care companies), expressed their
firm opposition to any statutory authorization for unlimited direct access or any
requirement that managed care plans be required to designate Ob/Gyns as PCPs.
The Chamber and the Commonwealth Coalition on Health emphasized that
employers have chosen managed care because it delivers value in price and quality.

III. SUBCOMMITTEE FINDINGS AND RECOMMENDATIONS

,
The subcommittee concluded that managed care is modifying patients' use of

specialists and sub-specialists such as Ob/Gyns who, in many cases, can be accessed
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only after consultation with generalist PCPs. Access is a critical issue to Ob/Gyns
as evident from the Virginia Ob/Gyn Society/ACOG survey which identified this as
the most important issue to them in terms of patient care. The issue, however, is
equally important to providers of managed care plans seeking to strike a balance
between quality health care and creating an affordable, competitive product.

As a legislative study committee, the subcommittee was unable to determine
in absolute terms whether the quality of women's obstetrical and gynecological care
in Virginia has been significantly affected by managed care's PCP gatekeeping
mechanisms. Nor was it possible to determine what effect pro-access legislation
recently enacted in North Carolina, Connecticut and other states has had on the
quality and cost of such care in those states. However, the testimony and
documentation submitted to the subcommittee underscores the Ob/Gyn access
issue's importance to the future of reimbursed health care delivery within the
Commonwealth.

During joint subcommittee work sessions at both meetings, Ob/Gyn access
legislation from other states, including Connecticut, New York, North Carolina and
Maryland was discussed. At the December 12 meeting, joint subcommittee
members concluded that legislative study of Ob/Gyn access in managed care plans
should continue in 1996. Members present at the December 12 meeting further
agreed that in conjunction with reviewing the draft of its final report, joint
subcommittee members would examine three legislative drafts separately
incorporating: (i) the North Carolina legislative model permitting unrestricted
access (Appendix 0), (ii) the Maryland model permitting one self referred Ob/Gyn
visit, or Ob/Gyn PCP designation (Appendix P), and (iii) a proposal permitting
unrestricted access under the Maryland model if an individual's PCP is not a
Family Practitioner (Appendix Q).

The joint subcommittee held its final meeting on January 11. It received the
written comments on the final report draft from subcommittee member, Senator
Clarence A. Holland (Appendix R). It approved a proposed study resolution
continuing the study of the HJR 560 issues in 1996 (Appendix S) and approved the
joint subcommittee's final report.

Respectfully submitted,

The Honorable Gladys B. Keating, Chairman
The Honorable George H. Heilig, Jr.
The Honorable Kenneth R. Plum
The Honorable Joyce K. Crouch
The Honorable Lacey E. Putney
The Honorable Clarence A. Holland
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The Honorable Yvonne B. Miller
The Honorable H. Russell Potts, Jr.
The Honorable W. Henry Maxwell
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2368 ACTS OF ASSEl\1BLY

HOUSE JOINT RESOLUTION NO. 560

APPENDIX A

[VA.

Establishing a joint subcommittee to study women's access to obstetrical and gynecological
services. particularly ill managed care plans.

Agreed to by the House of Delegates. February 4. 1995
Agreed to by the Senate. February 21. 1995

WHEREAS, existing law provides for regulation of third party payors by the Bureau of
Insurance within the State Corporation Commission; and

WHEREAS. in the last several years. many third party health care plans have evolved toward
managed care; and

WHEREAS. managed care is considered by most experts as one of the most important
mechanisms for containing health care costs; however. every system has its flaws; and

WHEREAS. the specialty of obstetrics and gynecology is devoted to primary-preventive health
care for women throughout their lifetimes; and

WHEREAS. some managed care plans list obstetrics and gynecology as primary care and
others do not: and

WHEREAS. significant numbers of women view their obstetrician-gynecologist as their primary
or only physician and. often. the only doctor they see regularly during their reproductive years; and

WHEREAS. the majority of women have visited their obstetrician-gynecologist during the past
two years. with general medical examinations being the next most frequent and accounting for
seven million visits each year; and

WHEREAS. women are opposed to restrictions on access to obstetrician- gynecologists and
would prefer to access their obstetrician-gynecologists without the double expense of going through
a "gatekeeper"; and

WHEREAS. 75 percent of those women who must be referred by another physician or
"gatekeeper" before they may see their obstetrician-gynecologist would like to see this requirement
eliminated: and

WHEREAS, the purpose of a "gatekeeper" is to avoid unnecessary self-referrals to specialists.
and although some obstetrician-gynecologists are very specialized, the majority are primary care
physicians: and

WHEREAS. over two-thirds of obstetrician-gynecology visits are made by established patients
of the physician. returning for care of their condition: and

WHEREAS. in several states. laws have been approved which mandate that obstetricians and
gynecologists be eligible primary care physicians if they meet the other plan criteria; and

WHEREAS. for women. it would be desirable to avoid bureaucratic delays in receiving care as
well as double payments in order to access obstetrical and gynecology services; now. therefore. be
it '

RESOLVED by the House of Delegates, the Senate concurring. That a joint subcommittee be
established to study women's access to obstetrical and gynecological services. particularly in
managed care plans and to make recommendations on how duplicative costs and administrative
snarls may be avoided. The joint subcommittee shall consist of nine members to be appointed as
follows: five members of the House of Delegates appointed by the Speaker of the House: and four
members of the Senate appointed by the Senate Committee on Privileges and Elections. In
developing recommendations. the joint subcommittee is requested to confer with women. doctors.
the Bureau of Insurance and various commercial insurers. and other insurers. preferred provider
organizations, and health maintenance organizations.

The direct costs of this study shall not exceed $5,400.
The Division of Legislative Services shall provide staff support for the study. All agencies of

the Commonwealth shall provide assistance to the joint subcommittee. upon request.
The joint subcommittee shall complete its work in time to submit its findings and

recommendations to the Governor and the 1996 Session of the General Assembly as provided in
the procedures of the Division of Legislative Automated Systems for the processing of legislative
documents.

Implementation of this resolution is subject to subsequent approval and certification by the Joint
Rules Committee. The Committee may withhold expenditures or delay the period for the conduct
of the study.
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1995 SESSION C. 63

GENERAL ASSEMBLY OF NORTH CAROLiNA
1995 SESSION

RATIFIED BlLL

APPENDIX B

35 .

CHAPTER 63
HOUSE BILL 7i3

AN ACT TO PROVIDE FOR DIRECT ACCESS BY WOMEN TO
oBSTETRlClAJ.'l-GYN"ECOLOGISTS.

The General Assembly of North Carolina enacts:

Section 1. Article 51 of Chapter 58 of the General Statutes is amended
by adding a new section to read:
"& 58-51-38. Direi:t access to obstetrician-gynecologists.

(a) t=:1ch he:1lth beneiit Dian shall anow each female "DIan participant or
beneficiarv age 13 or older direct access within the health benefit Dian. without '"Jrior
~er·e!',al. ~o ~he health care services of an obstetrician-gynecologIst garticipatinu in the
heaith benefit Dian. within the benefits proVIded under that health benefit 21an
iJertaming to obsretrician-qvnecologist services.

For 'Jurnoses of this section:
ill ;Health benefit pian' means an HMO subscriber contract or any

ureferred provlder. exclusive nrovider. or other managed care
arrangement 'Jffered under a health benent plan. JS defined in G.S.
58-50-11 O( 11).

Gl 'HeaHh care services' means the fuiI scone of medicallv !1ecessarv
services QroV1ded bv the particmarin~ obstetncian~qvnecoiogist In
the care of or related to the female reproductive svstem and
breasts. lnci in performing annual screemng counseling. and
immunization for disQraers ana diseases in Jccuruam:t: WHO tnt:
most current Vubiished recommendations of the American Coilege
of Obstetricians and Gvnecologists. and includes services provlded
bv nurse practitioners. phvsic1an's assistants. and cenified nurse
midwives in collaboration with [he obsrerrician-gvneco!ogist in the
care or the participant or beneficiarv.

ill. "Benefits' are those medical services or other items to which an
individual is entitled under the :erms of her contract Wlth a health
benefit "DIan. JS approved bv the Department of Insurance.

(b) Each health benefit pian shaH intonn female varticipanrs and beneficiaries in
writIng of the provisions of this "ecric". The information shaH be provided in benefit
handbooks and materials and enrollment materials. /I
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36 1995 SESSION C. 63

Sec. 2. This act becomes effective January 1, 1996, and applies to health
benefit plans issued, renewed, or amended on or after that date. For purposes of this
act, renewal is presumed to occur on each anniversary of the date when coverage was
first effective on the person or persons covered by the plan<,

In the General Assembly read three times and ratified this the 2nd day of
May, 1995.

DENNIS A. WiCKER
Dennis A. Wicker
President of the Senate

HAROLD J. 9RUBAKER.

HaroJd J. Brubaker
Speaker of the House of Representatives
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§ 19-705.4 HEALTH-GENERAL

APPENDIX C

;1/1 r, .' "..~ / r « JI L {j/V '{ n "1_-

r:'- -

Editor's note. - Section 5. ch, 154. Acts
1992. provides. in part, that the act shall take
effect July 1. 1992.

§ 19-705.4. Limitations on covered services and visits.

(a) Limitations on covered services. - Any limitation imposed by a health
maintenance organization on the receipt of covered services provided to a
member or subscriber by a physical therapist licensed under Title 13 of the
Health Occupations "Article may only be imposed per incident or per injury
within a contract period.

(b) Limitations on number of visits. - This subsection may not be con
strued to prohibit a health maintenance organization from imposing any limi
tations on the number of visits permitted for a member or subscriber. l1994.
ch. 604.)

Editor's note. - Section 2. ch. 604. Acts
1994. provides that the act shall take effect
Oct. 1. 1994.

§ 19-706. Regulation; applicability of other laws.

«i) Applicability of Article 48A. § 5BA and Subtitles 9A and 11. - The
provisions of Article 48A. § 58A of the Code and Article -!SA. Subtitles 9A
and 11 shall apply to health maintenance organizations.

(g) Applicsbiliiy ofArticle 48A. § 230A. - The provisions of Article 48A.
§ 230A of the Code shall apply to health maintenance organizations.

(h) Applicability ofArticle 48A, §§ 354, 438A. and 490T. - The provisions
of Article 48A. §§' .354, 438A, and 490T of the Code shall apply to health
maintenance organizations.

(i) Applicsbility ofArticle 48A, § 490U. - The provisions of Article 4SA.
§ 490U of the Code shall apply to health maintenance organizations.

(j) Applicability of Article 48A, Subtitle 55. - The provisions of Article
48A. Subtitle 55 shall apply to health maintenance organizations.

(k) Clessiiiceiion of obstetrician/gynecologist as primary care; annual
visits. - A health maintenance organization shall:

{1) Classify an obstetrician/gynecologist as a primary care physician; or
(2) Pennit a woman to receive an annual visit to an in-network obstetri

cian/gynecologist for routine gynecological care without requiring the woman
to first visit a primary care provider.
(1991. chs, 121, 267, 269; 1992, ch. 593. § 1; 1993. ch. 9. § 2; cbs. 285, 392:,
1994, ch. 3, § 1; cbs. 492, 551; ch. 628, § 1.)

Effect of amendments.
Chapter 121. Acts 1991, effective July 1.

1991. added rg).
Chapter 267, Acts 1991. effective -Iuly I,

1991. inserted. "and ~ 58A" in (d).
Chapter 269. Acts 1991. effective July 1.

1991. inserted "'§ 58A and" in (d).
Neither of the 1991 amendments to (d) re-

66

ferred to the other. and etTecthas been given to
ch. 269 as the later one signed by the Gover
nor.

Chapter 9•.-\cts 1993. effective July 1, 1994.
added the subsection designated herein 3.S Ij).

Chapter 255. Acts 1993. erTective Oct. 1.
1993. added (h}.

Chapter 392. Acts 1993. erfective Oct. I,
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Art. 48A. § 490Z INSURANCE CODE

§ 490Z. Obstetrician and gynecological care.

Any insurer or nonprofit health service plan that provides hospital. medi
cal. or surgical benefits for issuance or delivery in the State to any group or
individual on an expense-incurred basis, including a health maintenance or
ganization, shall:

(1) Classify an obstetrician/gynecologist as a primary care physician; or
(2) Permit a woman to receive an annual visit co an in-network obstetri

cianigynecologist for routine gynecological care wrthout requiring the woman
to first visit a primary care provider, (1994, ch. 492.)

Editor's note. - As enacted by ch, -!92.
Acts 1994. this section was designated as
§ 490W, but since a ~ 490W was previously
added by ch. 113. Acts 1994. the provision

added by ch. 492. Acts 1994. has been desig
nated herein as ~ 490Z.

Section 2. ch. 492. Acts 1994. provides that
the act shall take effect Oct. 1. 1994.

§ 490AA. Coverage for drugs not approved by the Food
and Drug Administration.

(a) Definitions. - (1) In this section the following words have the mean
ings indicated.

(2) "Medical literature" means scientific studies published in a peer-re
viewed national professional medical journal.

(3) "Off-label use of drugs" means when drugs are prescribed for treatments
other than those stated in the labeling approved by the federal Food and Drug
Administration.

(4) "Standard reference compendia" means:
(D The United States Pharmacopeia Drug Information;
(ii) The American Medical Association Drug Evaluations; or
(iii) The American Hospital Formulary Service Drug Information.
(b) In general. - (l) Each contract or policy- of health insurance delivered

or issued for delivery within the State to an employer or an individual on a
group or individual basis that provides coverage for drugs may not exclude
coverage of a drug for a particular indication on the ground that the drug has
not been approved by the federal Food and Drug Administration for that
indication if the drug is recognized for treatment of the indication in one of the
standard. reference compendia or in the medical literature.

(2) Coverage of a drug required by this subsection also includes medically
necessary services associated with the administration of the drug.

(c) Authority to direct payment. - The Secretary of Health and Mental
Hygiene has the authority to direct a person that issues a contract or policy of
health insurance to make payments required by this section.

(d) Review panel for oil-label uses of drugs. - (1) The Secretary of Health
and Mental Hygiene shall appoint a panel of medical experts to review off
label uses of drugs not included in any of the standard reference compendia or
in the medical literature and to advise the Secretary whether a particular off
label use is medically appropriate.

(2) The panel shall consist of:

54
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Regular Sessron, !995

HOUSE BILL NO :'IX

APPENDIX D

REENGROSSED

BY REPRESENTATIVt:S FLOURNOY AND WILKERSON

INSURANCE/Hc.-\LTH-ACCID: Provides direct Jc.:::es.s (0 an obstetrtcian
or gynecolcgi« ror certain services

AN xcr

~ To enact R.S. '2:!::15.17 and ~(r2:(D) and R.S. 40:2206, relative to health

.1 care services; to permit seiecuon of an obstetrician Dr gynecologist

4 as J pnmary care pnysictan: to provide: women wah direct access to

5 an obstetrician or gynecologrst for certain services without penalty or

7 Be it enacted by the Legrslature or" Louisiana:

8 Section l. K.S. 2:2:215.17 and 1027(D) are hereby enacted (0 read

I.) ;.1:) follows:

10

II

12

,"I.)

J~

is

16

17

IH

I ~J

§215. n. Oh ...tctril'i~r1 \)r 'lvnecological c:xarninalJon; ,:ollcr:1ge

A.I 1) Ev~rv hosplL~1. neaUh) or medjcal expense insunmce

';lulie'l, hosoilal ur medical ~rvice cuntract. emplovee welt~e henc!it

r!.m, hC::llrh ilnd Jcciucnt insurance oo!;cv. or anv oth~r insuran£;c

confrnc~ of (his tvoe, indudinl:!" a grouo insurance Dian. or anv ooiic'l

of group! ~:Jmilv ('fOliO, blanket. Dr r"ranchise heJIlh and !lcc:dem

Ir.surance, il .'\elf.ln~unlllc~ p!;lI1, he;l/lh maintc:nnnceorg;;mIZ;.Hlon, ;mJ

nreferrc=d (ll"Ovidcr urguniziltiof), which 13 Je!iv~red .,r issued r"or

ddiverv in this slate shall not nrc:"'enr ::snv individual, who is Jrl

insured, enrolke. or beneticiarv of anv such onlicv or h~nefir clan

?;age 1 of 5

CODING; Words In .iIftu~,I' IhrAw@'k type arc deletions from existing law:
wurds ill!llcr:-,cllr~lf 0\1"\: :lJllilionx. A-6
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REENGROSSED

.,

6

~

i

9

10

II

l3

15

16

Ii

18

19

:0

21

.,.,

24

from ;el:~iving direct a~cess In an onslctnclan or gynecolvclst ,1f In·

ne~·:.;ork t)h:'\lctnc;l~n or g:vnecolot!isl for routine gvnecologicai C:lr<~.

For :hose enroiices In :t aian (hat has lllJlk agTc~:mc:1bwtth nrovlders

(or ~bc j'lTOVlSH.m I)f health c~rc or ;eltHcd ~t':rvic~s! !he :Jrovl~lon~ ;)1'

!his Subsection mnv limit direct ;Jl:~~CSS to Jnv In-network ohstcuici.m

\Jr :;vncl.:ulugist (or routirl.c gvnecological care.

i:!) Romine gvnecological C.:lTl' as usctJ in this S~~tHJl1 "hall

mean J minimum of !WO routine ~nnu:.Ji "iSIlS, ilrovldcd th;It the

~e::ond '''l~it shall I'lc ncrmuted based uoon i1l~dk.:l! need only, 3ud

!oi{ow-up treatlm:nt within sixrv days (Ollow-mg c:lhcr Vlsil If rC'!:Hcd

to ol condition Jiagnosed Or treated uunng the I/ISIl"i, and ilnv c~rc

related to a ,regnanc..,. :'/()lhtng m tins Sec!lon shall Qrevem ~

polic..., ,(ogram, or nlan 'rom re:aUlnng :h,lC :m obste:rici:lO-

patle~I's ?rimarv care: gnvslc::m if :lOplic::lhle.

3. Anv ,rovision In J health insurance oofier or oe:lI:fit

2rogrnm which is ddiv~red, renewed, Issued for Jciivcrv, or

other'JJ;seconlJ"3crcd for in thl!\ ..tate whlCh lS contraCt to this Section

shall. !O ~h~ extent of 5uch conflict. be void.

..

§2027. Nonce required [or certain prepaid charge rate increases,

cancellauon or nonrenewat I)f service agreements; other

:-eauiremems

D.! 1)(11) Eve", health maintenance org:mization JUrhl1ri7.ed

under th;s ?m mav include in its plan obstetricians or g:vncculogists

Page 2 of 5

COO[NG: Words in ~tFl:lek !Rl'eagh type arc deletions from existing I;lW;
word-co under~cored are addiuons.
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l7

19

:0

:!

HLS g5·SflO REENGROS.sED
H.:1 NO.3! ~

:)crtl11Hed '~Hh()Ul ncnai[v or d~:llal of the hener"it~ l")rt}vHld under the

Ih l Roulinc ~\'rt~cnl(;£ic:al care :lS used In this SCCflOtl '5hnll

me~11 J mlnlmum ~}r' two rOl!Hllc JnnuJI ·{islls. nrovitk~ !hllt ~he

\C~:l)ntJ vlSi[ shall be ,e:miued hascd 'Joon medical 1eec ,mlv I ~nd

'll a ::undillOl1 Jiugnoscd or tre~ted Junng tht: vi~i(S, .U\l..1 ilUV (:~re

relat~d to :J pregnane'). Nothing in chIs Section shaH .,revem J

Doiic\', nwgr:un. ~'Jr olnn from reuulrIng thaI ~n obsre:ric;m-

amiem') nrimarv l":J.n~ nhvsician. if i.lOoiicJble, ilf in I.:ontunc~ion with

other ovt:r.-;it:IH r)roc~dures.

wnidl is delivered, ren~wcd. issued for deliveTV, or ()thc:rWlS~

~ontrac!ed for in thIs SLate which is ..;omrnrv ro [his Set.::ion shall I ~o

the ~xtcnl of such \.:onflict. he vOId.

