REPORT OF THE JOINT SUBCOMMITTEE
STUDYING

ACCESS TO OB/GYN SERVICES IN
MANAGED CARE PLANS

TO THE GOVERNOR AND
THE GENERAL ASSEMBLY OF VIRGINIA

HOUSE DOCUMENT NO. 49

COMMONWEALTH OF VIRGINIA
RICHMOND
1996







MEMBERS OF THE SUBCOMMITTEE

Gladys B. Keating, Chairman
W. Henry Maxwell, Vice Chairman
Joyce K. Crouch
George H. Heilig, Jr.
Kenneth R. Plum
Lacey E. Putney
Clarence A. Holland
Yvonne B. Miller
H. Russell Potts, Jr.

STAFF

DIVISION OF LEGISLATIVE SERVICES

Arlen K. Bolstad, Senior Attorney
Kathleen G. Harris, Senior Attorney
Cynthia G. Liddy, Senior Operations Staff Assistant

HOUSE OF DELEGATES - Clerk’s Office
Committee Operations
Anne R. Howard, Committee Clerk






Table of Contents

Page
L Introduction and Overview..............cccooeiiiiiieiiiiciceeieiee e 1
A. HJR-560’s Scope and Background............cccccceeeviiinis 1
B. Pertinent Law in Virginia and In Other States........... 2
11. The Subcommittee’s Work ..........ccccvvveiiiiiiiiiiieen i 5
A View of the Ob/Gyn Community........ccccouevvrmemeeieereeneenns 5

B. Viewpoint of Managed Care Plan Representatives .....6

C. Viewpoint of Family Practitioners................cccccoeeeeen. 8

D. Viewpoint of the Business Community ........................ 8
III.  Subcommittee Findings and Recommendations..................... 8
Appendices

House Joint Resolution 560.

House Bill 773, North Carolina

§ 19-705.4, Maryland

House Bill 318, Louisiana

Substitute House Bill 5046, Connecticut

§ 4406-b, New York

Senate Bill 5854, Washington

Senate Bill 1020, Florida

Assembly Bill 2493, California

Senate Bill 1693, Mississippi

Case summaries

Physician survey

Virginia Association of Health Maintenance Organizations survey
VAFP Testimony to Joint Commission on Health Care

North Carolina legislative model

Maryland legislative model

Maryland legislative model if PCP is not a family practitioner
Comments by Senator Clarence A. Holland

HJR 560 study resolution

PHOTOZZrASSTEQEEUOW






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 of Virginia’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 pians 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.



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 INlustrative 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




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-0Ob/Gyn 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

Ob/Gyn designation as
PCP.

Maryland (1994, 1995
enactments.)

Provides managed care
plan sponsor two options:
(i) permit patients direct
access to in-network
Ob/Gyn for one annual
visit providing routine
gynecological care or (i1)
permit Ob/Gyns to be
designated as PCPs.

Limited Direct Access an
PCP designation.

Louisiana (1995
enactment)

Permits direct access to
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) whether consultation is required between PCP and Ob/Gyns,
and (v) whether providers other than Ob/Gyns, e.g., nurse practitioners and other




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



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 of Virginia’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 1s
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



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 FF'S 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, CBE
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.



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 of view, 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.

HI. SUBCOMMITTEE FINDINGS AND RECOMMENDATIONS

The subcommittee concluded that managed care is modifying patients’ use of
spectalists and sub-specialists such as Ob/Gyns who, in many cases, can be accessed



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, 1s
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 Q), (i) 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



The Honorable Yvonne B. Miller
The Honorable H. Russell Potts, Jr.
The Honorable W. Henry Maxwell
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APPENDIX A

2368 ACTS OF ASSEMBLY [VA.

HOUSE JOINT RESOLUTION NO. 560

Establishing a joint subcommitiee to study women's access to obstetrical and gynecological
services, particularly in managed care plans.

Agreed to by the House of Delegates, February 4, 1995
Agreed 10 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 ard gynecology is devoted to primary-preventive health
care for women throughout their lifetimes; and

WHEREAS, some managed care pians 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
wo years, with general medical examirations being the next most frequent and accounting for
seven miilion 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
1t N

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 vanous commercial insurers, and other insurers, preferrcd provider
organizations, and health maintenance organizations.

The direct costs of this study shall not exceed $5,400.