Secuon 2. R.S. ~O::2206 is hereby ~n;u;!cd (0 read as follows:

from ,c!e::~il1g JI1 emn~nelcd dJs(ctrician or Qvn~C~)j()glS( JS :l

Page 3 ul 5

CODlNG. Words in strt:lclt !AfOtjJR type are deleuons from exisung law:
words underscored arc :uJditions.
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H.B.NO.318

REENGROSSED

J

5

10

11

peirnitted Wllhout pena!tv or JenHll uf the henefits crovid~d under lh~

preferred provider orgnniz;nion.

(Z) Routine gyncculogic:al care ~s uscd in this Sct,;lion ..hilil

Jlc~n 3 minimum of (WO routine :lnnunJ visits, provided (11m rhe

second vi~j[ sh:lll be permitted based upon mcdic:1i need only, anQ

follow-up trc;ltment within sixty d:1Y;o; followmg ellhC'r viSit if related

to a cQodirion diagnosed or !rcalcd dunn\l the ...is~(s, and Jnv C;Ire

rei,ued ro it pregnancy. ~o(hing in thi~ S~ctio" ~h:lll nrc"'C:1t LI

QoJicv. orogrnm. or plan frolll requIring th:lt an oho;tctnclan-

gyne=ologisl trc:llmg a covered p:uicnr ~~)ordin:llc that C:1re with the

pa(lenrI S orimarv care physician. if <tpolicJbJe.

B Any nrnv 1:,jon 10 ~ preferred ornvider cuntract which l~

13 Jehvered. renewed, issued for delivery, or otherwi~e cnntr:1ctcU for

15 such cantlie:, be void.

16 Section J. Thi~ Act ~halJ apply (0 any new policy. contract. program,

Ii or plan IS~Ued on or aner January I. 1996. Any policy, contract. (If plan in

lIS effect prior to January l , 1996. )hafl convert to conform to the provision of

J() (his Act on or before the renewal date thereof but in no event later rhan

:0 January I. 1997

DIGEST

The digest printed below was prepared by House Legislative Services. It
consuunes no part of [he legislative Instrument.

Flournoy, Wilkerson HD No. J18

Proposed law would require all health Insurance policies, contract",
programs, and plans including self-insured plans, health maintenance

CODING: Words in ~ll'Uel< IhfeHgh type are deletions from existing law:
words underscored arc additions.
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HLS 95-560
H.3. NO. J 18

REENGROSSED

organizauons (HMO' ~\ and preferred prov ider organizanons (pro's I 10

permit an insured. enrollee. or beneficiary to receive direct access to an
oosiemctan or gynecologrs: for rouune gyncculogicai care.

Proposed lllw would permit tne plan to limit direct access to any in-network
obsierrician or ~ynecologlst If the plan has made agret:menLs wuh providers

of health care services.

PronO:'\t:ti law would ddine "routine gynecctogical care' 115 a minimum of
two annual visits. provided m.lt the second VISH ~hafl be permuted ba~t"d

upon medicat need only, and any treatment required as 1'1 resu It of such
VISItS. or any care related to a pregnancy.

P~nn()sed l:.lw would permit lh«: inclusion or" obstetricians or gynecologists
a~ pnrnary care pnysic.ans under a benefit pian.

Prnno!\ed lilW would apply \0 any new policy. contract, program, or plan
isxued on (If alter January I, I Y96. Policies. contracts, programs. or plans

In effect prior 10 January l. IY~6. would he required (0 convert to conform
wuh the proposed !;JW no later than January f. 1<.)97.

U\JJs R..S. '22:2!5.17 Jml '2027(D) and R_S. 40::2(6)

SllfnJllar.,r 0,)" Am~ndments Adooted hv Hous~

Ccmrniuce Arucudments Proposed by House Committee Oil

Il1sur::lJ1C~ (0 the original hill,

J.

3.

4.

Deletes thl: prOhibition from limiting access to in-network
physicians to permu the policy or benefit pian to lim" access

to an in-network cbsietrictau or gynecologist.

Adds a rcuurrcrnent (hal the second annual visit be based upon
medical need only.

Deletes the requirement rhut <111 insured. enrollee. or
beneficiary he permuted to select an onsternc.an or
gynecologlsl as a pnm!lry care physician under a benefit plan,

Adds a provision 10 permit the inclusion of obstetricians or
gynecologIsts as primary care physiciansunder ;L benetu plan.

Page 5 of 5
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Substitute HO~3e Bill No. 5046

PUBLIC ACT NO. 95-199

AN ACT CONCERN!~G D!RECT ACCESS TO CERTAIN
P~YSICIANS IN EEALTH ~ArNTENANC~ ORGANIZATIONS.

Be it enacted by the Senate and Reuse of
Representatives i~ Gene:al Assembly convened:

Section 1. (NEW) (a) As used in ~~is section.
nca(rie[~ means each insurer, health care center,
hcs~ital and med:cal servi~e corporation, or other
entity delivering, issu~ng fcc delivery, rene~ing

or amending any individual health insurance pel icy
in :his state on or aftec Cctooer 1, 1995,
providing coveragQ of the type specified in
subd i v Ls Loria (1), (2), (4), (6). {lO) and (11) of
sQc~ion 38a-469 of the general statutes.

(b; Each carrier shall permit a :amale
enrollee direct access ~o a ?art~cipatinq

in-ne~~ork obstetric:an-gynecologist fer any
gynecol~q1cal examination or care related to
~tegnancy and shall allow di:ac: access to a
~articipating in-~etwor~ obatet:ician-gynecclogist
!or ~[imary and preventive obstetric and
gyr.eco~og~c :ervi~~s t~qui:ed as a :esult of any
gy~ccc~cg~~~~ ~~~m:~~:lcn O~ as g ;os~l: =: a
gynecological condition. ~he plan may :aqui:e the
par~icipating in-~e~~ork obstetrician-gynecologist
.~o discuss s~ch secvices and any :rea~ment ~lan

~ith t~e fema:e en:cllee's primary care pro7ider.
Nothing in this sec~icn shall preclude access .~o

an In-net~o!k nurse-midwife as licensed ou:suant
:0 sections 20-868 and 20-86g ~t the ~general
statutes and in-net~ork advanced practice nurses,
as licensed pursuant eo sections 20-93 and 20-94a
of the general statutes ror obstetrical and
qy~ec~l~gical services ~ithin their sccpe of
oract:ice.
. (c) Each car:ier may allow a famale en:ollee
t~ de~iqnat9 eit~er a pa'tici~ating, in-network
cbstat:ician-gynecologisc or any other in-necMork
~hysician desi;nated by the ~ar~ier as a primary
ca~e provider, or beth. and may ot~e~ t~e same
chcice :0 all Eema1e en:ollees.

Sec. 2. (:1EWj (a) As used i a this sect ion,
~ca[ri~r" means each insurer, heal:~ cate center,
hcspi:al and ~edical service corporac1on. or other
anr i t y deli'JGr:nq, issuing cor deli'Jery, r enev i nq
or amending any group ~ealth insurance ?olic1 in
this state on or after oc t cbe r 1,,1;95, p r cv i d i nq

APPENDIX E
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Substi:ute House Bill No. 5046

cove:age of ~he type soecified in subdivis:cns
(1). (2), (4), (6) and (Il} of section 3Sa-469 of
the general statutes.

(b) Each carrier shall permit a female
enrollee direc: access to a ?articipat:ng
in-~et~crk obstetr:cian-gynecoloqist for any
gynecological exam:nation or care related to
pregna~cy and shall allow direct access to a
partici?ating i~-net*crk obstetr:cian-gynecoloqis~
tor ptima~y and ?revent:ve obstet~ic a~d

gynecologi~ services :equi:~d as a :esult of ar.y
gynecological examination or as a resul: of a
gynecolo~ical concit:on. The plan may r~qui~e the
pa;ticipati~g i~-~et~crk obst~t=ician-gynacolcgist

:0 discuss such services and any treat~ent ?:an
~it~ the female enrollee's orimarv care otovide~.

Nothing i~ :his section shall p:aclude acc9sB to
an :~-net~crk nurse-mid~ite as licensed ~ursuant

to sections 20-36c and 20-8og cf :he genera:
Sta:~tes and in-4ec~ork advanced cract:ce nurses,
as l:cansed pursuant to sections 20-93 and ZO-9~a
of ~he general statutes Eoc obs~et:ical and
~y~ecologic3: services ~ith:~ ~~e:= scope of
practice.

(c) Each carrier may allow a female enrollee
to designate either a par~ici~ating, i~-net_ork

~bs~etrician-gynecolcgist or any ot~er in-net~crk

physicia~ designat~d by :~e carrier as a 9tiMa!7
care pr ov i ce r , cr bct a , and :nay cffar the same
choice to all female en!olless.

Sec. 3. (NEW) Nc co~t:act oetyeen a managed
care compa~y, other or;anization 0: insu:ec
authorized to do ousi~ess in this state and a
meci~al ~rovider pract:ci~g in :n:s ~tate :or t~e

ptovisior. of services may requi:Q that the mecical
?r~vider indemn::y the managed care c~mpany, otn~!

crganiza~ion or i~su[er fcc a~y ex~enses a~d

liabil:ties including. without limitatioc.
jucgments, settlements, attorneys' :ees, ccur~

cos~s a~c any ~sscciated charges incurred in
ccn~Qction ~it~ a~y clai~ or ac:ion brought
against a ma~agQd care company, ot~e, organi~ation

c= insurar on t~e basis ~f its deter~ination cf
madical necessity or a~propriateness of health
care services if the i~for~ation provided by said
mecical ~~ovicer used in maki~g ~he detarmi~aticn

~as accura:e and appropriate at the time i~ ~as

gi~ec. As used in :his secticn and section 4 of
this act, "med i ca l pr ov i dar " means any person
licensed 9ursuant :0 chapters 370 to 373,

-2-
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Substit~te Reuse 3111 No. 5046

i nc I us i v s , 375, J79, 380 o r 383 of the gane~al
st.3.t.'..ltes.

Sec. 4. (~c~) Not*::hstandi~g tne ~rcvisions

of section 3 0= this ac:, every medical ?rcvider
pa=::ci~ating in a contract pursua~t to section 3
~f ~~ig act, shall be :esoonsible =or ~is

?rcf~ssio~al actions and ~elated liability.
C.:mji~ci as correct 0".

Legisitutve Commisstoner.

Clerk vf the Senate.

~ - .- - - ~..- -- . ~ - . . . ...- ..... _. - . '. .

, 1995.

Governor. Slate 0/Conn~CiC:l!.

-3-
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PT.!BLIC HEALTH LAW

APPENDIX F

§ 44(

7. Notwithstanding any inconsistent provisions of law, an agreement to
arbitrate which complies with the provisions oi this section shall be presumed
vaiid,
(Added L.1986, c, 266, § 17.)

Historical and Statutory Notes

Effective Date. Section effective July Separability of Provisions. See see-
1. 1986, applicable to arbitration agree- tion 43 of L.1986. c. 266, set out as a note
rnents entered into on or after such date, under CPLR 7550.
pursuant to L.1986. c, 266. § 44. as
smended by L.1986. Co 267, § 1, set out as
:.!. note under CPLR 7550.

~ .J..406-b. Primary and preventive obstetric and gynecologic. care
[Eft". Jan. 1, 1995.]

:. The health maintenance organization shall not limit a female enrollee's
direct access to primary and preventive obstetric and gynecologic services
:::-~m a qualified provider or" such services of her choice from within the plan to
;255 than cwo examinations annually for such. services or to any care related to
a pregnancy, In addition. the health maintenance organization shall not limit
.::rect access to primary and preventive obstetric and gynecologic services
recuired as a result of such annual examinations or as a result of an acute
g:.-necologic condition, provided that such qualified provider discusses such.
services and treatment plan with the enrollee's primary care practitioner in
.•ecordance with the requirements of the health maintenance organization.

2. It shall be the duty of the administrative officer or other person in
cnarge of each health maintenance organization to advise each iemale enrollee,
in writing. of the provisions of this section,
(.;nded L.1994, Co 645. § 1.)

Historical and Statutory Notes
Effective Date. Section effective Jan.

1, 1995. pursuant to L.l994. c, 645. § 2.

§ 4407. Health maintenance organizations; employer require
ments

[See main volume far 1 and 2]

3. (a) If there is more than one health maintenance organ.i.z.ation engaged
in the provision of health services in the area in which the employees of the
employer reside, and if:

(i) one or more of such organizations provides more than one-half of its
comprehensive health services through physicians or other health profession
als who are members of the staff of the organization or of a medical group (or
groups) which contracts with tne organization. and

(ii) one or more of such organizations provides its comprehensive health
services through contracts with an individual practice association (or associa
tions l, individual physicians and other health professionals under contract
directly with the organization. or a combination oi an individual practice
association (or associations), medical group (or groups), physicians who are
members of the staff of the organization. and individual physicians and other
health professionals under contract directly with the organization. then the
employer shall, in accordance with regulations of the commissioner, be re
quired to offer the option of enrollment in at least one organization described

109
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APPENDIX G

\NA
S-1489.2

SENATE BILL 5854

54th Legislature 1995 Regular Session

By Senators Haugen, Spanel , Wood, Prentice, Winsley, Rasmussen, Hale,
Kohl, McCaslin, Fairley, Long, Loveland, Franklin, Roach, Moye~,

Quigley, Mc~uliffe, Drew and wojahn

Read fi=st t~me 02/09/95. Refer=ed to committee on Health & Long-Term
Care.

1 AN AC~ ~elati~g to women's health care; acding a new section to

2 chapcer 48.01 ~Cw; and c~eating a ~ew sect~cn.

3 BE!T ENAC~ED 3Y ~E LEGISLATURE OF ~AE STATE OF WASHL~GTON:

4 NE7tl SECT:;:ON. Sec. 1. The legislature finds that:

s 0. } The specialty. of obstetrics/gynecology is devoted t c

5 9reve~tive health care of women throughout their lifetL~e;

7 (2 ) Significant ~umbers of women v~ew t.heir obstet=ician/

3 gynecologist as their primary or only physician. For many ~cmen an

9 obstetrician/gynecolcgist is often t~e only physic~an they see

:0 regula=ly du=i~g their reproductive years. ~cco=ding to a 1393 Gallup

pcl~, ~cmen are mare likely ~o have had a ?hysicianexamination withi~

1.2 t ae last :-""0 yea.=s :rom an obst.et:=ician/gynecologist. ·t~an ::=cm any

13 othe~ t:Tge of physician, and a majority of these women consider thei:=

14 obst.et=ician/gy~ecologistto be t~ei= prima~£ care physician;

13 (3) A ge~e~al medical examination was t~e second most frequently

16 cited pu=?ase for patient visits to obstet=icians/gynecologist.s in 1989

l7 aild 1990, accounti~g fer seven million v~sics ~ac~ yea~, accordi~g ::0

18 da:a gat~ered by t.~e National Center for ~eal~~ Statistics;

p. ~ SB 5854
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2

3

4

s

7

8

9

10

12

(4) Worne~ are opposed to restrictions in accessi~g obstetricians/

gynec~logiscs. .~cng women who have health c~verage, a Gallup poll

=eported t~at seve~ty-eight percent can c~~~e~tlv access their

obstet=ic:'an/g-'.f!lecolcgist w i.t.aout; going through a gatekeeper. Seventy

five gerce~t of these women would object to requi=~~ents that they be

referred by a~ocher physician or gatekeeper before they may see their

obstetrici.an/gynecologist. Si:nilarly seventy- four percent of those who

now have restricted access to obstet=ic:'ans/gynecolcgists would approve

of a system that ~culd elimi~ate the need for a =efe==al;

(S) Obst.et:::-icians/gynecologists refer tl1eir patients less

f::equ.enc2.y t nan ocaer primary care physicians I avoiding costly and

t~me-co~s~~i~g =eferrals ~o specia:ists; and

:nade by established

~3 (6) ~cre

:::.f!lec~logists

of ail visits

patients of

obstetricians/

the phys i cian

15 =etu~i~g :or ca:::-e of :ne:'= condition accardi~g to caca gathered by the

:5 Nac i cna.l Cer..ter far 3:ea.2.~h Stacistics. Only four and seven- tenths

17 percer..t of Datie~: visi:s r~sulted from =eferrals from another
:3

19

. ..:;Jnys:.c::.an.

~~ SECT:CN. Sec. 2. A new section is added to chapter 48.0~ RC~

20 to =ead as :ollows:

:!eal t h care se!:""ri.ces provided undez a plan as defined .in Ret[

22 43 .72.010 or by a prcvi.der :let·N'or~~ must; Lnc.lude i.de!lr:.ificat.ion of

23 cbstet=i:::iar:s and gynecolcgists who may be chcsen as primary care

24 providers by enrollees. "Prilnary care provider" as used i:l ellis

25 section ~eans that ~eal:h care provider a person fi.rst consults and may

26 i~clude a ~erson who =efers a patient to anot.her provider.

27 Obstetricians and gynecologists under this section ~st be gracuated

28 from a scheel approved and ac:::=edi ted by t.he ~ec.ical care 91a1':' ty

29 assurance commission under chapter la.71 ReN.

--- :E:N'D ---
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"ou!';~ SUMMI\RY
~n act r@latlng to women'g heAlth care:
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181 (1 J

261409.91'2, florida St3tlltes, 1" amended" to read:

191 WnF:nF.:I\S, women have the rIght to choos'! an

~
'"d
'"d
tr:l
Z
t:f
H:x:
:::x::

(b) The Hedlr~~B program m~y not b@ @xpAnrl@d unlp'~g

providing an etf~cl:ive datp..

amending "II. 409.91:11, 4-10.'H, lind 641.19,

F.~., providing for d~"lgn~tlon of 3n

ob"t~trlclAn/gyn~coloql~t A~ R ~rlmary c~r~

phy~lcl."nl reenacting ~. fj"I.495(J), F.S.,

relating to health maintenance orqani!atlon

cl'rtlfic".t:@ requirements, to l nco r po r a t e ti,e

8m~ndm~nt to B. 6"1.19, r.S., In a reference,

5

6

7

9
"

t1

2e.i1 Sp.ctlon 1. raulqraph lb) of subsec t t on (1) of section

"\01 thp. I'Ig .. nr.y c~rtlfle~, for "~ch counl:y wh~rp. tlerHt"I'I!HI 1/* 1:0 bf'!

10

)1 I started, thRt the n@cess~ry regourceg, Includlnq staff, Are

"9

271 409.9122 H... n~atory Hedlcaid managed care p.nrollm~nt.--

l' W"~REASr women of all aq~g have a unique rel~tlonghlp

1] with their obBtetriclAn/gynecolog19t haAed on a Ilfetlm~ of

14 receiving their prlmary-preve"tlvl' h~alth care from this

23 1 nP. It F.:nactp.d by the Leql91ature of the State of FlorId ... ,

24

'-°1 obgtp.trlclan/?ynecologlst a9 their primary care phVAicl8n,

1.1 NOW, TIIEnF.f'onF.:,

15 phyAlclan, and

'II; WnEnF.:I\S, H,,~ obRtel:c Iclenlqynecologht m...y be the only

t7 phY!llclan seen by milny worn,!" for a Rlqnlflcant portlon of

'A their lifetIme, and

For rUfp09~S oE ~tAtut~~ rel~tln9 to wOrkefg'
compe ns e c i on 'Mnilqed car'? .1rranql:!rne"t~, Inr:lude~
obstp.trlcl~n/gynl:!~o10g18t~within the d~tlnLttan oE
"primary c a r a p r ov Lde r ;." Provides th~t r~matl! tl~rllCl'lrl

r e c l p l e n t s u nd e r the Herilril!l!l p r oq r am , And feml\le
subs c r l be r s to" hp.alth m"LntenAnce org'lnll"t.lnn t.h~t
orf'~r9 s e r v i c es through <l rnCll1<11eo carp. ~yqt"m, may choo"u'!
an obstl:!trlclan/gynecologl~t <1.9 tlHdr p r Lmar y C'H~
phy s Lc La n .
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51 perforrni\l\ce itlld patlent Sitl:lRfi'lctton, and ilflSeS!'I the quality

61 0 f ci'l r P. p r ov t df>ll. • ~c:1\_.f~~~1~ __~~c_!E.~e'.!~ __l)a~ _~!~~ ..!J.9~U:_~.£

~\£9~_e__~f1._~b~ ~e_tJ:JEJ_a!'/9.y.!.!..e~£lt~9 ~~~__~~_ h~ !_p.rll1\.a!.L~'!!_'!

B I ph }._~.! .eta n -,

!8

(3) TIH! o r qan l aa t i on 9h~1l ensure that the health care

Section 5. This act s h a l J take effect JIJly " 1995,

6'" .0t9'i JH!q\llrement!l for ISAlH'lIICe And mllolnl:en",nc@ of

Section 4. For the purpoge of Incorporating the

J 1

29

10

\41 rp.en1'lcted to rp.1'ldl

7.71 that dAte.

2'11 slIbscrlber need".

261 and ~hitll "'pply to all contrl\ct!! IS'lIlp.r:J 0(' f"f'Onewf'On on or af.ter

, 1

25

!'Iystem In whlch a prlm~ry physlcl~n licensed under chapt~r 4S8

or ch~pter 459 and chapters 460 3nd 4~1 Is designated for each

JI !'lUb9crlber upon request of tl sub s c r Lhe r requeRt!ng s e r v I ce by

'" phy s l c l an Llce ns e d under any of t ho s e chap t e r s , "lid III

5 res['on!'llble for e oo r d l na t l nq th'! health care of thl! subscriber

6 of t.he respecl:ively re'1uegl::ed s e r v l cn and for referring the

7 RllhRcrlber to other p r ov l de r s of the same disclpline when

R n~cf""gary. ~.~!!_~!!.~~J.l!__s.~.b~p.!J.~!!..!.-~I!!1.._halle ~-.b!!_.r: l.gll~ __t~

9 ~Il()(~~.e.. !!.'!_9~S_~~.~_r.tc ~.~r)/9y!!_!~~_1.()q.t~.1:. .~.~L!~~ ~._p!.!!!a_U' .._c_a r~

10 p'~y!!cla,!..!..

231 gem~rally Accepted. InduQ1:ry norm!'! for meetllH) the projected

20 accesslhle to the eub!Jc[lb~r~, with reasonahle promptn~g9,

21 with re!lpl'!ct: to gf>ogr(llphir. l oca t l on , hou r s of operation,

22 provlglon of ~~ter-hourg gervlcp, and staffing p"'ttern~ wlthln

lAI s e r v l c e a it provides to sub s c r Lb e r s , Lnc Lud l nq phy s l e l an

16/ certlfLcate.--

191 servlce9 as required by 9. 641.19(1)(d) and Ie), are

17

15

17.'1 1'1 me 1\ dmp.11I: to section 6"'.19(7)(e) In a reference thereto,

lJ SlIblH!cl:lon IJ) of 9ll'ctlon 64' .495, F"lorld"'- Statutes, In

(7) "He",lth malntenilnce o r q a n Lz e t Lon " means Any

available to adequately inform recipient~ of their choice of

f)~1.19, FloridA Stilot\ltf'S, 1.<; i\lTIl'ndeo to reMI!

a5tf'opatll_.~<]~~C?b_s~~_t.r.j~.a~/gY.l~~,?1,?g!..'!t:Ilcel1"led IInrip.r chi\pter

"59: i\ Chiropractor l\ .... ('n!H~ri Illlrlr>f chi'lpter .,(,0: a pod l a t r Ls r;

lIr.ennecl IInrlp.r chi\pt:er "1)1: an optometrist llcell!'lf!d unrl"r

chap t e r -16J: or i'l rlent:ist licensed Ilf\der chilpter .,fifi.

5"ct!f)I\ J. r"ragr"ph (e) of !lUh9!'CUOIl (7) of ~£'r.tio"

6"1.19 Defillitions.--t\s Il.'led In this pa r t , the term!

to i'lrlPfl'li'lt.dy recruit p r ov l d e r s , en!lllre acce'l!1, monitor

( k ) " r r i IIIa rye a r P. p r o v Ide r" 11'1 e i\ n n , t"! )< C '" P t l '\ I; h e C " !H!

milnagp.,1. carp. s v s t am, t.II(>11 the rn;\I\'lq"rl c a r e ~y'H.en\ rn\l~t hI> i1

(It 1I'l 11!':""l 111 thl.9 !H~ctI0/1, t.he term:

arrallqe",,,nt.--

(e ) If ~LL~rJng "1'1-111-\9-,.,ff~r., !'lervlr.e!'l rh r ouqh a

4tlO.1H l'Iorkers' compe ns a t l on "'",naqp.d 1:"11"

organ1'1.a.tlol1 A\lthorl?:I"r] unrler t h l s pa r t .vh l ch :

filmily p r a c c I tl one r , general. pr~ctltloner. e r Internist

~f>r:tln/1 2. r<1ri'lqri'lph (k I of '1\1h'lf'cHor\ (1) of s e ct.Lon

thtlt the I\e~es!'li'lry r e s ou r ce s , i n c l ud Ln q 51:i'lff, ;H~ aV3lll\hle

read:

primary carp. provlderR tlnd to I"nrol1 them with a provlcier and

"'10.1.1<1, florldi'l Stiltlllf>'!, 199" Sllpplr>rnent, Is amellded to

of emergency treatment, thl! l n l t l a I treating ph v s f c l an a nd ,

phy s I c l iln!_.C?..r__ !'EsL~(!.~Ji'!!'/gy~ec_~}()91g~ II ce,,~er1 1l""H r:hi'lptf'r

<158: i1 faintly p r a c t Lc i o n e r , q e ne r a l practitioner, e e Intp.rni.st

wl1e/1 a pp r op r l a t s , c on tl nu i n q trei'ltl.ng physician, ",ho mllY be a
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AB 2493 Hea~th coverage: primary ca~e ?roviders:
3IL~ NUMBER: riB 2493

BILL TEXT

APPENDIX I
obstetr

C~~PTERED 09/23/94

CiAPTER
==1£0 WIT~ SECRE7ARY OF STATE

A2?~CVSD BY GOVERNOR
PASSED THE ASSEMBLY

?ASSED THE SENATE
AMENDED IN SENATE
.;MENDED IN SENATE

.~E~DED IN ASSEMBLY

759
SEPTEMBER 23, 1994
SEPTEMBER 22, 1994
AUGUST 31, 1994
.i;UGUST 29, 1994
AUGUST 26, 1994
.~UGUST 9, 1994
MARCH 24/ 1994

INTRCDUCED 3Y ~ssembly Member Speier
(?=i~ci9al coauthor: Assembly Member Ric~~er)

(C2dutiors: Assembly ~embers Alpert, 30r~s~ein, gowen,
3ronshvag, Valerie 3rown, Cannella, Cortese, Eastin, Epple,
Escut~a, ~ar~et~e, Klehs, Lee, Martinez, Moore, O'Connell, and
Selis)

(C~au~~crs: Senators 3ergeson, Huqhes, McCorquodale, ?etris,
Torres, and Watson)

JANUARY i i , 1994

~ ac~ ~~ add Sec~ion 1367.69 to the Healt~ and Safety Code,
and ~o add Sec~ions 10123.83 and 1~512.295 to the Insurance
Code, =elac~~g :0 heal~~ coverage.

L2GISLATIVE COUNSEL'S DIGEST

.;B 2493, Sgeie~. ~ealt~ cove~age: primary care 9rovide~s:

obstecrician-gynecQlog~s~s.

~x~s~~ng law ?rovides for licensure and regulation of health
care service plans ~y the Commissione~ of Corporations. Onder
ex~s~~~g law, willful violation of these provisions is a
~isdemeanor. 2xisting law also provides for the regulation of
?olic~es for disabili~y insurance and nonprofit hospital service
?lans ~y t~e :nsurance Commissioner.

Ex~s~ing law =equires thac heal~h care service plan
con~=ac~s, nonprofit hospital service plan concracts, and
~~sabi:ity ~nsurance policies provide coverage for certain
services and :reatments.

7his ~ill would stace t~e findings and declarations of the
~2~is~at~re Ni~h =egard to the necessity :or
0bste~=i=ian-gynecologis~sto be deemed pr~~a~y care 9roviders
=or ~he ?urposes or health cove~aqe. On or after January ~,

1995, ~~is jill would require thac health care service plan
con~rac~s, nonprofic hospi~al service plan contracts, and
disabi~i~y insurance policies, that cover hospital, medical, or
surgical expenses, issued, amended, delivered, or =enewed i~

;:~is 5~at.e , i:lcluae obstec=ician-gynecologists as primary care
physic~~ns or provide=s, as defined, provided ~~ey meet certain
eligi~i~i;:y c=ite~ia.

3y =evisi:lg ~he provisions per~aining to ~ealth care ser7ice
~lans, ~his bill would creat.e a new crime, ;:~ereby imposing a
s~ate-~andated local program.

T~e Cali£or:lia Const.itution requi~es the state to reimburse
local agencies and school dist=icts for cer~ain costs mandated
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by :~e s~ate. Statu~ory provisions establish procecures for
maki~g :ha~ reimbursement.

~hi3 bil~ would provide that no reimbursement is required by
this ac~ :or a specified reason.

SEC~ION l. The Legislature finds and declares all of the
:ollcwing:

(a) 7he specialty of obs~etrics and gynecology is devoted tQ

?rimary-preventive health care of women throughout their
li:e~:~e.

(b) Signiiicant numbers of women view their
obst~trician-gynecologistas their primary or only physician.
?or ~any women, an obstet=ician-gynecologis~is eften the only
?hys~:ian ~hey see regularly during ~~eir =eproduc~ive years.
Accor=i~g :0 a 1993 Ga~lup poll, women are more li~ely to have
had a ~hysical examination within the last two years from an
obs~et=~cian-gynecologis~than =rom any other type of doctor (72
?ercerrt versus 57 percent) and the majority of these women (52
percen~) -consider their obs~e~=ician-gynecologistto be t~eir

primary ca=e 9hysician.
(c) A general ~edical examination Nas the second ~os~

f=equently c~ted pur?ose for patien~ visi~s to
obs~e~=~cian-g:JTIecologis~sin 1989 and 1990, accounting for
seve~ ~illion 7isi~s eacb year, according to da~a ga~~ered by
~~e ~acional Center for ~ealtj Staci3~ics.

(c) Nomen are opposed to =est=ic~ions in accessing
obs~ec=ician-gynecologis~s. Among women who have health
coverage, a Gallup poll repor~ed that 78 ?ercent can currently
access :~eir obsteerician-gynecologis~Nithou~ going through a
»gatekeeper.» Seventy-five percent of these women would objec~

to =equirements thae chey be referred by anot~er physician or
»;atekeeper~ before they may see the~=

obste~r~cian-gynecologist. Similarly, 74 ?ercent of those who
now have rest~ic~ed access to obstet=ician-gynecologis~swould
approve of a system that would eliminate the need for a
referral.

(ei Obstetrician-gynecologists refer their pa~ients less
fre~ently chan other 9rimary care ~hysicians, thus avoiding
costl! and time consuming referrals to specialists. According
to a :991 study of physician referral rates,
obstecr~cian-gynecologistshad ~he lowes~ referral ~a~e of 4
;erce~~ compa=ed with the ~ates of 7.3 ~e==ent fer ;eneral
i~ter~is~s and 8.4 percen~ :or general and :amily ?rac~~~~oners.

(:) More than ~wo-thirds (69.5 percent) of all 7~S~ts ~o

abst=~r~c~an-gynecologistswere ~ade by es~ablished patients of
~he physic~an returning for care of their condi~ion, according
:~ da~a gathered by the Na~ional Cancer for Sealth Sta~istics.

Only 4.7 pe=cent of patient v~sits resulted from =efer=als from
another physician.

SEC. 2. Sec~ion 1367.69 is added to the Eealth and Safe~y

Code, to =ead:
1367.69. (a) On or df~er January 1, 1995, every health care

ser7ice plan ccnt=ac~ that provides hcspital, medical, or
surgical coverage, tha~ is issued, amended, delivered, or
renewed in this state, shall include obstetrician-gynecologists
as eligible primary care physicians, provided they ~eet the plan'
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~ ~l{g~~ility criterla for all specialiscs seeking primary care
?hysic~an stat~s.

(0) For purposes of this section, the term ~primary care
?~ysi=ian" means a physician, as defined in Section 14254 of the
Ne~fare and ~~s~itu~ions Code, who has the responsibility for
?rovidi~g ini~ial and primary care to patients, for rnaintai~ing

L~e continulty of ?a~ient care, and for initiating referral for
specia~is~ care. This means providing care for ~~e majority of
heal~j care ~rablems, including, but not limited to, preventive
services, ac~~e and chronic conditions, and psychosocial issues.

SEC. 3. Sec~ion 10123.83 is added to ~~e Insurance Code, to
read:

10123.83. (a) On or after January 1, 1995, every policy of
disability insurance that covers hospital, medical, or surgical
expenses and is issued, amended, delivered, or =enewed in t~is

s~ace shall inc~ude abste~rician-gynecologistsas primary care
9roviders provided they ~ee~ the insurer's writ~9n el~gibility

criteria for a~~ specialis~s seeking primary care physician
s~at~s.

(c) :or ?u~?oses of ~his sec~ion, the term "primary car9
~hysician~ ~eans a physician, as defi~ed in Sec~ion 14254 of the
Nel=a=e and Inst~tucions C~de, ~ho has the responsibility for
~roviding ini~ial and primary care ~o 9atien~s, f~r ~aintaining

:he continui:y 8= 9a~ien~ care, and for initiating referral for
specialist care. 7his means providing care for t~e majori:y of
jea~:h care problems, including, but not ~imited :0, preven~ive

servi:es, ac~~e and ~~ronic condi~ions, and psychosocial issues.

SEC. 4. Sec~ion l:5~2.295 is added to the :nsurance Code,
i~IDeciately :oi:owing Sec~ion 11512.29, to ~ead:

1::~2.295. (a) On or after January 1, 1995, every nonprofit
hospi~al service ~lan contract that provides hospital, medical,
or su=~ical coverage, thac is issued, amended, delivered, or
~enewed in this state, shall include obs~e~=ician-?ynecologists

as ?rimary care providers provided ~hey meet the ?lan's writ~en

eligib~lity cr~:eria for all s?ecialists seeking pr~mary care
?hysician stac~s.

(b) ?or purposes of ~his section, the term "?rimary care
physician~ means a physician, as defined in Sec~ion 14254 of the
Welfare ~nd Institutions Code, who has the responsibility for
9rovidi~g initial and prL~ary care to ?at~ents, for maintaining
~he c8ntinuity of pacien~ care, and for ini~iating referral for
3pecia~ist care. This ~eans providing care fer t~e majority of
health care ?roblems, including, but not limi~ed to, preventive
ser7ices, acu~e and chronic conditions, and psychosocial issues.

SEC. S. No =eimbursement is requi=ed by this ac~ pursuant to
3ec~icn 5 ot ~~~icle XIII3 of the Califor~ia Constitution
jecause ~~e only cos~s which may be incurred by a local agency
or sc~ool dis~ric: wi~l be incurred because this act creates a
~ew crime or i~frac~ion, changes the def~nition of a crime or
intrac~ion, changes ~he penalty for a crime or inirac~ion, or
21imina~es a crime or in£=ac~ion. Not~ithstanding Section 17580
of the Government Code, unless ot~erwise specified in this ac~,

the provisions of this act shall become opera~i~e on the same
date ~~ac t~e act takes e£=ec~ pursuant ~o the California
Consti~~~ion.

Searc~ing keywords: (statusch) (authorSpeier)
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MISSISSIPPI LEGISLATURE
By: Senatorts) Hall

REGULAR SESSION 1995
To: Insurance

APPENDIX J

CO:MMITTEE SUBSTITUTE
FOR

SENATE BILL NO. 1691

AN ACT TO REQillRE THAT ANY HEALTH CARE SERVICE
PLAN CONTRACT SHALL COVER DIRECT ACCESS BY FEMALE
ENROLLEES TO IN-NETWORK OBSTETRICIAN-GYNECOLOGISTS
FOR INITIAL AND PRIMARY CARE AND REFERRAL; AND FOR
RELATED PURPOSES.

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

SECTION 1. Any health care service plan contract that provides

hospital, outpatient, medical, or surgical coverage that is issued, amended,

delivered, or renewed in this state shall allow and cover as a reimbursable

expense direct access by female enrollees to in-network obstetricians-

gynecologists for initial and primary care, for maintaining the continuity of

patient care, and for initiating referral for specialist care. This includes any

and all obstetric-gynecologic services required as a result of these patient

contracts.

SECTION 2. This act shall take affect and be in force from and after

July 1, 1995.
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3.

4.
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7.

8.

APPENDIX K

D.C. - 42 year old s~ate employee found breast lump. Required
multiple phone calls from patien~ to PCP to get permission for
an exam by me and a mammogram. Both the patient and her PCP
were confused about the requirements of her plan. ThiS added
greatly to her stress about the breast lump and her fear of
non-coverage if she has done "the wrong thing" and her PCP's
office stai~ were not helpful.

T.S. - 62 year old housewife refer=ed by PCP to me to evaluate
oost menooausal bleeding. On hi~tory and exam she had gross
hematuria- {blood in uzLne ) , not vaginal bleeding. Urine
c~lture was negative and her previous general physical was
negative by PC2. The PCP denied me the ability to refer to a
urologist. The patiant was forced to see h~m again and all he
did was refer her to a urologis~.

w.s. - 28 heal~hy year old hospital worker seen for a routine
gyn exam :ounc ~o have severe dysplasia on PAP. Her sec~nd

V:3~t Nas usad ~o perform COlp05C~PY and cervical biopsy wh~ch

ccnil=~cd ax~ansive severe dysplasia requiring surgery. The
?C? i~s~~ted upon seei~g the patient before allowing the out
?a~ient su=geryJ eve~ though she had no medical problems.

H.~{. - 58 year old hospital worker followed antlraly by PCP
i~tarnis~ tor both general and gyn health (Internal medicine
ha.s no =equi.:ed Gyn t=aining). She we s refer=ed to me to
ge=for~ D&C ter the hemorrhagi~g she had after he placed her
on improper estrogen. (This is completely contraindicated
when a pat~ent has a u~arus, suc~ as this patient).

J. F. - 33 year old fema1e with uncont=olled insulin dependent
di~bctes si~ce age 29. She had bath general and gyn care by
her PCP inte~~lst. She never received pre-concepcion
ccunse Linq about the inc=eased risk of birth defects with
uncontrolled diabetes a~ the t1me of conceptlon. She
delivered tbi3 week a baby with multiple deformities which
died at bi=~h.

J. M - J 2 year 0 ld nurse who had al=eady "used up It her twa
allowed gyn visits previously. She refused to see her PCP for
pelvic pain (mild) and discharge far two months due to
embarrassment. She waited until a "new year" allowed a visit
to me. I diagnosed cervicitis I mild pelvic inflammatory
disease and hope this will not affect !uture fertility.

46 year old nurse who had already had he allotted gyn visits,
began having savere ho~ flashes, inability to sleep leading to
severe sleep deprivar.~on syndrome. She suffered for four
months because she wanted her gynecologist to evaluate and
treat~ not her PCP.

c. w. - 48 year old housewife followed long term by PCP for
both general and gyn care. She was referred to me because of
heavy, prolonged menses with acute severe anemia requiring
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transfusion. ThY!='oid studies drawn at the time of surgery
revealed hypothyroidism patient had obvious Myvedema
features which her long time PCP had missed.