The Division of Legisiative 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 10 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 cenification by the Joint
Ruies Committez. The Committee may withhold expenditures or delay the period for the conduct
of the study.



APPENDIX B
1995 SESSION C. 63 35

GENERAL ASSEMBLY OF NORTH CAROLINA
1995 SESSION
RATIFIED BILL

CHAPTER 63
HOUSE BILL 773

AN ACT TO PROVIDE FOR DIRECT ACCESS BY WOMEN TO
OBSTETRICIAN-GYNECOLOGISTS.

The General Assembly of North Carolina enacts:

Section 1. Article 31 of Chapter 38 of the General Statutes is amended

by adding a new section to read:
38-31-38._ Direct access to obstetrician-gvnecologists.

(a) Each heaith benerit plan shall ailow each female plan participant or
henericiarv age 13 or older direct access within the hegalth benefit plan, without »rior
rererral. ro the feaith care services of an obstetrician-evnecologist parucipaung in the
neaith benefit pian, within the benerits prowvided under that neaith benefit pian
pertaining 1o obstetrician-gvnecologist services.

Eor purposes _of this section:

(1) Heaith_benefit pian’ means an HMO subscriber contract or_any
preterred provider, exclusive provider, or other managed care
arrangement offered under a health benefit plan, as defined in G.S.
58-30-110(11),

2 ‘Heaith care services’ means_the fujl scope of medicailv necessary
services provided bv the participating obstetrician-gvnecologist in
the care of or related to the female reproductive svstem and
breasts, and_ in__performing annual screemng, counseling, and
immunization for disorders and diseases in iccordance wup iine
most current published recommendations of the Amencan Coilege
of Obstetricians and Gynecologists, and includes services provided
bv_nurse pracurioners, physician’s assistants, and certified nurse
midwives in collaboration with the obstetrician-avnecologist in _the
care of the participant or_beneficiarv.

(3) Benefits’ are those medical services or other ‘tems to which an
individual is entitled under the terms of her contract with a heajth

] ..




36 1395 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. SRUBAKER

Haroid J. Brubaker
Speaker of the House of Representatives
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§ 19-705.4 HeALTH-GENERAL

Editor’s note. — Section 3. ch. 154. Acts
1992, provides, in part, that the act shall take
effect Juiy 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. 11994,
ch. 604.)

Editor's note. — Secrion 2, ch. 604, Acts
1994, provides thact the act shall take eifect
Oct. 1, 1994.

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

(d) Applicability of Article 48A, § 58A and Subtitles 9A and 11. — The
provisions of Article 48A, § 58A of the Code and Articie 484, Subtitles 9A
and 11 shall apply to health maintenance organizations.

(g) Appiicability of Articie 484, § 230A. — The provisions of Article 48A.
§ 230A of the Code shall apply to health maintenance organizations.

(h) Applicability of Article 484, §§ 354, 4384, and 490T. — The provisions
of Article 48A, §§ 354, 4384, and 490T of the Code shall apply to health
maintenance organizations.

(1) Appiicability of Articie 484, § 490U. — The provisions of Article 4SA.
§ 490U of the Code shall appiy to health maintenance organizations.

() Applicability of Article 484, Subtitle 55. — The provisions of Article
48A, Subtitle 35 shall apply to health maintenance organizations.

(k) Classification 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) Permit 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; chs. 285, 392;
1994, ch. 3, § 1; chs. 492, 351; ch. 628, § 1))

Effect of amendments. ferred to the other. and edfect has been given to

Chapter 121, Acts 1991, effective July 1, ch. 269 as the later one signed by the Gover-
1991, added (g). nor.

Chapter 267, Acts 1991, effective July 1, Chapter 9, Acts 1993, edective Juiy 1, 1994,
1991, inserted “and 3 38A” in (d). added the subsection designated herein as {}).

Chapter 269, Acts 1991, edective July 1, Chapter 285, Acts 1993, effective Oct. 1.
1991, inserted "§ 38A and” in (d). 1993, added (h).

Neither of the 1991 amendments %o (d) re- Chapter 392, Acts 1993, effective Oct. 1,

66



Mo [and

Art. 48A, § 4502 Insurance Cobe

§ 490Z. Obstetrician and gynecological care.