My biggest concerns are these:

1. Patients want the doctor who is most familiar with, and
specially trained, in their own gynecologic care to see
them for not just 1 or 2 visits a year, but anytime a
gynecologic problem occurs.

2. Internists are allowed to be PCP, eVdn though most have
had ~ gynecologic training outs1ae of med~cal school.
This is not adequate to see women at a time when they
have a problem outside of their "allotted V'isits tJ

•

3. Women are the ani" group who are asked to radically
change bot~ how ~hey interact with medical care system
and wi th whom they normally in'te.rac't. Their children
will continue co i:l-carac't. wi l:h Pediatrics as normal.
~hei= husband will continue to interact for their general
health, and 3~a=ting only after age 40, prostate checks
w:th thei= PCP (only =arely do men see a urologist for
general urologic health). However 75% of women have in
the past seen their gynecologist for thei~ annual exam,
and all gyn pr=blams since the age of 18, or before if
they are sexually ac~lve. Managed care, HMO, and other
plans are unfal=ly and unwisely restricting one segment
a f the populat.i.on. r see a law oS imilar to North
Carolina's law as the only way to redress this problem.
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APPENDIX L

In September of 1995 the Virginia Ob/Gyn Society and the Virginia section
of ACOG surveyed physicians concerning managed care.

800 surveys were mailed
277 surveys returned (35% return rate)

80% of physicians responded they particiated in a HMO
15% were considered primary care provide~s

75% were considered specialists
84% of physicians responded they particiated in a PPO

14% were considered primary care providers
80% were considered specialists

57% would sign up as PCP in fee-far-service managed care plan
14% would sign up as PCP in a capitated fee HMO
32% would not sign up as PCP for either one

90% stated greatest concern for their patients was direct access
10% stated greatest concern for their patients was having primary care

provider status

99% agreed they would support a bill allowing DIRECT access to Ob/Gyn
services by patients

Recently several states have responded to women's concerns relating to
direct access to ob/gyn's by passing legislation which allows this.

Maryland's law became effective October 1, 1994 Ob/gyn can be a
primary care provider if allowed by insurance or HMO. If ob/gyn not PCP women
~an self refer for one annual visit.

California's law became effective January 1, 1995 and gives women
option to select an ob/gyn as their primary care physician in all insurance
plans. Ob/gyns which participate must provide initial and primary care,
continuity of care, and referrals to specialists.

New York's law likewise became effective January 1, 1995 but applies
only to HMO's. Women are allowed immediate access to ob/gyn provider of their
choice for specific services. .

Mississippi's law became effective July 1. 1995. This act requires that
any health care service plans contract shall cover direct access by female
enrollees to in-network obstetrician-gynecologist for initial and primary care
and referral and for related purposes.

Connecticut's law becomes effective October 1, 1995 and allows female
enrollees in managed care networks direct access to participating in-network
ob/gyn without having to seek a referral from their primary care physician.

North Carolina's law becomes effective January 1. 1996 and states "Each
health benefit plan shall allow each female plan participant or beneficiary
age 13 or older direct access within the health benefit plan. without prior
referral, to the health care services of an obstetrician-gynecologist
participating in the health benefit plan. within the benefits prOVided under
that health benefit plan pertaining to obstetrician- gynecologist services.
Participants of plan must be notified of this provision.

Hopefully, the Commonwealth of Virginia can be added to the list of states
which have enacted legislation allowing DIRECT access. without prior referral.

o ob/gyn care for our managed care patients.

HWJ
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Results of the OB Society/Virginia Section ACOG Survey

#

Septelllber 1995

%

Number of surveys mailed

Number of surveys returned

Questions
1. Are you currently participating in any

managed care plans?
HMOs?

Yes
No

PPOs?
Yes
No

Are you considered: (Circle One)
a. primary care provider in

HMOs?
PPOs?

b. specialist in
HMO?
PPO?

2. Would you sign up to be a primary care
provider in a:

a. fee-far-service managed care plan
b. capitated fee HMO
c. Neither

3. What is your greatest concern for your
patient in terms of accessing ob/gyn care in
an HMO plan?

a. direct access of women to their ob/gyn
for pregnancy and gynecological problems

b. primary care provider status in order to
care for all medical problems of patient

4. Some states have passed legislation to
provide direct access to ob/gyn care without
a referral from the gatekeeper. Would you
support a bill allowing DIRECT access to your
services by your managed care patients?

Yes
No

800

277

221
31

233
29

41
40

209
216

159
39
89

249

26

275
2

100%

35%

80%
11%

84%
10%

15%
14%

75%
80%

57%
14%
32%

90%

10%

99%
1%
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National Ambulatory Care Survey~ 1989-1990
National Center for Health Statistics NCHS

female ambulatory visits 14.1% were to OB/Gyn
ambulatory care visits to Ob/gyn 86% between ages 15-44
first most sited reason for visit was prenatal care

second most sited reason for visit was general medical exam
office visits for family planning were to ob/gyn
office visits to ob/gyn were by established patients returning

for care
4.7% office visits to ob/gyn were by referral from other physician

400.000.000
59.800.000
52.800.000
7,000,000

75%
69.5%

ACOG/GALLUP Survey. 1993

97% of women between ages 18-65 have had a physical examination by an ob/gyn
(72% within the previous 2 years) (Other type of doctor 57%)

78% of insured women can see an Ob/Gyn directly without referral

75% of insured women disapprove of a system which requires a referral to get
access to an Ob/Gyn

74% of insured women with restricted access would approve of system without
need for referral

54% of women who see Ob/Gyn's consider them their primary care physician.

AHA Center for Health Policy Research 1991 - who makes referrals?

Primary Care No. Referrals per No. of visits per Referrals as a %

Specialty Week Week of Visits

General/Family
Practice 11.2 144.4 8.4%

General Internal
Medicine 7.3 98.1 7.3%

Pediatrics 7.2 133.5 6.0%

Ob/Gyn 4.0 112.2 4.0%
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Legislative Provision

Provides a females traditional right
of access to an ob/gyn X X X X X X

No prior authorization is necessary
for female to see an ob-gyn X X X X X X

Allows female to self-refer to an ob-gyn X X X X X X

Applies to all insurers X X X X X

Guarantees unrestricted direct access to
an ob-gyn. for the full range of
reproductive and preventive health X X X X

care services

Insurers have the option to allow ob-
gyns to operate as gatekeepers X X X

Insurers are required to notify female
of their right to self-refer for X X

ob-gyn services

Guarantees limited direct access to an
ob-gyn. for specific services/visits X X
only

Ob-gyns must meet individual insurance
plan criteria for primary care status X X
and comply with care coordination and
referral policies

Explicitly designates ob-gyn as primary
care providers X X

Allows a female to self-refer to the
ob-gyn provider of her choice; ego
family physician. certified nurse- X
midWife. physician. nurse
practitioner. or ob-gyn

Ob-gyns are not allowed to ope rat: as
ga.tekeepers X

Applies to HMO only X -
Insurers must allow ob-gyns to operate

as gatekeepers X

Law provides a definition of a "primary

Icare provider" X
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FACTS

National Ambulatory Care Survey, HHS, CDC, NCHS 1989-1990

-400 million female ambulatory care visits 14. 1 °/0 were to Ob-Gyns

-59.8 million ambulatory care visits to Ob-Gyn, 86% between ages 15-44

ACOG/GaHup Survey, 1993

_97°..10 of women between ages 18-65 have had a physical examination by an
Ob/Gyn (72 % within the previous 2 years)

- 78 ok of insured women can see an Ob-Gyn directly without referral

.75 ok of women disapprove of a system which requires a referral to get access
to an Ob-Gyn

- 52% of women who see Ob-Gyn' s consider them their primary care physicians.

AMA Center for Health Policy Research 1991 - who makes referrals?

Primary Care No. Referrals per No. of Visits per Referrals as a %
Specialty Week Week of Visits

General/Family
Practice 11.2 144.4 8.4°"la

General Internal
Medicine 7.3 98.1 7.3°/0

Pediatrics 7.2 133.5 s.oss
Ob/Gyn 4.0 112.2 4.0~'cJ
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Virginia Association of Health Maintenance Organizations
118 North Eighth Street • l\ichmond, Virginia g3219
Telephone (804) 648-VIlMO (8466) Fax (804) G48~803G

November 22, 1995

The Honorable Gladys B. Keating
5909 Parkridge Lane
Franconia, VA 22310

RE: HJR560 Study Resolution

Dear Gladys:

!'., ,'" ,"'1' ,~,p :-' ,{

APPENDIX M

It is my understanding that you and other members of the Joint Subcommittee had some questions
concerning the Virginia Association of Health Maintenance Organization's survey of its memberson
policies covering access to OB-GYN services. Specifically, your questions, as summarized for me by
Arlen Bolstad, and the Association's responsesare as follows:

1. What is the total number of HMOs licensed in the Commonwealth, the number represented
by the Association, and the number of plans responding to the Association's survey?

As of November 1, 1995, there are 25 HMOs licensedby the Bureau of Insurance. (At the time
of the survey there were 24 licensedplans.) See attached list. Of the 25 fWOs, 23 plans are
members of the Association. All 23 plans have responded to the survey. The two plans that are
not currently members of the Association are U.S. Healthcare and Chartered Health Plan of
Virginia (currently a Medicaid onlyHMO).

2. Of the plans responding to the survey, how many indicated that their policy allows OB
GYN specialists to sene as primary care physicians and how many allow for at least one
annual visit to an in-network OB-GYN without a PCP referral?

Of the 23 plans responding to the survey,6 indicated that OB-GYNscould serve as a woman's
PCP in some capacity. Four of these 6 plans indicated that women could choose an OB-GYN as
her PCP for.OB-GYN related matters only. Only 2 of these 6 plans allowed OB-GYNs to
contract as PCPs for all matters.

Twenty one of the 23 plans indicated that self-referral to an in-network OB-GYN was allowed; of
these 21 plans, 16 limited the number of self-referralsto the annual well-women visit, while five
plans had no limits on the number of self-referredvisits to an in-network OB-GYN. Only two of
the 23 plans reported that a referral from a PCP was necessaryfor an annual OB-GYN visit;
however, these two plans were the same plans that allowed a woman to choose an OB-GYN as
her regular PCP.

A-30



The Honorable GladysB. Keating
November 22, 1995
Page Two

To put this in perspective in terms of women covered in HM:Os (instead of number of plans), the
total number of Virginia women enrolled in HMOs is estimated to be585,000 (approximately
54% of the 1,084,000 Virginians enrolled in HMOs). Based on the enrollment of the 21 plans
that currently allow self-referrals to OB-GYNs, 85% of women enrolled in Virginia's HM:Os can
self-refer to OB-GYNs for at least the annual well-womencheck-up; while the remaining 16%
are enrolled in plans that allow OB-GYNs to contract as PCPs.

I hope that this information respondsto the questions raisedby members of the Joint
Subcommittee. As I have previouslytestifiedbefore the Joint Subcommittee, the Associationbelievesthe
current practices of HM:Os provide a numberof different approaches to the market demand for access to
OB-GYN services. However, if the Joint Subcommittee concludesthat specificlegislation is necessary, it
is our strong recommendationthat the Maryland statute be adopted.

Please let me know if the Association can provideyou with any additional information that will
assist the Joint Subcommittee in its deliberations. I look forward to seeing youon the 12th.

Attachment

cc: Joint Subcommittee Members
Arlen K. Bolstad, Esquire

A-31



HMO's LICENSED IN VIRGINIA

Aetna Health Plans of the HealthKeepers, Inc. Priority Health Plan, Inc.
Mid-Atlantic. Inc. PO Box 26623 621 Lynnhaven Parkway

7799 Leesburg Pike Richmond, VA 23261 Suite 450
Suite 1100 South (804) 354~3860 Virginia Beach, VA 23452
Falls Church, VA 22043 (804) 463-4600
(703) 903~7100 HealthPlus, Inc.

7601 Ora Glen Drive Prudential Health Plan, Inc.
Capital Care, Inc. Greenbelt, MD 20770 1000 Boulders Parkway
550 12th Street, SW (301) 982-0098 Richmond, VA 23225
Washington, DC 20065 (804) 323-0900
(202) 479-8000 Kaiser Foundation Health

Plan of the Mid-Atlantic Qual Choice of Virginia
CIGNA HealthCare Mid- 2101 East Jefferson Street 1807 Seminole Trail

Atlantic, Inc. PO Box 6611 Suite 201
9700 Patuxent Woods Drive Rockville, MD 20849 Charlottesville, VA 2290 1
Columbia, IvID 21046 (301) 816-2424 (804) 975-1212
(301) 720~5800

MD-Individual Practice Sentara Health Plans, Inc.
CIGNA HealthCare of Association. Inc. 4417 Corporation Lane

Virginia. Inc. 4. Taft Court Virginia Beach, VA 23462
4050 Innslake Drive Rockville, MD 20850 (804) 552-7220
Glen Allen, VA 23060 (301) 762-8205
(804) 273-1100 Southern Health Services

Optima Health Plan PO Box 85603
Chartered Health Plan, Inc. ~417 Corporation Lane Richmond, VA 23285-5603
820 First Street, NW Virginia Beach, VA 23462 (804) 747~3700

Suite LLI00
Washington, DC 20002-4205 Optimum Choice, Inc. U.S. Healthcare, Inc.

4 Taft Court 980 Jolly Road
The George Washington Rockville,~ 20850 PO Box 1109

University Health Plan, Inc. (301) 762-8205 Blue Bell. PA 19422
1901 Pennsylvania Ave, NW (215) 628-4800
Suite 600 PARTNERS National Health
Washington. DC 20006 Plans of NC, Inc.
(202) 416-0410 2000 Frontis Plaza Blvd

Winston-Salem, NC 27103
HMO Virginia, Inc. (910) 760-4822
(d/b/a HMO Plus)
PO Box 26623 Peninsula Health Care. Inc.
Richmond, VA 23251 606 Denbigh Blvd, Stc 500
(804) 354·3860 Newport News, VA 23602

(804) 875-5760
Hurnana Group Health Plan
4301 Connecticut Ave, NW Physicians Health Plan, Inc.
Washington, DC 20008 (d/b/a Physicians Care First)
(202) 364·2000 PO Box 26623

Richlnond, VA 23261
Health First, Inc. (804) 354~3860 \
621 Lynnhaven Parkway
Suite 450 Principal Health Care of the
Virginia Beach, VA 23452 Mid-Atlantic, Inc.
(804) 463-4600 1801 Rockville Pike, Ste 110

Rockville,~ 20852
(301) 881-1033
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Central
Virginia

OptimumChoice
U.S.Healthcar.
Chartered
PnJd,nUal
QuaIChoic:,
Southern Health

Northern
Virginia

MOIPA
Optimum ChQice
Kaiser
Plinc~a'
Pludenlial
U.S. Heallhcare

Aetna
Cap~al Cafe
CIGNA
GWU
HeahhPlus
Humana

Aetna
CIGNA
HMO Virginia
HeallhPlus
Heahl1Keepers
MOIPA

HaanhKaepels
MOIPA
Ootirnum Choice
PAR1NERS
OualChoice
Southern Heallh

Blue
Ridge
OualChoice
CIGNA

Roanoke
Area

Southwestern
Virginia

~~
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w
w

Southwest Va.

Roanoke Area

Blue Ridge

Central Va.

Hampton Roads

N, Virginia

Source: VA HMO Survf!)'. 1!l95

HMO Enrollment

56!l.041

Total
Enrollment:
1,083,683

Hampton
Roads

CIGNA Peninsula
Health First Charteled
HMO Virginia Priorily
HealthKeepers MD IPA
Optimum Choice Senlar. HP
Optima
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Presentation Before
Joint Subcommittee

HJR560
Access to OB/GYNs

....

May H. Fox, Executive Director
Virginia Association ofHMOs
September 22, 1995



Types of Health Care Plans
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INSURANCE DEFINITIONS

Fee-For-Service (FFS): a way of paying a health care provider
i.e. physician or hospital - by which providers set their own fees for the
services they render and patients pay the fees for each and every service
at the time it is rendered or when they are billed.

Health Maintenance Organization (HMO): a health care
delivery system which is responsible for the organizing and provision of
specified comprehensive services to an enrolled membership for a fixed,
prepaid fee. The enrollees pay a set amount of premium or dues and the
HMO provides agreed-on health care services. In most HMOs, the
primary care physician coordinates and monitors the patients care.

Sr ~q: Virginiansfor Health Care Solutions
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INSURANCE DEFINITIONS-Cont.

Preferred Provider Organization (PPO): a network of
independent providers who agree to provide services at a predetermined
and usually discounted price in return for prompt payment and increased
volume of patients. Members of the PPO are encouraged to select the
preferred providers by the use of lower contribution costs and usually
more generous benefits. Members may choose to go outside of the
network to receive care but, if so, they are responsible for a greater
share of the co- insurance.

Point ofService (POS): a transition product which incorporates
features of both HMOs and PPOs. Enrollees belong to an HMO but have
the option to go outside the network of providers for an additional cost.

Source: Virginiansfor Health Care Solutions



Growth In Managed Care From
1988 To 1993
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Growth of HMO Enrollment from
1980 to 1995, United States
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Trend in Monthly Premiums

Between 1988 and 1993 HMO premiums increased 40% less than
premiums for FFS plans, while providing more comprehensive
benefits and lower out-of-pocket costs titan FFS plans.

Source: KPMG Peat Marwick, December 1993
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Growth in HMO Enrollment from
1990 to 1995, Virginia
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II HMO MODEL TYPES II

• STAFF: An organized prepaid health care system that delivers
health services through a salaried physician group that is employed
by the HMO.

• GROUP: An organized prepaid health care system that contracts-
with one independent group practice to provide health services.

• IPA: An organized prepaid health care system that contracts directly
with physicians in independent practice, and/or with one or more
multispecialty group practices (but predominantly organized around
solo/single specialty practices) to provide health services.

So GlIAA,1995



0/0 of Women Enrollees in HMOs
(as Compared to the Total Population)
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Nationwide

Nationally, females make up
53.1 % of HMO members,
compared to 52.1% of the total
population.

Virginia

In Virginia, females composed
54.09% of HMO members,
as compared to 50.9% of the
Virginia population
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HMOs Provide Women Better Access To
Preventive Care Than Traditional FFS

• Almost 60% of HMO patients diagnosed with cervical
cancer were diagnosed at the earliest stages as compared to
39% of fee-for-service patients

• Source: HCFA Study ofMedicare HMOs reported in the AmericanJoumal ofPublie Health, October 1994

• The percentage of women age 50 and older receiving cancer
screening, including mammograms, CBE, and pap tests was
higher in women in HMOs compared to fee-for-service
patients.

• Source: Centerfor Disease Contra! andPrevention, DHHSAdvance Data, August 3, 1994

• Ninety-one percent (91%) of HMO members are in plans
which cover well-baby care, compared with 56% of persons
in FFS plans

• Source: KPMG Peat Marwick, "Trends in Health Insurance," December, 1993
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HMO Patients Are Diagnosed At Earlier
Stages of Cancer Than FFS Patients
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Coverage of Routine Gynecological Care,
By Type of Plan
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HMOs Are Much More Likely to Offer
Annual Gynecological Exams Than Other

Types of Health Plans
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Coverage of Contraceptive Services
By Type of Plan
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Direct Access to OB/GYNs
in HMOs, 1994
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Restrictions on OB/GYN Self-Referrals
Differ by HMO Model Type
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VAHMO Survey on Access to
OB/GYNs

• DO HMOs IN VIRGINIA ALLOW OB/GYN PHYSICIANS
TO CONTRACT AS PCPs?

• DO HMOs IN VIRGINIA ALLOW SELF-REFERRALS
TO OB/GYNs?

• UNDER WHAT CIRCUMSTANCES DO HMOs REQUIRE
A REFERRAL FOR OB/GYN SERVICES?
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DO HMOs IN VIRGINIA ALLOW OBIGYN
PHYSICIANS

TO CONTRACTAS PCPs?

e Of the 21 HMOs responding to the survey, 4 plans indicated that
their plan design allows OB/GYNs to contract as PCPs.

• The most frequently cited reason for OB/GYNs not participating
as PCPs is the requirement for the provision of a full range of

. .
pnmary care services,
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.Do HMOs in Virginia Provide
Direct Access to OB/GYNs?

ED 92 % of HMOs licensed in Virginia either offer enrollees choice
of an OB/GYN as their primary care provider or allow them
to self-refer to an OB/GYN.

@) 86% of women enrolled in Virginia's HMOs may either
choose an OB/GYN as their primary care physician or may
self-refer to an OB/GYN.



Percent of Virginia Women Enrolled in
HMOs With Access to OB/GYNs Without

PCP Referral
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Introduction Madame Chair and members of the committee, thank you for the
opportunity to once again speak to you. My name is Jim Banks. I am a board certified
Family Practitioner, a faculty member and the associate director of the family practice
residency program in Roanoke. I actively include obstetrics and gynecology in my
clinical practice, performing prenatal care, deliveries. D&C's for miscarriages,
colposcopy for the evaluation of abnormal Pap smears and even electrosurgical
conizations of the cervix for the treatment of precancers along with many other
gynecological procedures. My role as a teacher of residents is to provide excellent
training in the full scope of care encompassed by Family Practice, particularly in the
areas of Obstetrics and Gynecology. I have had private practice experience, have
worked in a health department, have done missionary work and prior to coming to
Roanoke was the director of residency training at the University of Kentucky's FP,
residency.

Overview of Family Practice The specialty of Family Practice was founded in
1969 and is fully recognized as a medical specialty by the American Board of Medical
Specialties (just like Internal Medicine, or Pediatrics or Obstetrics and Gynecology).
To be a Family Practitioner, one must complete four years of college with a bachelors
degree, four years of medical school obtaining an M.D. degree and then three years of
an accredited residency in Family Practice. Upon completion of the residency training,
the physician must sit for and successfully pass the specialty certification examination
administered by the American Board of Family Practice. A family practitioner should
not be confused with a "general practitioner". The term "general practitioner" typically
implies a physician that has not successfully completed the rigorous and exacting
training mentioned above and which J will detail more fully.

Virginia's Residencies Within the Commonwealth of Virginia, there are 10
Family Practice residency training programs. Eastern Virginia Medical School of the
Medical College of Hampton Roads has two affiliated programs: one in Ghent and
another in Portsmouth. Medical College of Virginia has five affiliated programs: one
in Blackstone. one in Richmond (Chesterfield), one in Fairfax, one in Mechanicsville
(Hanover), and one in Newport News (Riverside). There are three residency programs
affiliated with the University of Virginia: one in Charlottesville, one in Roanoke and
one in Lynchburg. Together, all ten residency programs produce 70 graduates a year.

Training Requirements: Let me now briefly detail the training requirements for
Family Practice. All specialties have a set of specific requirements and guidelines for
training that must be met in order for the residency to be accredited by the American
Council on Graduate Medical Education (ACGME) Residency Review Committee
(RRC) and the specific specialty board (see attached). No other specialty has as
lengthy. detailed or specific requirements as Family Practice. All family practice
residents must receive training in Behavioral Science, Counseling and Psychiatry;
Community Medicine; Geriatrics: Disease Prevention and Health Promotion: Internal
Medicine and all of its subspecialties (Gastroenterology, Rheumatology, Infectious
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Disease. Cardiology, Hematology. Oncology, Allergy and Immunology, Pulmonary
Medicine. Nephrology and Neurology): Pediatrics: Surgery: Obstetrics and
Gynecology: Emergency Medicine: Sports Medicine: Dermatology: Diagnostic
Imaging (Radiology): Practice Management: Nuclear Medicine: Physical Medicine and
Rehabil itation: CI inical laboratory science: Anesthesia: Pharmacology: and finally.
Professional liability and Risk Management. All this training occurs both in (he hospital
inpatient setting as well as in the ambulatory setting through longitudinal patient care
experiences as well as specific intensive block rotation experiences in the various other
medical and surgical specialties. ln fact. each resident is required to maintain a panel of
patients that they see in the family practice center and in essence have their own private
practice throughout the three years of training. This panel of patients includes infants.
children. adolescents. young adults. geriatric patients. nursing home and home bound
patients and even pregnant patients that the resident cares for throughout her
pregnancy. del ivers the baby and then follows both mother and infant.

After completion of the three years of training. residency graduates sit for the
certification examination administered by the American Board of Family Practice.
Successful candidates are awarded diplomat status for a period of seven years. In order
to remain board certified. the physician must sit for the re-certifcication examination
every 6 or 7 years. The ABFP was the first (and for many years the only) specialty
board to require recertification. Additionally, each diplomat must complete a minimum
of 50 credit hours of approved continuing medical education each and every year. Even
the American Academy of Family Physicians (the educational and political organization
of the specialty) requires completion of an accredited residency program and yearly
CME.

OB-GYN Training in Family Practice: Let me now focus on the training that
family practice residents receive in Obstetrics and Gynecology. Every family practice
resident must spend several months in an intense block rotation experience in Obstetrics
with additional time spent in specific training in Gynecology. During this training.
residents are closely supervised by board certified specialists in Obstetrics and
Gynecology. The block rotation experiences are further supplemented by required
longitudinal training through the care of patients in the family practice center under the
supervision of board certified family practitioners. All residents are required to follow
women through their pregnancy by providing prenatal care. management of labor and
delivery and then providing ongoing care for the woman in the post-partum period and
beyond. A large part of the routine office practice of family medicine involves seeing
women and often this involves gynecological problems. All residents follow their own
patients on a regular basis just as though they were physicians in private practice.
Women are seen for family planning. contraceptive counseling. sexually transmitted
disease screening. treatment, and prevention counseling. menstrual problems.
menopausal issues. breast disease, and the whole gamut of problems specifically related
to women. But unlike the limited specialty of Obstetrics and Gynecology, the family
practitioner also sees women for problems such as diabetes, hypertension. thyroid
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Disease. Cardiology. Hematology, Oncology, Allergy and Immunology, Pulmonary
Medicine, Nephrology and Neurology); Pediatrics: Surgery: Obstetrics and
Gynecology: Emergency Medicine: Sports Medicine: Dermatology; Diagnostic
Imaging (Radiology): Practice Management: Nuclear Medicine: Physical Medicine and
Rehabil itation: Cl inical laboratory science; Anesthesia; Pharmacology: and finally,
Professional liability and Risk Management. All this training occurs both in the hospital
inpatient setting as well as in the ambulatory setting through longitudinal patient care
experiences as well as specific intensive block rotation experiences in the various other
medical and surgical specialties. In fact, each resident is required to maintain a panel of
patients that they see in the family practice center and in essence have their own private
practice throughout the three years of training. This panel of patients includes infants,
children. adolescents, young adults, geriatric patients. nursing home and home bound
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patients and even pregnant patients that the resident cares for throughout her
pregnancy, del ivers the baby and then follows both mother and infant.

After completion of the three years of training, residency graduates sit for the
certification examination administered by the American Board of Family Practice.
Successful candidates are awarded diplomat status for a period of seven years. In order
to remain board certified, the physician must sit for the re-certifcication examination
every 6 or 7 years. The ABFP was the first (and for many years the only) specialty
board to require recertification. Additionally, each diplomat must complete a minimum
of 50 credit hours of approved continuing medical education each and every year. Even
the American Academy of Family Physicians (the educational and political organization
of the specialty) requires completion of an accredited residency program and yearly
CME.

OB-GYN Training in Family Practice: Let me now focus on the training that
family practice residents receive in Obstetrics and Gynecology. Every family practice
resident must spend several months in an intense block rotation experience in Obstetrics
with additional time spent in specific training in Gynecology. During this training,
residents are closely supervised by board certified specialists in Obstetrics and
Gynecology. The block rotation experiences are further supplemented by required
longitudinal training through the care of patients in the family practice center under the
supervision of board certified family practitioners. All residents are required to follow
women through their pregnancy by providing prenatal care, management of labor and
del ivery and then providing ongoing care for the woman in the post-parturn period and
beyond. A large part of the routine office practice of family medicine involves seeing
women and often this involves gynecological problems. All residents follow their own
patients on a regular basis just as though they were physicians in private practice.
Women are seen for family planning, contraceptive counseling, sexually transmitted
disease screening, treatment, and prevention counseling, menstrual problems,
menopausal issues. breast disease, and the whole gamut of problems specifically related
to women. But unlike the limited specialty of Obstetrics and Gynecology, the family
practitioner also sees women for problems such as diabetes, hypertension, thyroid
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disease. heart disease. strokes, asthma, depression. and a multitude of other medical
problems. Residents are trained to perform routine vaginal deliveries (including the use
of forceps and vacuum-assisted deliveries): perform limited ultrasound studies to assure
fetal well being: to manage gestational diabetes and pregnancy induced hypertension.
and to attend to the psychosocial aspects of pregnancy. childbirth. and raising a family.
In addition. family practice residents are taught how to perform colposcopy to evaluate
abnormal pap smears and to prevent cancer of the cervix: endometrial biopsies to detect
abnormal ities of the uterus and to prevent uterine cancer: simple office urometrics to
evaluate and manage problems with incontinence: fine-needle aspiration biopsies of
breast lumps to diagnose breast cancer without subjecting the patient to disfiguring
surgery: as well as numerous other procedures. Throughout all this specialized training.
however. the resident maintains their broad. comprehensive approach to patient care.
Indeed. it is not at all unusual for the family practitioner to take care of a woman's
back pain. hypertension. and thyroid disease during her annual examination for a Pap
smear and breast exam while also addressing a host of psychosocial stressors and other
behavioral problems that are impacting her health.

Family practitioners that include obstetrics in their practice in general do not perform
cesarean sections or manage complicated problem pregnancies (although there are some
who do). While the many family physicians do not include obstetrics in their practice.
there is a significant increase interest among residents and young residency trained
family physicians to include OB in their practices (nearly half of the current 36
residents in Roanoke are planning to include obstetrics in their practice after
graduation). This will be especially beneficial for the more rural areas where an
obstetrician may not have enough patients to maintain a practice but a family physician
can because of the broad scope of the practice across both genders and all ages.

An obstetrician-gynecologist (OBG) can provide excellent care for many of the
problems that face women. but they do not have the training to provide comprehensive
care. A family practitioner typically manages, without referral or consultation with a
sub-specialist, over 90% of the problems that present to their office. However. a
women who uses an OBG for her primary care provider will be required to have at
least one other physician to handle the non-gynecological problems that will arise. As is
often the case. a woman who uses an OBG for pr imarv care will be referred to aI _

specialist for whichever specific system is causing the problem so it is not unusual for a
woman to have a cardiologist for her high blood pressure and cholesterol problems. an
endocrinologist for her diabetes, a rheumatologist for her arthritis and a surgeon for her
breast lumps. Clearly. from a cost perspective, not to mention the benefits of a
continuity relationship where physician and patient are well known to one another.
family practice is the specialty of choice for primary care providers. Health insurance
companies know this and are promoting family practice because of it. But because our
culture has so long been specialty oriented and many women have good relationships
with their GBG. most health insurance companies allow women to see their 08G at
least once a year without a referral. I believe it is most prudent to allow market forces
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rather than government mandates to make the determination of who is a primary care
provider as well as what will be required for patients to see other specialists without a
referral from a primary care provider.

Summary In summary, the Family Practitioner is the ultimate generalist, the
penultimate primary care provider. Without question, the specialty of Family Practice
provides the most broadly trained physicians in the United States. No other specialty
can provide as comprehensive, continuous, and competent care.
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Program Requirements tor Residency Education in Sports Medicine

VI. Specific Knowledge and Skills
A. Clinical
Theprogram mustprovideeducationalexperiencesthat enable resi
dents to develop clinical competence in the overallfield ofsports
medicine.

Thecurriculum must include but not be limited to the following
content and skill areas:
1.Anatomy, physiology, and biomechanics ofexercise
2. Basic nutritionalprinciplesand their applicationto exercise
3. Psychological aspects ofexercise. performance. and competition
4. Guidelines forevaluationprior to participation in exercise and

sport
5. Physical conditioning requirementsforvariousactivities
6. Special considerationsrelated to age,gender, and disability
7.Pathology and pathophysiology of illnessand injury as theyrelate

to exercise
8. Effects ofdisease,eg, diabetes, cardiacconditions. arthritis. on

exerciseand the use ofexercise in the care of medical problems
9. Prevention, evaluation, management, and rehabilitationof

ir\iuries
10. Understanding pharmacology and effectsof therapeutic.perfor-

mance-enhancing, and mood-altering drugs
11. Promotion ofphysicalfitness and healthy lifestyles
12. Functioning as a team physician
13. Ethicalprinciplesas applied to exercise and sports
14. Medical-legal aspects ofexerciseand sports
15. Environmental effects on exercise
16. Growth and development related to exercise

B. PatientEducationITe8ching
Theprogram mustprovide the experiences necessary forthe resi
dents to develop and demonstrate competence in patient education
regarding sports and exercise.They must have experience teaching
others, eg,nurses, allied health personnel, medicalstudents. resi
dents, coaches, athletes, other professionals, and members ofpa
tients' families. There must also be relevantexperience working in
a community sports medicinenetwork involving parents,coaches,
certifiedathletic trainers, allied medical personnel,residents. and
physicians.

ACGME: September 1994 FJfective.' September1994

Program Requirements for
Residency Education in
Family Practice
I. Introduction
A. Duration ofTraining
Residencies in family practice must be at least 3yearsin duration
after graduationfrommedicalschool and mustb~ planned so that a
coherent, integrated,and progressive educationalprogram with pro
gressive resident responsibility is ensured.The trainingmustbespe
cifically designed to meet the educational needsof medical school
graduates intendingto become family physicians.'

1.Applicantswhohave hadpreviousgraduatetrainingmaybeconsideredforadmission to

familypracticeresidencies.Creditfor thisother trauunz maybe given on1y in the amount
that is compatible WIth the Program Requirements for Besidencv Educauon Ul Farrulv Prac
tice.Directors shouldconsultwiththe Amencan Boardof Famil~ Practiceoneach case
prior to maIdnga detennination regarding the equivalence ofsuch training,
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B. Size of Program
To provide adequate peer interaction,a program should havea mini
mumof 12residents at variouslevels oftraining. Residentsac
cepted into the first year oftrainingshouldbe assured a position
for the full 3 years, barringthe development ofgroundsfordismiss
al. Exceptfor periods oftransition, the program shouldofferthe
same number of positionsforeach ofthe 3 years.

C. Program Design

All educational componentsof a residency program shouldbe re
lated to programgoals.
1. The programdesign and/or structure mustbe approved bythe

Residency Review Committee (RRC) as part ofthe regularreview
process.

2. Participation byany institution providing morethan 6 monthsof
training in the program must be approved bythe RRC.

D. Scope of Training
Family practice residencyprograms mustprovide experienceand re
sponsibility for the residents in those areas ofmedicinethat will be
of importance to their future practice.Because family practice pro
gramsare in part dependent on other specialties for the trainingof
residents, the abilityand commitment ofthe institution to ful.fill
these requirements must be ensured.

Specifically, the sponsoring institutionmustensure the existence
and availability of those basiceducational and patient care re
sourcesnecessary to provide the family practiceresident with mean
ingful involvement and responsibility in the necessary clinical
specialties.

Theexistence ofother programs sponsored bythe residency, eg,
geriatric medicine,must not result in the dilutionofexperience
available to the family practice residents.

Instruction in the other specialtiesmust be conductedbyfaculty
with expertise in these fields. Thecurriculaand plans forsuch rota
tions or experiences must be developed bythe family practice fac
ulty in concert with appropriateother specialtyfaculty.

There must be agreement regarding the residents' need to main
tain concurrent commitment to their patients in the Family Prac
tice Center during these rotations. The program should implement
a plan to ensure that the residents retain their identityand commit
ment to the principlesand philosophic attitudes of family practice
throughoutthe training program, particularly whilethey learn the
appropriateskills,techniques,and procedures ofother specialties.

Family practice residencyprograms shouldprovide opportunity
for the residents to learn, in both the hospitaland ambulatory set
tings, those proceduralskillsthat can reasonably be anticipatedas
part oftheir future practices.There must be a methodofdocument
ingthe procedures that are performed and ofevaluatingthe resi
dents' competence.Suchdocumentation should be maintained by
the program.

E. ResidentWorkload and Impairment
It is the responsibility of the residents to render patient care in the
pursuitof their educationwithoutadditional remunerationbased
on productivity. This does not precludethem from earning income
from patient care duringoffhours,provided this activitydoesnot in
terfere with their educationand performance as residents. In addi
tion,such activityshouldnot be in conflictwith the policies ofthe
program or the sponsoring institution.

The goal ofthe family practice trainingprogram is to produce
fully competentphysicians capableofproviding high-quality care to
their patients. To prevent impairment and promotephysician well
being, residents shouldbe trained to balancepersonaland profes
sionalresponsibilities in a waythat can be reflectedthroughout
their careers.

Graduate Medical EducationDirectory
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The program must have mechanisms formonitoring resident stress,
including mental oremotional conditions inhibiting perfonnance or
learning. anddrug- oralcohol-related dysfunction. Program directors
andteaching staffshould be sensitive to the needfortimely provision of
confidential counselingandpsychological support service to residents.
'fi'aining situations thatconsistently produce undesirable stressonresi
dentsmust be evaluated andmodified.

Both educational andpatientcare activities are best conducted
whenresidents have appropriate amounts and levels ofsupervised
responsibility and when their schedules allow them to make full
utilization oftheireducational experiences without resultant coun
terproductnre stress,fatigue, anddepression.

There should be adequate resident stafftoprevent excessive patient
loads, excessive new admission workups, inappropriate intensity ofserv
iceorcase mix, andexcessive length andfrequency ofcallcontributing
toexcessive fatigue andsleep deprivation. The program must:
1. Permitresidents tospend, onaverage, at least 1dayout of7away

from the residency program.
2. Assign on-call dutynomore frequently than every third night, on

the average.
3. Ensure adequate backup if sudden and unexpected patient care

needs createresident fatigue sufficient tojeopardize patient
care during orfollowing on-call periods.
Formal writtenpolicies on thesemattersshould beestablished

andbe available to the RRC, should theyberequested.

II. Curriculum
A. Introduction
Every residency program musthave the core or required curriculum
ascontained herein. However, onapproval ofthe RRC, curriculum
components mayvaryto reflect currentregional practice patterns
andpatientcare needs, andmay be flexible enough to utilize the
strengths ofthe program.

AU m~or dimensions ofthecurriculum should bestructured educa
tional experiences for which written goals andobjectives, a specific
methodolo§forteaching, anda method ofevaluation exist.2 These
goals must be distributed toresidents andteaching staff. Family physi
cians should beutilized tothefullest extentas teachers, consistent
with theirexperience, trainin& andcurrent competence.

Theorganization ofthe cuniculum should reflect the application
ofsound educational principles, recognizing that some elements of
the curriculum are best learned ina longitudinal experience,
whereas othersare more efficiently learnedin an intensive experi
enceofshorterduration.

Although the contentofa rotation is more important than the
timeassigned to it, it is necessary to establish guidelines forthe al
location oftimesegments toprovide an objective measure ofthe op
portunity provided forresidents to achieve the cognitive knowledge,
psychomotor skills, attitudinal orientation, and practical experi
encerequired ofa family physician ineachofthe curricular
elements.

Ranges oftime3 are indicated forthe various disciplines that the
corecurriculwn comprises. This does notprohibit additional elec
tivetime in anyoftheseareas.

2.The RRC expect"all programsto havewrittendetailedplansfor their curriculathat
shouJd be availableforreviewby the site visitor. 00 not append themto the forms.