Any insurer or nonprofit health service plan that provides hospital. medi-
cal. or surgical beneiits 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 to an in-network obstetri-
cian/gynecologist for routine gynecological care without requiring the woman
to first visit a primary care provider. (1994, ch. 492,

Editor's note. — As enacted by ch. 492, added by ch. 492, Acts 1994, has been desig-
Acts 1994, this section was designated as nated herein as § 490Z.
§ 490W, but since a § 490W was previousiy Section 2. ch. 492, Acts 1994, provides that
added by ch. 113, Acts 1994, the provision 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:

(i) The United States Pharmacopeia Drug Information;

(i1) The American Medical Association Drug Evaluations; or

(iii} The American Hospital Formulary Service Drug Information.

(b) In general. — (1) 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
indicarion 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 otf-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:
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APPENDIX D

HLS 95-560 REENGROSSED

Regular Session, 1995
HOUSE BILL NO 31X

BY REPRESENTATIVES FLOURNOY AND WILXERSON

INSURANCE/HEALTH-ACCID: Provides direct access (0 an obstetrician
Or gynecologist for carain services

AN ACT
To enact R.S. 22:215.17 and 2027(D)Y and R.S. 40:2306, relative (o heslth
care services; o permit selection of an obstetrician or gynecologist
23 a4 primary care physician: 1o provide women with direct access o
an ubstetfrician or gynecsiogst for cantain services without penaliy or
'ass af henetite and o arovids for related matters.
Be it enacted by the Legislature of Louisiana:
Section 1. R.S. 22:215.17 and 2027(D) are hereby enacted (0 read
as tollows:

§215.17.  Obstetncian or avnecological examingtion; coversge

A (1) Bverv hospuai. hesith, or medjcal =xpense insurance

solicy, hosoital or medical service contract. emplovee welfare benefit

nian, health and sceident insurance npolicv, or anv other insurance

caatrac: of (hs tyoe, including 3 group insurance plan, or anv dolicy

of _eroup, ‘amilv_eroun, blanket, or franchise heafth snd sccident

1zanen, and

lan, heajth mainenance or

insurynce, a self-insurancs

preferred orovider orgnnization, which s delivered or issued tor

dehiverv in this state shail not prevent snv individual who is an

msured, enrollee, or beneticiarv of anv such policy or benefit plan

Page 1 of 3
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HLS 35-560 REENGROSSED
H.B. NQ. 338
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w

from receiving direct access (o an ohsicirician or gynecologist of in-

network ohstetnician or _avnesologist for routine gvnecologicai care.

ror those enroiices in a pian that has made agreements with providers

the pravision of health care or related servicss

this Subsection mav limit dircet aceess to anv a-actwork obsictiician

e 9rovinions of

9r_yvnecologist lor routine gvnecoiogical care.

{2} Routine gvnecoiopicai care as _used in this Sccuon shall

mean 3 _muumun of 'wo routine _snnuai_visits, grovided that the

second st shail he nermutted based upon medical need oniv, and

{oilow-up treaunent within sixty davs followine cither visit i reisted

to a condition diagnosed or_treated dunng the visits, and anv care

related 0 a oregnancv.  Nothing o this Section shall orevent 2

policv, orogram, or slan 'rom requwnng that an obstetrician-

swnecoloost treatine a anvered natiens cnording(e that care with the

patient’s srimarv carc phvsician, if appiicable.

3. Anv_grovision in a heaith insurance golicy or benefit

gregram which is delivered, remewed, ossucd for defivery, or

otherwise conuracted for in this state which 1s contrapy to this Secuon

shail, 10 the 2xgent of such conflict, be void.

§2027. Notice required for certain prepaid charge rate increases.
canceflation or nonrenewal of service agresments; other