3.In identifyi~ rangesit Is recognized that certain programswilldeviatefromthose
rangesforexcellenteducationalreasona It is the responsibility ofthe programdirector
wdocumentandjustify variationsfrom the rangesherein stated. Concurrenttime
spent in the family practicecenter shouldnot be includedwhencalculanngthe dura.
tionofthe specialtyrotationsforwhicha numberofrequired hours isspecifled. Family
practice center time maybe includedin the requiredrotations,whichare specifiedin
months.

Graduate Medical Education Directory

Program Requirements far ResidencyEducation in FamilyPractice

B.Principles of Family Practice
Thefollowing curricular areas must be integral to eachprogram. In
addition, residents mustbe taught to demonstrate andclearly ar
ticulatethe philosophy and concepts offamily practice topatients.
1. Continuity ofCare

Continuity ofcare is an importantconceptin family practice and
isexpressed in the roleand interrelationships that the system
(eg, solo or group), the professional, the individual patient, the
patient'sfamily, the institution, and the community play in the
maintenance ofcontinuity ofcare.

Residents should develop andmaintain a continuing physician
patient relationship witha panelofpatientsthroughout the
3-year period. This relationship mustbe in continuity during the
resident'ssecond and thirdyears4 and mustinclude patientcon
tacts in the family practicecenter,inpatientfacility, domiciliary
facility, and patients'homes. Family practice residents mustbe
able to admitandcare for their family practice centerpatients
in the hospital withfamily practicefaculty supervision as
appropriate.

Continuity ofprimary responsibility forpatientcare mustbe
taughtina longitudinal wayand include the following:
a. Ambulatory care
b. Inpatientcare
c. Home care
d. Domiciliary care,eg, nursing, extended carefacilities
e. Referral andconsultation
f. Integrative function ofthe family physician
g. Utilization ofcommu,nity resources

Residents may spendtimeawayfrom the family practice cen
ter in outside rotations designed to meetthe needs oftheir train
ing.Theeducational value of these rotations must beclearly
documented. At these remotesites the samedegree ofconstant
on-site supervision is requiredasis required inthe family prac
tice center. Theuse ofremotesites or rotations onclinical ser
vices mustnot interruptcontinuity ofcareat the family practice
centerforlonger than 2 monthsduringthe second and 2 months
during the thirdyear.

Residents mustreturn to the family practice centerand pro
vide continuity ofcarefor their panelsofpatientsforat least 2
months before leaving foranyadditional remote experience.

2. Family Oriented Comprehensive Care
Family practice isa comprehensive specialty. 'The family physi
cianassumes the responsibility forthe total healthcareofthe in
dividual andfamily, taking intoaccountthe social, physiological,
economic, cultural, and biological dimensions. 'Therefore, the pro
grams must also emphasize the importance ofcomprehensive pa
tient andfamily medical care.Theresidents mustbegiven the
opportunity to achieve high levels ofcompetence in healthmain
tenance; indisease and problem management; and in the devel
opment ofknowledge, skills, and attitudesthat reflectexpertise
in comprehensive patientmanagement. Residents also mustbe
trainedin patienteducation.

Theresponsibility to provide healthcare to fainilies isa funda
mental concept ofthe discipline offamily medicine. Theprogram
mustprovide theopportunity for residentsto acquire knowledge
andexperience in the provision oflongitudinal healthcare to
families. 'This should include assisting familymembers in coping
withserious illness ofotherfamily members. Although the treat
mentofillness isa basic function offamilyphysicians, anotherof

4. When resident"findit necessary to change programs,they and the programdirectors
involved shouldconsultwiththe American Boardof Family Practiceprior to implement
ingsuch arrangements.
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Program Requirements for Residency Educationin FamilyPractice

their majorresponsibilities is the maintenance ofhealth among
the family members.

Comprehensive care must be taught longitudinally in didactic
and clinical settingsduringthe entire period ofresidencytrain
ing. The following elementsmust be included and should be un
derstood withinthe conceptoffamily care, le, the impacton the
family ofthe needforcare ofan individual within that family:

Individual
a. Healthassessment
b. Healthmaintenance
c. Prevention
d. Acuteand chronicillnessor injury
e. Trauma
f. Rehabilitation
g. Behavioral counseling
h. Healtheducation
i. Human sexuality

Family
a. Family structure
b. Family dynamics
c. Genetic counseling
d. Family development
e. Family planning
f. Childrearingand education
g. Aging
h. Deathand dying
i, Epidemiology of illnessin families
j. Role offamily in illnessmanagement
k. Counseling and education
I. Nutrition

3. PrimarySettingforFamily Practice
While the residents' acquisition ofknowledge, skills, and atti
tudes offamily practiceshouldtake place duringall curricular
elements, the primarysettingfor this training is in the family
practice center as the residents provide continuing, comprehen
sivecare to their panelsofpatients.

In the ftrstyearoftrainingan orientation periodin the family
practice center is needed to introducethe comprehensive ap
proach to health care and to help the resident develop an iden
tity as a family physician. Additionally, residents shouldbe
assignedto the family practicecenter for at least V2 dayper
weekduring the firstyear oftraining.

During the secondyearresidentsshouldspend from 2to 4 half
daysper weekin the center.Theamount oftime in the center
should be increasedin the third year to 3 to 5 half-days per week.
Intensiveshort durationassignments to the family practice cen
ter in the secondand third yearsmaybe utilizedforspecific edu
cational purposes, provided the overall curriculum is not thereby
compromised.

C. SpecialtyExperience
1.HumanBehavior and Psychiatry

Mostofthe family practiceresident's knowledge and skills in
this area shouldbe acquiredthrougha program in whichpsy
chiatry and behavioral scienceare integratedwithfamily prac
tice, internal medicine, pediatrics, and other disciplines
throughoutthe resident's total educationalexperience.

The Family PracticeCentershould serveas the majorsite for
residents to achievethe objectives ofthis portionofthe curricu
lum.The human behavior curriculum shouldincludethe promo
tion of physician well-being and prevention ofphysician
impainnent.

There must be instructionin the following areas ofhuman
behavior:
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a. Diagnosis and managementofthe psychological components
of illness

b. Managementof psychiatricdisorders
c. Familydynamics
d. Physician/patient relationship
e. Patient counseling
f. Interviewing skills and other communicattve skills
g. Normal psychosocial growth andvariants
h. Stages ofstress in the family life cycle
i. Substance abuse

There should be a formal didacticprogram that supplements
the clinicalexperience in humanbehavior. Instructionshould
be provided byfacultywhohave trainingand experience neces
sary to applymodern behavioral and psychiatric principles to
the care of an undifferentiatedpopulation.

There must be a psychiatry trainingcomponent that encom
passes recognition, diagnosis, and management ofemotional
and mental disorders. Elementsofpsychotherapy, psychophar
macology, psychiatriccounseling, and a widevariety ofmental
illnessesmust be included.Alcoholism and other substance
abuse also must be specifically included in the curriculum. In
tensiveshort-termexperiencesin facilities devoted to the care
ofchronically ill patients shouldbe limited.

Qualified family physicians and psychiatrists should be in
volved in teachingthis curricularcomponent.

2.Community Medicine
Residentsshouldhave experiencesthat help them understand
the roleof privateenterprise, voluntary organizations, and gov
ernment in modernhealth care. In addition,residentsshouldbe
taught the principlesof the applicationof modemmedical
knowledge to the care ofpopulations. There mustbe instruction
in at least the following areas ofconununity medicine:
a. Occupational medicinemust includeassessmentofjob-related

illnessesand iI\juries, identification and management ofjob
related health risks,and fundamentals ofdisability assess
ment. Where possible, direct contactwith organized
industrial health programsis encouraged.

b. Community health resourcesmust includecontactwith gov
ernmental, voluntary, andprivateagencieswhoseservices
can be utilizedin the care ofpatients and their families.

c. Epidemiology ofdiseasesmust includethe biologic and social
causal relationships in common illnesses.

d. School health must include the studyofschool-related health
problems, identification ofcommon learningdisabilities, ad
aptation to physical disabilities, and evaluation fororganized
sports and recreationalactivities.

e. Community health educationmust includeexamination ofthe
methodsavailable in the community for information transfer
to the population, techniques ofmediautilization, and the
physician's rolein community health education.

f. Publichealthservices must includethe studyofthe public
health resources available at the local, state, national, and
internationallevels, and the meansbywhichphysicians can
assist their patients through utilization ofthose resources.

g. Environmental health must includecommon problems such as
toxicwastes, purewater supply, and air pollution, as wellas
the roleofthe physician in the community where these con
cerns exist.

3. Geriatrics
Asignificant portionofthe practice ofeveryfamily physician
involves the careofthe aged.Educational opportunities to ad
dress this elementofthe curriculummust be available through
out the resident'sentire program. Astructured multidisciplinary
approachbyfaculty is essential to the teachingofthis curricular
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element through didacticconferencesand clinical experience in
the following settings: FamilyPractice Center, the hospital, nurs
ing homes, retirementhomes,voluntary agencies, the patient's
horne. Education in the care of the agedmust include the pre
ventive aspects ofhealth care, the physiological and psychologi
cal changes ofsenescence, the social-cultural parameters,the
nutritional andpathological (acute and chronic)entities ofag
ing, and the properutilizationofall members ofthe health-care
team.Theresidents must havesufficient trainingto be able to
provide a functional assessment ofelderly patients.

4. Disease PreventionlHealth Promotion
Prevention ofdiseaseand disability, health promotion, health
maintenance, andhealth screeningare importantaspectsof
family practice. Preventive medicinemust includetrainingin
immunizations and in appropriate behaviors that protect indi
viduals andfamilies fromillnessor injury. Residents shouldbe
given the opportunity to acquire specific knowledge, skills, and
attitudes that provide special competence in these areas. Resi
dents should be instructed in the generalprinciples cd' health
promotion and appropriateinterventionbasedon the needsof
the indhidualpatient and the community. This content should
be presentedin bothdidacticand clinical settings.

5. Internal Medicine
Internal medicine experiencemust provide the residentwith
the opportunity to acquire the knowledge andskillsrelated to
the diagnosis and management of nonsurgical diseasesofadults.
Thisexperience shouldbe utilized to enhancethe resident'sun
derstandingofthe pathophysiology ofnonsurgical diagnostic
and therapeutictechniquesand to develop a disciplined, scien
tificapproach to the practice of medicine.

Theorganization ofthe curriculum in internal medicine in
largepart willdependon the organization of the delivery ofpa
tient careservices in the teachingenvironment. Theexperience
mustinclude both inpatient and outpatientexperiences and pro
gress from generalto specificareas ofcontent.Faculty shouldin
cludefamily physicians, general internists,and subspecialists.
Thetotal duration of internal medicine trainingshould be 8 to
12months. includmg structured experiences in cardiology and
criticalcare units (ICu/ceU), aswellas education in endocrinol
og:,', pulmonary diseases, hematology and oncology, gastroen
terology, infectious diseases, rheumatology, nephrology, allergy
and immunology, and neurology. Where it exists, a family prac
tice inpatientservicemaybe utilized to fulfill a portion of this
requirement.

6. Pediatrics
Theremustbea structured educational experience in pediatrics
of4 to 5 months, whichinvolves ambulatory and inpatient expe
riences. This must includethe newborn nursery, as well as
experience in resuscitation, stabilization, and preparation for
transportofthe distressed neonate.Theresidentshould have
the opportunity to develop an understanding ofthe prenatal
period. the growth and development ofthe newborn through
adolescence. and emotional problems ofchildren and their man
agement. Inaddition, the resident should be taughtto recognize
and manage behavioral, medical, and surgical problems ofchil
drenand adolescents in home, ambulatory, and hospital settings.

7. Surgery
Theprogram mustprovide instructionin the diagnosis and man
agement ofsurgical emergencies and the appropriate and timely
referralofsuchemergencies forspecialized care.Theresident
should alsobetaught to recognize conditions that are preferably
managed onan electivebasis.

Theresidentmust be taught to appreciate the varieties ofsur
gical treatmentsand the potential risksassociated with themto
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be able to give proper advice, explanation, and emotional sup
port to the patients and their families.

The resident mustreceivetraining in pre-and postoperative
care, basicsurgical principles, asepsis, handling of tissue,and
technical skills to assist the surgeonin the operatingroom. The
programshouldprovidethe opportunity for residentsto develop
technical proficiency in thosespecific surgical procedures that
family physiciansmaybe calledon to perform. If the residents
expect to include surgeryasa~or aspect oftheir practice, ad
ditional training must be obtained.

The requirement in surgeryincludesboth generalsurgery
and subspecialtyexperience.Theresidentsmustbe requiredto
participate in a structured experience in generalsurgery of2 to
3 months' duration, including operating-room experience. Outpa
tient experiencesin generalsurgeryareencouraged in orderfor
the resident to achieve competency in the diagnosis and man
agementofa widevarietyofcommon ambulatory generalsurgi
cal problems.

The required experiences in surgical subspecialties may be in
an intense short time fonnat or in a longitudinal format. Be
tween 140 and 200 hoursoforthopedics are required, exclusive
oftime in the FamilyPractice Center, and 40 to 80 hoursin each
of the subspecialtiesofophthalmology, otolaryngology, and urol
ogyarerequired. It is expectedthat experiences in the surgical
subspecialtieswillbeprimarily in outpatientsettings.This is in
additionto learningfromconsultations.

8. Obstetricsand Gynecology
The resident must be provided with instiuctionin the biological
and psychological impactofpregnancy, delivery, and care ofthe
newborn on awoman and her family. Theresident should be
taught technicalskills in the provision ofantepartumand post
partum careand the nonnal delivery processas well as in the
complications ofpregnancyand their management. The resi
dent shouldbe taught certain operativeskillsin obstetricaland
gynecological procedures.1b acquiresuch skills, the family prac
tice resident must spend at least 3 monthsin a structurededu
cationalexperience,ofwhichat least 2 monthsmustbe in
obstetricsand at least 1monthmustbe in gynecology. Theresi
dent mustassumethe responsibility forprovision ofantenatal,
natal, andpostnatal care ona continuingbasistoa numberof
patients sufficientto meet the requiredobjectives. Whenever
possible these patients shouldbe derivedfrom the residents'
panel ofpatients in the family practice center.

Aprogram must be able to makearrangementsforadditional
OblGyn trainingon an electivebasiswithinthe 36-month cur
riculum. This shouldincludehigh-risk obstetricsand the oppor
tunity forresidents to develop technicalproficiency in those
surgical proceduresthat family physicians may be calledon to
perform,

9. Emergency Medicine
Theremustbe a structured educationalexperience of 1to 3
months'duration in the delivery ofemergency medicine care
with competentand full-time on-sitesupervision. The initial
monthshouldbe a blockrotation rather than a longitudinal
format.

Theremustbe sufficient qualityand typesoffacilities, equip
ment,and supportpersonneland a broadrangeofpatient prob
lemsto provide the residentswith adequate experience in
initialmanagement ofseriousemergencies.

Theemergency medicine portionofthe curriculum should
utilizebothdidacticand clinicalexperiences. Specific modern
lifesaving skillsmust be taught to all residents,eg,advanced
cardiaclifesupport,airway insertion,chest tube insertion,
hemostasis.
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10. SportsMedicine
Sportsmedicinemust include basic physical assessment for par
ticipationaswell asevaluationand management of common
Injuries.

11.Dermatology
The curriculummust include a required educational experience
in dermatology of60 to 120 hours. Most of this experience
shouldbe in an outpatient setting with a qualified physician
teacher of dermatology and should be supplementary to the
learningthat results from consultations.

12.Diagnostic Imaging
The programmust providethe residents with ample opportunity
to learn the appropriate application of techniques and specialty
consultations in the diagnostic imagingof organsand bodysys
tems. Instruction should include the limitations and risks atten
dant on these techniques.The format of the instruction should
beadapted to the resourcesavaiiable,but must include radio
graphicfilm and diagnostic imaging interpretation pertinent to
family practice.

13. Practice Management
There must be 60hours of instruction in practice management
taught in both didactic and practical settings. Emphasisshould
beon providing the resident with the tools to be successfulin
practice while optimizing patient care.

TheFamily Practice Center should be consideredone of the
primarysites for teaching practice management.

14. Other Curricular Elements
Other areas of training should include:
a. Nuclearmedicine
b. Physical medicineand rehabilitation
c. Olinieallaboratoryscience
d. Use ofdrugs and their interaction
e. Administration ofanesthetics
f. ProfessionalliabiIity/risk management

15. Electives
Electivesthat are wellconstructed, purposeful. and effective
learning experiencesare an essential part ofa family practice
residencyprogram. Electives should not utilize more than 6
months of the total curriculum.butthere must be a minimum of
3 months availableto each resident for electives. The choiceof
electives by the resident must be made with the advice and con
sent of the program director. Most electiveswillbe concerned
with subspecializedareas of the major primary specialties and
maybe obtained in variousways. However, a structured educa
tional experience in rural and/or inner-city health care should
be availableto residents if such experienceadds a dimensionto
the educational program that is not otherwise present.

Electivesare intended primarilyto enrich the residents' train
ing with experiencesrelevant to their future practice plans or in
terests asfamily physicians. Afterproper counseling bythe
programdirector and/or faculty, residents mayuse electivesin
part to removeidentifieddeficienciesin knowledge or skills.No
more than half ofthe total elective time may beused for reme
dial purposes.

16. Research and Scholarly Activity
Graduate medicaleducation must take place in an environment
of inquiry and scholarshipin which residents participate in the
developmentofnewknowledge, learn to evaluateresearch find
ings,and develop habits of inquiryas a continuing professional
responsibility.
a. Participation byTeaching Staff

While not all membersofa teaching staff must be investiga
tors, the staff as awhole must demonstrate broad involve
ment in scholarlyactivity. Thisacthity should include:

1. Active participation of the teachingstaff in clinical discus
sions, rounds, and conferencesin a manner that promotes
a spirit of inquiry and scholarship. Scholarship impliesan
in-depth understanding ofbasic mechanisms of normal
and abnormal states and the application of current knowl
edge to practice.

2. Active participation in regional or nationalprofessional and
scientific societies, particularlythroughpresentations at
the organizations' meetingsand publication in their
journals.

3. Participation in research, particularlyin projects that are
funded following peer review and/or result in publications
or presentations at regionaland nationalscientific
meetings.

4. Offeringof guidance and technical support (eg, research de
sign, statistical analysis) for residents involved in research
and support for resident participationin scholarlyactivities.

b. Resident Research and Scholarly Activity
The participation ofeach resident in anactiveresearch pro
gramshould be encouragedasanessential part of the prepa
ration for a lifetime ofself-education after the completionof
formal training. GeneralIy, this activity should be concurrent
with other assignments, provided the responsibilitiesof the
resident are adjusted in a way topermita reasonable time for
research activity. This experienceshouldgive the residents
an awareness of the basic principlesofstudydesign, perfor
mance, analysis,and reporting,asweD asan awareness of the
relevance of research to patient care.

17. Conferences
There should be an overallconferenceschedule that covers the
broad range oftopics essential to family practice.

The conferences,seminars, or workshops for the family prac
tice residents should be designedto augmenttheir clinical expe
riences and should be held at least twicea week.These must be
conducted by persons knowfedgeable in the topics under discus
sion. Residents should also have the opportunityto present
cases. Faculty, staff, and residents shouldparticipate, but confer
ences designed solelyfor the medicalstaffare inadequate asa
substitute for a completeconferenceschedule in graduate
training.

There alsoshould be regularlyscheduledconferences for fac
ulty and residents during whichcritical review of medical litera
ture takes place. Reasonable attendance requirements must
exist,and facultyand resident attendance should be monitored
bythe programdirector.

III. Program Personnel
The programdirector and teachingstaffare responsible for the gen
eral administration of the program, including those activities re
lated to the recruitment, selection, instruction,supervision,
counseling, evaluation, and advancementofresidents and the main
tenance of records related to program accreditation.