egmrements

D.(1¥a) Everv health maintenance organization authorized

lan obstetricians or gvnccoiaoists

under this 2art mav include in its

Page 2 of S
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4

as orimury card anvsiclans.  In addition. the heaith mainienance

aruuntzation shall noclimir direct ccess (o an in-nefwork Jbsistrician

or 2vnecologst for rouyne vvnecolosical care. This selection shall be

sermitted without nenuity or demal of the benefits nrovided under the

health maintenance arganizanon

ib) Ruutine evnecolceical care as used n this Secton shall

mean 1 pummum of (wo roudne annuat visits, nrovided that the

sezond visit shall be sermitted hased upon medicai nesg only, and

wilow-up treatment within sixty days iollowing either visy if related

w g condinon dingnosed or treated during the visits, and apv care

related w_a prevnancy.  Nothing in this Section_shail _srevent a

pelicy, orowesm. ar plen from  reguinine  Lhat 20 obsteirician-

Swnssivenl nualient cocrdinais that c5ra with the

patient’s pnimary care nhyvsician, if appiicable, or in comunetion with

other oversipht nroczduras,

‘2) _Anv orovision in_a heaith maintenance vreanization alan

which is dehivered, renewed. issved for delivery, or otherwise

contracted for in this siate which is contrarv fo this Secijon shall to

the zxtent of such conflict, be void.

Secuon 2. R.S. 40:2206 is hereby =nuacied (o read as foliows:

43206, Obstewncian or gvnecnlogicai =xuminanon; coverage

A Bvery oreterred orovider orcanizauon sythonzed unders

this Part shail not prevent anv individuai, who 1s a recioient of heaith

care or_a heneficiarv of anv such arcferred arovider ofzamzation,

from ~electing an_empaneled obstetrician or avnecolouist _as a

orovider lor routine ovnecolugical care. This selection snail _be

Page 1 aof 5

CODING. Words in straek—hrough type are deletions from exisuay law,
words ynderscored are additions,



‘o

hY

HLS 95-560 REENGROSSED
H.B. NO. 318

permitted without penaity or densal of the henelfits crovided under the

preferred provider organization.

12} Routine gynccological carc as_used in this Scction shail

meag @ minimum of wo_routine annual visits, provided that_the

second visit shall be permitted based upon medical need only, und

follow-up treatment within sixty days {ollowing either vistt if refated

lo_a capdition diagnescd ar ‘reated during the visis, and anv _carg

reiated 0 a preanancy.  Nothing to this Section shall prcveat a

oolicy, program, or_plan from requirng that an obsictrician-

gynecologist rcaung a covered patient coordinate that care with the

nauent’s orimarv care physician, if applicable.

B Any provigion in a preferred orovider contract which is

Jeiivered, renewed, issued for delivery, or otherwise contracicd for

in_this state which (s contiary o this Scclivn shail, 1o e SSiCiit of

such conflic:, be voud.

Section 3. This Act shall apply to any new policy, contract, program,
or plan 1ssued on or after January 1, 1996. Any policy, contract, or plan in
effect prior 1o January |, 1996, shall convert w conform (0 the provision af

this Act on or before the renewal date thercol but in no event later than

January |, 1997

DIGEST

The digest printed below was prepared by House Legislative Services. It
constituies no part of the legisiative mnstrument.

Flourmoy, Wilkerson HB No. 318

Proposed law would reguire all health msurance policies, cuntracis,
programs, and plany Including seif-insured pians, heaith maintenance

Page 4 of §
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HLS 95-560 REENGROSSED
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organizatons (HMO's) and preferred provider organizacons (PPO’s) to
permic an insured, enroiles, ar beneficiary to receive direct access o an
obsietrician or gynecologist for routine gynecologicy] case.

Praposed law would permit the plan o fimie direct access o any in-aciwark
obstetrician or gynecologist if the plap has made agreements with providers

of health care services.

Proposed law wouid define "routine gynecciogical care” as a minimum of
two annual visits, provided that the secoad visit shail be permutted based
upon medical need only, and any treaiment required as & result of such
visiy, ar any care related o a pregnency.

Proposed law would permit the 1aciusion of obstetricians or gynecologisis
a4y primary care physicians under a benefirt plan.

Pronased law would apply 10 any new policy, contract, program. or plan
ssued on or alter Japuary |, 1996, Policies, contracts, programs. or plans
in effect prior w January 3, 1996, wouid be required (0 coavert to conform
with the proposed law no Jater than Janvary |, 1997,

(Adds R.S. 22:215.17 und 2027(D) and R.S. 40:2206)

Summary of Amendments Adopted by House

Committee  Aniendments  Proposed by House Comnuges on
Insurance to the original bill, ‘

. Deletes the prohibition from limiting access to in-network
physicians o permit the policy or benefit pian (o {imit aceess
(o an in-network obsietrician or gynecologist.