A.ProgramDirector
There must be a single program director responsiblefor the pro
gram.Continuityof leadershipovera periodofyears is important to
the stability ofa residencyprogram. Frequent changes in leader
ship or longperiodsof temporaryleadership usually have an
adverseeffect on an educationalprogram andwill be cause for seri
ousconcern. The RRC must be notified promptly ofany change in
the leadership of the program.
1. Qualifications of the Director

The director must havedemonstrated abilityas a teacher, clini
cian, and administrator. Thedirector must be capable of admini
teringthe program in an effective manner and be actively
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involved in the care ofpatients. This individualmust devote suffi
cient time to the residencyprogram to providecontinuity of lead
ership and to fulfill the administrative and teaching
responsibilities inherent in achieving the educational goalsof
the program.

Priorto assuming this position the program director must
havehada minimum of2 years' full-timeprofessional activity in
family practice and should have had teaching experience in a
family practice residencyprogram."The director must be cur
rently cenlfied bythe AmericanBoard of Farnilv Practice or have
suitable equivalent qualificationsand must be licensed to prac
tice medicinein the state where the institution that sponsors the
program is located. (Certain federal programs are exempted.)
The RRe will determine the acceptability of alternate qualifica
tions.The director also must hold an appointment in good stand
ing to the medical staffofan institution participating in the
program.

~. Responsibilities of Director
In addition to those responsibilitiesdescribed in other sections
of these requirements, the programdirector is responsible for
the selection and supervision of the teaching staff and'other pro
gram personnelat each institution participating in the program.
She or he also has responsibility for selection of residents for ap
pointment to the programin accordance with institutional and
departmental policiesand procedures.

Thedirector is also responsible for the implementationof fair
procedures,as established bythe sponsoringinstitution, regard
ing academicdisciplineand resident complaints or grievances.

B.Family Practice Faculty
Amemberof the teachingstaff ofeach participating institution
must be designatedto assume responsibilityfor the day-to-day
activitiesofthe programat that institution, with overallcoordina
tion bythe programdirector.

The facultymust contain teachers with the diversified interests
and expertise necessaryto meet the training responsibilitiesof the
program. Onemeasure of the qualityof a faculty is whether there is
evidence ofparticipation in research and other scholarlyactivities.
Thenumber ofphysicianfacultymust be sufficient to ensure that
there is always an appropriate number who, without other obliga
tions,supervisethe residents in the Iarnilypractice center when
ever the residents are seeing patients. Theremust be at least one
full-time equivalent family physicianfacultymember for each six
residents LI1 the program.Wherepan-time facultyare utilized.
there must be evidenceofsufficientcontinuityof teaching and su
pervision.

The family physicianfacultyshould havea specific time commit
ment to patient care to enable them to maintain their clinicalskills
and serve as role modelsfor the residents. Family physician faculty
must haveadmitting and attending privileges in the hospital(s)
where the majority of FamilyPractice Center patients are
hospitalized.

Physiciansin the other specialties whoare part of the facultyof
the program must devotesufficienttime to teaching and supervis
in~ the Iarruly practice residents to ensure that the program's goals
for their specialtyareas are accomplished.

C. Consultant Faculty
Consultations byrecognized specialists in their fieldsshould be util
ized. Consultations should occur in a locationthat allows residents
to participate in the consultation as an educational experience.

:5, ThL<J does nOL apply to program directors whow-re appornted before.Iulv I. 198:1
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D. Other Special Faculty
Additional facultywill be needed toprovideinput into areas such as
behavioralscience, the social services, nutrition, oral pathology,
and pharmacy. IT faculty in these disciplinesarenot readilyavail
able fromcurrent staff or faculty, resources in the community may
be utilized.

E. Oualifications of Faculty

All ofthe keyfaculty members in the programmustdemonstrate
suitable qualifications for their specialty areas, eg, Board certifica
tion or equivalent for physician faculty, appropriate credentials for
the nonphysician faculty. There must be an explicitsystem to de
velopand maintain academic and clinical skillsof the facultyand to
foster their continual professionalgrowthand development.

F. Supervision

It is the responsibilityof the programdirector and facultyto ensure
that residents are appropriately supervised.Institutional and pro
grampoliciesand procedures must ensure that all residentsare
adequately supervised in carrying out their patient care responsibili
ties. Supervising policiesof the residencyshould be consistentwith
those of the institution. These policiesmust be in writingand be dis
tributed to all members of the programstaff.

Facultyon-callschedules must be structured to ensure that su
pervision is readilyavailable to residents on duty. Anappropriately
qualifiedmember of the program's facultymust be inattendance on
site when the needed services or procedures exceedthe capability
of the mostsenior supervisingresident or when qualified senior resi
dents are unavailablefor supervisionof morejunior residents.

G. Support Staff

There must be appropriate numbers and typesofsupport staff to
meet the needs of health careand resident education.

IV. PatientPopulation
Patients whoprovidea broad spectrum ofproblemsand represent
varied incomelevelsand ages and both sexes should be attended in
the hospital, in the FamilyPractice Center, at home, and in institu
tions for long-term care or rehabilitation. There must be an institu
tional patient careevaluation programto foster continuing
improvement ofambulatoryand inpatient care provided bythe insti
tution and medicalstaff.

A. Inpatients

Asufficientnumber of inpatients must be available to provide a
broadspectrum ofproblemsin any givendiscipline. Thedisease
spectrum availablefor resident education must be that common to
the general community. The programmust offera structured educa
tional experience that allowsresidents the opportunityto attain ex
pertise in emergencyinitial care of unusual or life-threatening
problems.

B.Ambulatory Patients
Astable patient populationof sufficientnumber and variety is nec
essaryto ensure comprehensiveness and continuityofexperiences
for the residents. The majorpart of the patient visits in the Family
Practice Center shouldbe fromfamily units forwhicha resident is
responsible. Apatient populationseeking onlyepisodiccare does
not meet this requirement.

There must be a sufficientvolumeofpatients in the family prac
tice center to provide adequate experience for the residents in the
program. While the total number of patients to be seen byeach resi
dent is not specified, the following minimum numbers ofpatients
should be seen byresidents as they progress through their training:
one to twopatients per hour for first-yearresidents; two to three pa
tients per hour for second-year residents; and three to fourpatients
per hour for third-yearresidents.
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V. Facilities
Aprogrammust provide the facilities required for the education of
residents in sufficiently close proximitv to the primarv hospital to
allow for the efficient functioningof the training program,

~ultiple teachingfacilities maybe used as lonu as [here I::i no
compromise of the qualityof the educational programand no siurnfl
cant reduction in attendance of residents at teaching sessions 1)1' re
duction of camaraderieand exchangeof informationarnonz
residents and/or faculty.

A. Primary and Affiliated Hospital
1. NumberofBeds

It is essential that the participating hospitals.primaryand affili
ated. be ofsufficientsize and havean adequate number ofoccu
pied teaching beds to ensure a sufficient patient load and variety
of problemsforthe education ofthe number of residents and
other learners on the services.Experiencehas demonstrated
that facilitiesthat have fewerthan 135 occupiedbeds often are
not able to provide adequate physical. human. and educational
resources for training in family medicine."

2. Medical Staff
Qualified medicalstaff must be available In sufficient number to
ensure adequate patient care and consultation in family prac
tice, internal medicine.surgery, pediatrics.obstetrics/gynecology,
pathology, psychiatry, radiology, otolaryngology, urology, neurol
ogy, cardiology, dermatology, orthopedics, ophthalmology, anes
thesia, and emergency medicine.

The medicalstaffshould be organizedso that farnilv physician
members mayparticipate in appropriate hospital governance ac
tivities on a basis equivalent to that of those in other specialties.
Wherea hospital isdepartmentalized. there should be a clinical
department offamily practice,

3. Use of Multiple Hospitals
Multiplehospitalsmaybe used if the primaryfacility is unable to
provideall of the required experiences.Suchadditional hospitals
must not be at such a distance from the primaryteaching sites
that they require excessive travel time or otherwisefragment the
educational experience,

B. Family Practice Center
1. Functional Status

A familypractice center must be in operation for the training of
family practice residents (whether or not in a temporaryloca
tion) on the date the program begins. If more than one center is
used. the additional centers must meet the same criteria as the
primary center. Experiencesavailable in the multiplecenters
should be comparable.

2. Design
The center must be a clearly identifiable unit that includesa
separate entry, waitingroom. and appointment system. The de
sign of the Family Practice Centermust ensure adequate pa
tient flowto provideappropriate patient care, accessibility, and
teaching opportunities,The Familv Practice Center should ha,'"
provisions for handicappedpersons.

3. Size
TWo examining roomsper physician workrnz in the «enter at one
time (counting both residents and physiciantaculrvwho haw
patient care responsibilities) shouldbe available. In lases

. where the Family Practice Center is utilized ['if traininz orher

6. ReqUlremenUl concernmgnumberof hospital beds rnavbe r"l;:ll"rl",j ;;]'f" .l~pr"l't:
ately in terms of those availablefor use In lramml: TI'SIUf'nLS, .... h!',nl~r In t;;t' pTlm::.:'

hospital alone or in the primary plus aifiliated h()SpHJb combint."l. \UlT'tH'r nt bl'llS

must be perceived in context of the total number. types.and ]P(';H:lJfl,i, <l-> '.,~I! as m,O'E

caJstaff availablefor qualitycare and teachms
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learners. eg, fellows, nurses. medicalstudents, and physician as
sistants. sufficient additional space must be available sothat
the efficiencyof the residents is not compromised.

Other functional areas must include a businessoffice. a re
cord room. an officelibrary, patient care rooms. a conference
room. a basic laboratoryappropriate to office practice. J resi
dent workarea. and faculty/staffoffices.

The FamilyPractice Center should provide space forthe phy
sician to conduct individual and small-group counseling.

4. Diagnosuc Laboratoryand Ima.gin~ Services
Tnere must be provision fordiagnostic laboratoryand imaging
servicesso that there is promptand convenientaccess by
patients and residents forpatient care and education.

5. Location
The location of the Family Practice Center in relation to the hos
pital(5) should besuch that it allowsconservation of the resi
dents' time in order to utilizeefficientlythe educational
opportunities and provide necessarypatient care at both sites.

6. Equipment
The Farnilv Practice Center must contain all equipment neces
sary to meet the basic needs ofan efficientfamily practice office
and an acceptable educational programfor family practice
residents.

7. Record System
Patients' ambulatorymedicalrecords must be maintainedso
that easyand prompt accessibility is ensured at alItimes.

The record system must providefor patient care audit and
chart reviewand must be capable of prompt documentationof
all facets of family care, includingcare rendered in the Family
Practice Center, hospital, home,via telephone, and that pro
videdin other institutions.

The medical record systemmust be designedfor the retriev
abilityof data pertinent to patient care and the monitoring of
the residents' experiences.

8. SchedulingofAppointments
Appointmentsmust be scheduled in the Family Practice Center
byregular employees ofthe center who are cognizantofthe im
portance of the appointment system in the delivery ofcont~~
ing care and in ensuring patient access to a requested physician.

9. Hours ofOperation
The Family Practice Center must be an exclusive facilityavail
able for patient services during weekday hours commensurate
with community medicalpractices to provide continuingcom
prehensivecare and a place where patients mayexpect to ob
tain services.

When the Family Practice Center is closed.there must be pro
vision for patients to haveaccess to their personal physicianor
a designated substitute physician.

W. Sourceof Income
Thefiscal operation of the Family Practice Center must reflect a
balance betweenservice andeducation that does not adversely
affect the educational objectives. There should be a plan to en
sure long-range fiscalstability of the program.

C. Ambulatory Units Other Than family Practice Centers
Ambulatorv uruts other than Family Practice Centers are those
sites that provideexperiences that differfrom those offeredin the
Farruly Practice Center and that enhance the educational program.

D.library

Residents must have readv access to a majormedical library,
either at the institution ",'here the residents are located or
througharrangement with convenient nearby institutions.

, Librarv services shouldinclude the electronic retrieval of inform'
tion from medical databases,
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3.Theremustbeaccess to an on-site library or to a collection of
appropriate textsandjournalsin each institution participating in
a residency program. On-site librariesand/orcollections of texts
andjournals mustbe readily available duringnightsand
weekends.

VI. Evaluation

A. Evaluation of Residen1s
There mustbeadequate, ongoing evaluation ofthe knowledge, com
petency, and performance ofthe residents. Entryevaluation assess
ment, interim testing, andperiodic reassessment, as wellas other
modalities forevaluation, should be utilized.

Written evaluation ofeachresident's, knowledge, skills, profes
sional growth, andperformance, using appropriate criteriaand
procedures, mustbeaccomplished at leastsemiannually. These
evaluations mustbecommunicated to the residentin a timely
manner.

Residents should be advanced to positions ofhigherresponsibil
ityonly onthe basis ofevidence oftheir satisfactory progressive
scholarship and professional growth.

Theprogram mustmaintain a permanentrecordofevaluation for
eachresident and have it accessible to the residentand other
authorized personnel.

Theprogram directorandfaculty are responsible forprovision of
a writtenfinal evaluation foreachresidentwho completes the pro
gram. Theevaluation mustinclude a review ofthe resident'sper
fonnance during the finalperiodoftrainingandshould verify that
the residenthas demonstrated sufficient professional ability to
practicecompetently and independently. This final evaluation
should bepart ofthe resident's permanentrecordmaintained by
the institution.

Asystem fordocumentation ofresidents'experiences mustbe
utilized to monitor the educational experience and to provide docu
mentation forfuture hospital privileges.

B.Evaluation of Faculty
All teaching faculty mustbeevaluated onan ongoing basis. Docu
mentation offaculty evaluation should include teachingability,
clinical knowledge, attitudes,scholarly contributions, interpersonal
skills, and communication abilities.

C. Evaluation of Patient Care
Theprogram mustconsider high-quality patient careas oneofits
primary objectives andevaluate the care that is provided. There
mustbe a currentand retrospective audit toprovide necessary feed
backforcontinuing improvement ofambulatory and inpatientcare.
D. Evaluation of the Progr.am
Thefamily practiceresidency must incorporate all elements ofthe
Program Requirements. Theeducational effectiveness ofa program
mustbe evaluatedin a systematic manner. 1bimplement this, the
program should engage in self-evaluation within the context ofthe
educational goals and objectives, the needsofthe residents, teach
ingresponsibilities ofthe faculty, the availability ofadministrative
andfinancial support, and adequatehealth-care resources within
the community. This evaluation should include an examination of
the balance among education, research, andservice andofthe
extent to which the educational goals have beenmet byresidents.
Written evaluations byresidentsshould beutilized in this process.
Continuing medical education should occupy a prominent place in
the program. and residents should be encouraged to develop learn
ingpatterns to continue their education.

Theteachingstaffmustbe organized andhave regular docu
mentedmeetings to review program goals andobjectives as well as
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program effectiveness in achieving them.Atleastoneresidentrep
resentative should participate in these reviews.
E.Evaluation ofthe Graduate
It is the responsibility ofall programs to maintaincontactwith
their graduates to obtain information aboutpractice effectiveness,
relevance oftrainingto practicedemands, personal satisfaction
with role, practical responsibilities, evidence ofparticipation in con
tinuingmedical education, and boardcertification.

VII. InfonnationItems

A.Evaluation by the RRC
Theprogram will be evaluated bythe RRC at regular intervals. It is
the responsibility ofthe program directorto submit accurateand
complete information as requested bythe RRC onthe program in
formation forms or in specialcommunication from the committee.
TheRRC willjudgethe degree ofcompliance withthe Program
Requirements and withthe Institutional Requirements.

One measure ofthe quality ofa residency program is the perfor
manceofits graduates on the certifying examination ofthe Ameri
can Board ofFamily Practice.In its evaluation ofresidency
programs the RRC will take intoconsideration the infonnation pro
videdbythe boardregarding residentperfonnance onthe certifying
examinations overa periodofseveral years.

Thedegree ofresidentattritionand the presence ofa critical
massofresidents alsoare factors that willbe considered bythe
RRC in the overall evaluation ofthe program.

B.Notification of Change
TheRRC mustbe notified promptly ofI1U\ior changes in the pro
gram, including a change in leadership. Priorapproval ofthe RRC is
requiredforthe following: (1) the addition or deletion ofa major
participating hospital, (2) the utilization ofa newand/oradditional
family practice center or the alteration ofan existingcenter in any
way that might make the facility lesssuitable,and (3) major
changes in the program format. Onreview ofa proposal formajor
changein a program, the RRC may detennine that a sitevisitis
necessary before a decision can bemade.

C. BoardCertification
Family practice residentswho planto seek certification bythe
American Board ofFamily Practice shouldcommunicate withthe
executive secretary of the board.

ACGME: June 1992 Effective: July 1995

Program Requirements for
Residency Education in Family
Practice Geriatric Medicineand
Family Practice Sports Medicine
Thefollowing generic requirements pertain to programs in Family
PracticeGeriatric Medicine and Family PracticeSports Medicine.
Eachprogram mustcomply withthe requirements listedbelow as
well as withthe specialty contentfound in the Program Require
mentsforthe respective area.

These programs mustexistin conjunction withand be an inte
gratedpart ofan Accreditation Council forGraduate Medical Educa
tion (ACGME)-accredited family practiceresidency program. Their
existence should notcompromise the integrityofthe coreprogram.

Residents who are appointed to programs in geriatric medicine
musthave satisfactorily completed an ACGME-accredited residency
in family practice or internalmedicine. Residents appointed to the
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APPENDIX 0

12/28/954:09 PM

Accident and sickness insurance; access to obstetrician-gynecologists. Requires health
insurers (including HMOs) providing obstetrical and gynecological services under their policies or
plans to permit females (age 13 and older) to have direct access to obstetrician-gynecologists,
without the necessity of prior referral.
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SENATE BILL NO. HOUSE BILL NO. _

1 A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia and to

2 amend the Code of Virginia by adding in Article 1 of Chapter 34 of Title 38.2, a section

3 numbered 38.2-3407.10, relating to accident and sickness insurance; access to

4 obstetrician-gynecologists.

5 Be it enacted by the General Assembly of Virginia:

6 1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted

7 and that the Code of Virginia is amended by adding a section numbered as follows:

8 &38.2-3407.10 Access to Obstetrician-Gynecologists.

9 A. Each 0) insurer proposing to issue individual or group accident and sickness

10 insurance policies providing hospital, medical and surgical or major medical coverage on an

i 1 ~xpense incurred basis, (m corporation providing individual or group accident and sickness

2 subscription contracts. and (iii) health maintenance organization providing a health care plan

3 for health care services, whose policies. contracts or plans, including any certificate or

4 evidence of coverage issued in connection with such policies. contracts or plans. include

5 coverage for obstetrical or gynecological services. shall permit any female of age 13 or older

6 covered thereunder direct access. without prior referral. to the health care services of an

7 Obstetrician-gynecologist 0) authorized to provide services under such policy, contract or plan

8 and (in selected by such female.

9 B. For the purpose of this section. "health care services" means the full scope of

o medically necessary services provided by the obstetrician-gynecologist in the care of or

1 related to the female reproductive system and immunization for disorders and diseases in

2 accordance with the most current published recommendations of the American College of

3 Obstetricians and Gynecologists, and includes services provided by nurse practitioners,

1

A-73



LD1011320

1 ohysician's assistants, and certified nurse midwives in collaboration with the obstetrician-

2 gvnecologist providing care to an individual covered under any such policy. contract or plan.

3 C. Each insurec corporation or health maintenance organization subject to the

4 orovisions of this section shall inform females covered under any such policy, contract. or

5 Dian, of the orovisions of this section.

6 D. The provisions of this section shall not apply to short-term traveL or accident-only

7 oolicies, or to short-term nonrenewable policies of not more than six months' duration.

8 § 38.2-4214. Application of certain provisions of law.