2 Adds a requiremnent that the second annual visit be based upon
medicyl need only.

1 Deictes the requirement that an  insured, enroilee, or
beneficiary bhe permuited !0 sclect an obstetrician or
gynecologist as a primsry care physician ynder a benefit plan.

4. Adds a provision 1o permit the wnclusion of obstetrictans or
aynecologsts as primary care physicians under a beaetit plan.

Page 5 of S



Substitute House Bill No. 35046

PUBLIC ACT NO. 95-199

AN ACT CONCERNING DIRECT ACCESS TC CERTAIN
PHYSICIANS IN HEALTH MAINTENANCE ORGANIZATIONS.

Be it enacted by the Senate and Hcuse of
Repregentatives ina General Assembly convened:

Section 1. (NEW) (a) As used in this section,
"carrier" means each insurer, health care center,
hespital and medical service corporation, or other
entity delivering, issuing £for delivery, renewing
or amending any individual health ingurance pclicy
in this state on or after Cctober 1, 1995,
providing coverage cof the type specified in

subdivisions (1), (2), (4), (&), {(10) and (ll) of
section 38a-469 of the general statutss.
(b} Each carrier shall permit a £amale

enrollse direct access =2 a participating
in-network obgtetrician-gynecologist fer any
gynecslegical examinaticn or care relared to
sregnancy and shall allow dirsc:t access to a
zarticipating in-networx opstetrician-gynecclogist
for orimary and preventive obstetric and
gyrecslogic services required as a zesult of any
gynceclogiczal gxaminaticn or as & resuis s a3
gynecological condition. The plan may requice the
participating in-network obstetrician-gynecologist
.to discuss such sesrvices and any treatment plan
with the femaie enzcllee'’s primary care previder,
Ncthing in this secticn shall precluds access to
an in-network aurse-midwife as licensed purzsuant
t9 sections 20-86c and 20-8686g of the general
statutes and in-network advancsd practice nurses,
as licenged pursuant $o sections 20-93 and 20-3%4a
cf the general statutes <for obstetrical and
gynecclegical services within their sccpe cof
practice.

(c) Each cartier may allow a fa2male en:ollee
to designate sither & pacticipating, in-network
chstetrician~gynecologist or any other in-network
ohysician designated by the <carriser as a primary
care provider, cr btcth, and may offer tage same
chcice o all female enccllees.

Sec. 2. (NEW) {a) As wused in this section,
"carrisr" means each insurer, heal:th care center,
hcspital and medicai service corgoraticn, or cther
entity delivering, issuing £or delivery, renewing
or amending any grcup health insurance policy in
thig state on or after Octcber 1, 159%, gproviding

APPENDIX E



Substi-zurte House 3ill No. 5046

coverage <cf the type specified in sukdivisicns
(LY, (2y, (4), (8) and (11} of section 38a-469 of
the general statutes.

{b) Each carrier shall permit a femals
enrcllee direct access Lo a participating
in-netwerk obstetrician-gynecolcgist for any
gynecalogical examination or care related to
pregnancy and shall allow direct access to a
participating in-netwecrk obstetrician-gynecologise
for primary and preveantlive obstetzic and
gynecologic services ‘aqu‘-ed as a cesult of any
gynecslogical examinaticn or as a result cf a
gvnecological condition, The plan may raquire the
particigating in-netwcrx obststrician-gynscclegist
tc discuss such serzvices and any treatment plan
wita the female =enrollse’'s primary care provider.
Nothing ia this sectic gnall preclude access to
an Ia-netwerk nurse-midwiZs asg licensed pursuant
to secticns 29-86¢c and 29-88g <cf =tk genera:
statutes and in-network advanced practice nuises,
ag licensed pursuant o sections 20~-93 a2nd 20-9sa

of the general statutes for obstetzical and
gynecological services witain theiz gccpe cf
practice.

(¢) Each carrier may allow a female enrcllee
tc designate @ r a ﬂa:,ic;_ acting, 1in-network
g olcgist or any oOtnler Lliai-Qegwers
ted by the c¢arcier as a primary

toth, and may cffer the same
chcoice to all female enrcliess.