9 No provision of this title except this chapter and, insofar as they are not inconsistent

10 with this chapter, §§ 38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-

11 225, 38.2-230, 38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-413, 38.2-500

12 through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through

13 38.2-904, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-

14 1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13,38.2-1312, 38.2-1314, 38.2-1317

15 through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through

16 38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through

17 38.2-3407.6,38.2-3407.9, 38.2-3407.10. 38.2-3409, 38.2-3411 through 38.2-3419.1,38.2-

18 3425 through 38.2-3429, 38.2-3431, 38.2-3432, 38.2-3500. 38.2-3501, 38.2-3502, 38.2-

19 3514.1, 38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-

20 3525 , 38.2-3540.1. 38.2-3541 , 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§

21 38.2-5300 et seq.) of this title shall apply to the operation of a plan.

22 § 38.2-4319. Statutory construction and relationship to other laws.

23 A. No provisions of this title except this chapter and, insofar as they are not

24 inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-218

25 through 38.2-225, 38.2-229, 38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-

26 413, 38.2-500 through 38.2-515, 38.2-600 through 38.2-620, Chapter 9 (§ 38.2-900 et seq.) of

27 this title, 38.2-1057, 38.2-1306.2 through 38.2-1309, Article 4 (§ 38.2-1317 et seq.) of Chapter

2
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2 38.2-3407.6, 38.2-3407.9, 38.2-3407.10, 38.2-3411.2, 38.2-3418.1, 38.2-3418.1:1, 38.2-

3 3418.2, 38.2-3419.1, 38.2-3431, 38.2-3432, 38.2-3433, 38.2-3500, 38.2-3514.1, 38.2-3525,

4 38.2-3542, and Chapter 53 (§ 38.2-5300 et seq.) of this title shall be applicable to any health

5 maintenance organization granted a license under this chapter. This chapter shall not apply to

6 an insurer or health services plan licensed and regulated in conformance with the insurance

7 laws or Chapter 42 (§ 38.2-4200 et seq.) of this title except with respect to the activities of its

8 health maintenance organization.

9 B. Solicitation of enrollees by a licensed health maintenance organization or by its

10 representatives shall not be construed to violate any provisions of law relating to solicitation or

11 advertising by health professionals.

12 C. A licensed health maintenance organization shall not be deemed to be engaged in

13 the unlawful practice of medicine. All health care providers associated with a health

"T1aintenance organization shall be subject to all provisions of law.

15 D. Notwithstanding the definition of an eligible employee as set forth in § 38.2-3431, a

16 health maintenance organization providing health care plans pursuant to § 38.2-3431 shall not

17 be required to offer coverage to or accept applications from an employee who does not reside

18 within the health maintenance organization's service area.

19 #

3
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APPENDIX P

12/12/95 9:03 AM

Accident and sickness insurance; access to Ob/Gyn providers. Requires insurers, HMOs
and nonstock corporations providing health care coverage plans to integrate one of the following
ootions in health care coverage plans providing coverage of obstetrical and gynecological services
through managed care structures: (i) permit individuals to designate an in-network
ctstetrician/gynecologist as a primary care physician, or (ii) permit individuals to receive an annual
examination by an in-network obstetrician/gynecologist for routine gynecological care without a
referral from the individual's primary care provider.
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SENATE BILL NO. HOUSE BILL NO. _

1 A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia7 and to

2 amend the Code of Virginia by adding in Artide 1 of Chapter 34 of Title 38.2, a section

3 numbered 38.2-3407.10, relating to accident and sickness insurance; access to

4 Ob/Gyn services.

5 Be it enacted by the General Assembly of Virginia:

6 1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted,

7 and that the Code of Virginia is amended by adding in Article 1 of Chapter 34 of Title

8 38.2, a section numbered 38.2-3407.10 as follows:

9 § 38.2-3407.10. Access to obstetricat and gynecological services.

10 A. Each insurer proposing to issue individual or group accident and sickness

insurance policies providing hospital, medical and surgicat or major medical coverage on an

12 expense-incurred basis through a preferred provider organization. each corporation providing

13 individual or group accident and sickness sUbscription contracts through a preferred provider

14 organization. and each health maintenance organization providing a health care plan for

15 health care services that provides coverage for gynecological and obstetrical services under

6 any such policy. contract or plan delivered! issued for delivery or renewed in this

7 Commonwealth 'on and after July 1, 1996. shall (j) permit individuals covered under any such

8 oolicy. contract. or plan to designate an in-network obstetrician/gynecologist as a primary care

9 ohysician. or (in Dermit individuals covered under any such RoHcy. contract. or plan to receive

o an annual examination by an in-network obstetrician/gynecologist for routine gynecological

1 care without a referral from the Individual's primary care provider.

2 B. The provisions of this section shall not apply to short-term traveL accident-only,

? limited or specified disease policies. or to short-term nonrenewable Dalides of not more than

~ I six months' duration.

1
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1 § 38.2-4214. Application of certain provisions 'of law.

2 No provision of this title except this chapter and, insofar as they are not inconsistent

3 with this chapter, §§ 38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-

4 225, 38.2-230, 38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-413, 38.2-500

5 through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through

6 38.2-904, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-

7 1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13, 38.2-1312, 38.2-1314, 38.2-1317

8 through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through

9 38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through

10 38.2-3407.6,38.2-3407.9, 38.2-3407.10, 38.2-3409, 38.2-3411 through 38.2-3419.1,38.2-

11 3425 through 38.2-3429, 38.2-3431, 38.2-3432, 38.2-3500, 38.2-3501, 38.2-3502, 38.2-

12 3514.1, 38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-

13 3525, 38.2-3540.1, 38.2-3541, 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§

14 38.2-5300 et seq.) of this title shatl apply to the operation of a plan.

15 § 38.2-4319. Statutory construction and relationship to other laws.

16 A. No provisions of this title except this chapter and, insofar as they are not

17 inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-218

18 through 38.2-225, 38.2-229, 38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-

19 413, 38.2-500 through 38.2-515, 38.2-600 through 38.2-{320, Chapter 9 (§ 38.2-900 et seq.) of

20 this title, 38.2-1057,38.2-1306.2 through 38.2-1309, Article 4 (§ 38.2-1317 et seq.) of-Chapter

21 13, 38.2-1800 through 38.2-1836, 38.2-3401, 38.2-3405, 38.2-3405.1, 38.2-3407.2 through

22 38.2-3407.6, 38.2-3407.9, 38.2-3407.10. 38.2-3411.2, 38.2-3418.1, 38.2-3418.1:1, 38.2-

23 3418.2, 38.2-3419.1, 38.2-3431, 38.2-3432, 38.2-3433, 38.2-3500, 38.2-3514.1, 38.2-3525,

24 38.2-3542, and Chapter 53 (§ 38.2-5300 et seq.) of this title shall be applicable to any health

25 maintenance organization granted a license under this chapter. This chapter shall not apply to

26 an insurer or health services plan licensed and regulated in conformance with the insurance

2
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APPENDIX Q

01/11/96 10:29 AM

Accident and sickness insurance; access to ob/gyn providers; primary care providers.
Requires insurers, HMOs and nonstock corporations providing health care coverage plans to
integrate one of the following options in health care coverage plans providing coverage of obstetrical
and gynecological services through managed care structures: (i) permit individuals to designate an
in-network obstetrician/gynecologist as a primary care physician or (ii) permit individuals to receive
an annual examination by an in-network obstetrician/gynecologist for routine gynecological care
without a referral from the individual's primary care provider. If, however, an individual's primary care
provider is neither an obstetrician/gynecologist nor a board-certified family practice specialist, then
unlimited direct access to an in-network obstetrician/gynecologist shall be permitted.
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1 A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia, and to

2 amend the Code of Virginia by adding in Article 1 of Chapter 34 of Title 38.2 a section

3 numbered 38.2-3407.10, relating to accident and sickness insurance; access to ob/gyn

4 services.

5 Be it enacted by the General Assembly of Virginia:

6 1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted,

7 and that the Code of Virginia is amended by adding in Article 1 of Chapter 34 of Title

8 38.2 a section numbered 38.2-3407.10 as follows:

9 § 38.2-3407.10. Access to obstetrical and gynecological services.

10 A. Each insurer proposing to issue individual or group accident and sickness

insurance policies providing hospital. medical and surgical or major medical coverage on an

12 expense-incurred basis through a preferred provider organization, each corporation providing

13 individual or group accident and sickness subscription contracts through a preferred provider

14 organization, and each health maintenance organization prOViding a health care plan for

15 health care services that provides coverage for gynecological and obstetrical services under

16 any such policy. contract or plan delivered, issued for delivery or renewed in this

17 Commonwealth on and after JUly 1, 1996, shall (n permit individuals covered under any such

18 policy, contract. or plan to designate an in-network obstetrician/gynecologist as a primary care

19 physician or (ii) permit individuals covered under any such policy, contract. or plan to receive

20 an annual examination by an in-network obstetrician/gynecologist for routine gynecological

21 care without a referral from the individual's primary care provider. If. however, such

22 individual's primary care provider is neither an obstetrician/gynecologist nor a board-certified

~~ family practice specialist. then unlimited direct access to an in-network

- ., obstetrician/gynecologist shall be permitted.

1
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1 B. The provisions of this section shall not apply to short-term travel. accident-only,

2 limited or specified disease policies. or to short-term nonrenewable policies of not more than

3 six months' duration.

4 § 38.2-4214. Application of certain provisions of law.

S No provision of this title except this chapter and, insofar as they are not inconsistent

6 with this chapter, §§ 38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-

7 225, 38.2-230,38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-413, 38.2-500

8 through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through

9 38.2-904, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-

10 1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13, 38.2-1312, 38.2-1314, 38.2-1317

11 through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through

12 38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through

13 38.2-3407.6, 38.2-3407.9~ 38.2-3407.10, 38.2-3409, 38.2-3411 through 38.2-3419.1, 38.2-

14 3425 through 38.2-3429, 38.2-3431, 38.2-3432, 38.2-3500, 38.2-3501, 38.2-3502, 38.2-

15 3514.1,38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-

16 3525, 38.2-3540.1, 38.2-3541, 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§

17 38.2-5300 et seq.) of this title shall apply to the operation of a plan.

18 § 38.2-4319. Statutory construction and relationship to other laws.

19 A. No provisions of this title except this chapter and, insofar as they are not

20 inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-21'8

21 through 38.2-225, 38.2-229, 38.2-232, 38.2-316, 38.2-322, 38.2-400, 38.2-402 through 38.2-

22 413, 38.2-500 through 38.2-515, 38.2-600 through 38.2-620, Chapter 9 (§ 38.2-900 et seq.) of

23 this title, 38.2-1057, 38.2-1306.2 through 38.2-1309, Article 4 (§ 38.2-1317 et seq.) of Chapter

24 13, 38~2-1800 through 38.2-1836,38.2-3401,38.2-3405,38.2-3405.1, 38.2-3407.2 through

25 38.2-3407.6, 38.2-3407.g~ 38.2-3407.10 38.2-3411.2,38.2-3418.1,38.2-3418.1:1,38.2-

26 3418.2, 38.2-3419.1, 38.2-3431, 38.2-3432, 38.2-3433, 38.2-3500, 38.2-3514.1, 38.2-3525,

27 3g.~-·35421 and Chapter 53 (§ 38.2-5300 et seq.) of this title shall be applicable to any health

2
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maintenance organization granted a license under this chapter. This chapter shall not apply to

2 an insurer or health services plan licensed and regulated in conformance with the insurance

3 laws or Chapter 42 (§ 38.2-4200 et seq.) of this title except with respect to the activities of its

4 health maintenance organization.

S 8. Solicitation of enrollees by a licensed health maintenance organization or by its

6 representatives shall not be construed to violate any provisions of law relating to solicitation or

7 advertising by health professionals.

8 C. A licensed health maintenance organization shall not be deemed to be engaged in

9 the unlawful practice of medicine. All health care providers associated with a health

10 maintenance organization shall be subject to all provisions of law.

11 D. Notwithstanding the definition of an eligible employee as set forth in § 38.2-3431, a

12 health maintenance organization providing health care plans pursuant to § 38.2-3431 shall not

13 be required to offer coverage to or accept applications from an employee who does not reside

within the health maintenance organization's service area.

15 #

16
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APPENDIX R

GAYSIDE RJ\MI y PRAcrICE BQ}'side. Pl"Oftnronal Center
2()17Pleasur«Hause Rd.. Vi1'1l1llta Beach. VA 23455

(804) 460-09J~'i /FlU (804) 460-00"85

... _ --- .
Clarence A. Holland., M.D.=

William B. Warden. MD., :
DIplomate. ABFP ;

George S. Woog, M.D., FAAFP :
Diplomate. ABFF :

KarenM. Han, M.D.,
Diplomate, ABFP

Merih Dagli,M.D..
Diplomase. A8FP

M.ary Deary-Weiss, A.N.P.

Ja.nuaJttj 10, 7996

The Hono~bLe Glady~ B. Ke~gJ C~an

Joint Sub~ommlttee HJR 560
'O-i.v.iAi.on 0 uLe.g..iAtati.ve. SeJtv..ice.,.j
Ge.ne/uti. A.6 ~ e.mbty BtUlcUng
91 0 Ca.pUo! Sbleu
Richmo~d, V~g~~ 23219

Vea..t G.lo.d tj-6 :

Today I ~~v~~~d ~ copy 06 ~he ~a.O~ ~epont o~ HJR 560.
Acc.eA~ to OB-GV~ 4 Vtvi.c.eA iA Jt.e~uv.[t'lg a. tot. a6 ~cte.ilion.

na.tA:.oJ1J.JJ.Uie, eeJLt.a.<.nly, a.nd V-iJtg..i.n.U1. i.A no e.xc.ep:ti..on.. r CU7I

~o~y I ~ not at th~ .ta4~ me~ag to help with a quo~.

Th~ d..U c.u..h.!>.{,o tt Wlt6 a.ppaJteJ1il.Jj ai»ag ,the line. 06 awr.. te1.e.
phone eonv~atian ~o~ to the meeting.

OV(ljt the, 10 yea.JtA I have. pJrA.c..tiee.d mecUune ,.tYl -the l1ew
.inhe.ur.aJtce. Me"ta., the.Jte. ha.o b~e.n a. .tot 06 c..haYlgu w.i..th how
.the pa,tien.t.o have. Jluponded M we,U M how phq.6-tWYlA ha.v~

~~ted. Manag~d CaA~ -HMO~- have giv~Yl the pubLi~ a~d,

eAPe.uaU..y, btU,.tJlleA~!Ui a.no.thvr. method an heaLth caJte dei..i.vVlY
tu: a molte. ttea.6onable. C.OfJ:t. Thue. cha».geA mrut pJtue.n,t a.
di..66eJt.eYt,t wolLld nOlL -ioci..Uy to ma.ke. dewi..~

Since .the. .in.6 UJtaJ1c.e. -ind.u.4Vt.y 066vw the oldVL i.».dem.i..ni..e.d
policy to the. newelL poliue.&, we. ha.ve. a1.wayI'J added <.\eAv..i.cu
to the. .iJ'WWtllnc.e. potiUeA 60Jt the. public.. To my b1.owte.dge
we. ha.ve Ylo.t told.. th~ .<.MuAance. incf.t.u.tJt.lj how to ma.k.e thw
~Vtv.t.c.e.o a.v.u:..t.a.b-ie. None. 06 .the. Jte.poJtt ~ho~ tha..t the qUJJ.l.Ltlj
06 women' ~ OB-GYN cue. .in ViAgi..ni..o.. hCUI been. '&..(.gvUri..i..c.a.n;tly
a.n 6ec..ted by ma.~a.ged CoMe "s pJtu e.nt me.c.haWmh (.6 e.e. pg 9).

The. mo.ot cmobbuLoive. ptan. would be the. Ma.Jr..ywtd pun
and .the NOJr,th CMo.u.na. plaY!. wou1..d d~t.oJty HMO pla.n6.

Ac.tua11Yt I would hope. tha.t th.e. otu.dtJ o~ HJR 560 wou1.d
be. c.o~LUVl.f.Led IJolt Ot1e. yeaJr.. be6o.'te. a.nlj teg.wl.a..t<:.orl. wouLd be
~u.bmi..tted. To dare: ,th.e. ev-UJ.ence. -0!i tha.-t .the. maJtku i.A
lteApOtld.<..ng wLth. VlLUOU..6 aptiol'L6 601[. woma.n.' ~ calte

SolUty th.cLt I w.il,l ),lOt be. wUh a..U 06 you .:to COJ'l.-ti.nue. :to

.... _._ ···_········A member of the. Sl:NfARA. J\-\EOICALGROUP
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APPENDIX S

12/11/95 6:04 PM

Study: Continuing the joint subcommittee studying women's access to obstetrical and
gynecological services in managed care plans. Continues the study of women's access to
Ob/Gyn services within managed care plans. The proposed joint subcommittee would continue the
work of the joint subcommittee established by the 1995 General Assembly in House Joint Resolution
560.
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HOUSE JOINT RESOLUTION NO.. _

Arlen K. Bolstad

1 Continuing the joint subcommittee studying women's access to obstetrical and gynecological

2 services in managed care plans

3 WHEREAS, in House Joint Resolution 560, the 1995 Session of the Virginia General

4 Assembly established a joint subcommittee to study women's access to obstetrical and

5 gynecological services in managed care plans; and

6 WHEREAS, such joint subcommittee convened several meetings, incfuding a public

7 hearing, in which women's access to Ob/Gyn providers and related issues were discussed by

8 the joint subcommittee members with Ob/Gyns, family practice specialists, HMO and PPO

9 representatives, Ob/Gyn patients, and other interested parties; and

1" WHEREAS, the joint subcommittee detennined that the principal factual issue before it

1. was whether primary care physician (PCP) management of Ob/Gyn access is adversely

12 affecting the delivery of obstetrical and gynecological services within the Commonwealth; and

13 WHEREAS, the joint subcommittee determined that the principal policy issues before it

14 were whether the Commonwealth should, by legislation, require health care coverage plans

15 with managed care features to (i) permit women to designate in-network Ob/Gyns as their

16 PCPs, (ii) permit women to schedule appointments with in-network Ob/Gyns for gynecological

17 or obstetrical care without the necessity of PCP referral, or (iii) offer women some combination

8 of (i) and (ii) with or without limitations on the number of self-referred Ob/Gyn visits, or the

9 types of treatment or care authorized without PCP participation or approval.

:0 WHEREAS, the joint subcommittee examined legislation adopted in other states,

1 including Maryland, Connecticut, New York and North Carolina, that establish a variety of

2 Ob/gyn direct access models; and

1
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Arlen K. Bolstad
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WHEREAS,

'-'.', ', , fL'"' ~~.-~!.'.!'. ".;";.,,:1 "':I'tff :~...., \'<'D
" ·r "S: :~ .::-;.~~\ ~';>;: ~ .~~
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/ .. ,' .. ' ,

the joint subcommittee believes that the Ob/Gyn access issue warrants

2 additional study before any final recornmendations are made to the Governor and the General

3 Assembly; now, therefore, be it

4 RESOLVED by the House of Delegates, the Senate concurring, That the joint

5 subcommittee stUdying women's access to obstetrical and gynecological services in managed

6 care plans is continued. The current membership of the joint subcommittee shall continue to

7 serve. Any vacancies shall be filled by the Speaker of the House, or the Senate Committee

8 on Privileges and Elections, as appropriate.

9 The direct costs of this study shall not exceed $5,400.

10 The Division of Legislative Services shall provide staff support for the study. Technical

11 assistance shall be provided by the Bureau of Insurance of the State Corporation

12 Commission. In developing recommendations, the joint subcommittee is requested to confer

13 with women, doctors, various commercial insurers, sponsors of preferred provider

14 organizations, and health maintenance organizations. All agencies of the Commonwealth

15 shall provide assistance to the joint subcommittee, upon request.

16 The joint subcommittee shall complete its work in time to submit its findings and

17 recommendations to the Governor and the 1997 Session of the General Assembly as

18 provided in the procedures of the Division of Legislative Automated Systems for processing

19 legislative documents.

20 Implementation of this resolution is subject to subsequent approval and certification by

21 the Joint Rules Committee. The Committee may withhold expenditures or delay the period for.

22 the conduct of the study.

23 #

24

2






	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