Sec. 3. (NEW) Nc c¢entzact bpetween a managed
care company, oOther organization 2r insurer
authorized tc do 3susiness in thig state and a
medical provider practiciag in tais state for tle
provisicon of services may require that the medical
provider indemnify the managed care company, other
crganizazion cr {asurer for any expenges and
liabilitiss including, witheu limitation,
judgments, settlements, att or1eys fees, <ccurk
cogts and any asscciated charges incurred in
cenaecticsn with any 2laim or action brought
agalinst a managed care <ompany, othec organizaticn
oz insurer on the basis of its detsrminaticn of
medical necessity or appropriateness of health
care services :f the information prcvided by said
medical provider used in making -he detsrminaticn
was accurate and appropriate at rthe time i was
given. As used in <this secticn and section 4 cf
this act, "medical provider" means any person

la]

licensad pursuant ¢¢ chapters 378 to 373,

.-2__



Subgtitute Hcuse 3ill No. 50458

inclusive, 373, 279, 280 or 383 of the gsnerzl
statutas.

Sec. 4. (NEW) Notwithstanding the crovisions
of section 3 of this act, avery medical previder
participating in a contract pursuant to gsecticn 3
of this act, shall be responsidle <for 1ais
prefsssicnal actions and related liacility.

Cernjted as correct by

Legisianve Commusswner.

Cieré of the Senate.

Cles of the House.

Approvey

Governor, State of Conneciicut.

. 1995,



APPENDIX F

PUBLIC HEALTH LAW § 44(

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

Historical and Statutory Notes
CSffective Date. Section effective July Separability of Provisions. See sec-
1. 1986, applicable to arbitration agree- tion 43 of L.1986, c. 266, set out as a note
ments entered into on or after such date, ynder CPLR 7550.
pursuant to L.1986. c. 266, § 44, as
zmended by L.1986, c. 267, § 1, set out as
1 note under CPLR 7550.

14406-b. Primary and preventive obstetric and gynecoiogic care
[Eff. Jan. 1, 1995.]
». The health maintenance organization shall not limit a female enrollee’s
direct access to primary and preventive obstetric and gymecologic services
Irom a qualified provider of such services of her choice from within the pian to
izss than two examinations annuaily for such services or to any care related to
2 oregnancy. In addition. the health maintenance organizatdion shall not limit
cirect access to primary and preventive obstetric and gymecoiogic services
raquired as a resuit of such annual examinations or as a resuit of an acute
oynecoiogic condition, provided that such qualified provider discusses such
services and Teatment plan with the enrollee’s primary care practitioner in
wccordance with the requirements of the heaith maintenance organization.
2. It shall be the duty of the administrative officer or other person in

cnarge of each heaith maintenance organizadion to advise each female enrollee,
in writing, of the provisions of this section.
{Added L.1994, ¢ 545, § 1.)

(%3

Historical and Statutory Notes

Effective Date. Secton effective Jan.
1, 1995, pursnant to L.1994, c. 645, § 2

§ 4407. Heaith maintenance organizations; employer require-
ments
[See main volume for 1 and 2]

3. (a) If there is more than one health maintenance organizaton engaged
in the provision of heaith 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 heaith services through physicians or other heaith profession-
als who are members of the staff of the organization or of a medical group (or
groups) which contracts with the organization, and

(ii) one or more of such organizations provides its comprehensive heaith
services through contracts with an individual practce associadon (or associa-
dons), individual physicians and other heaith professionals under contract
directly with the organization, or a combination of an individual practice
association {or associations), medical group (or groups), physicians who are
members of the starf of the organization, and individual physicians and other
heaith professionals under contract directly with the organization. then the
employer shall. in accordance with regulations of the commissioner, be re-
quired to orfer the option of enroilment in at least one organization described

109
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SENATE BILI. 5854

State of3Washington- 54th Leglslature 1995 Regular Sessicn

By Senatcors Haugen, Spanel, Wood, Prentice, Winsley, Rasmussen, Hale,
Xohl, McCaslin, Fairley, Long, Loveland, Franklin, Roach, Movyer,
Quigley, McAuliffe, Drew and Wojahn

Read first time 02/09/95. Referred to Committze on Health & Long-Tarm

e

Care.

AN ACT Relating to wemen'’'s health care; adding a new section o

chapter 48.01 RXCAWA; and creating a new sSecticn.
BE IT INACTED 2Y THE LEGISLATURE OF THE STATE CF WASHINGTON:

NEW SECTION. Sec. 1. The legislature finds that:
(1) The specialty. of obstestrics/gynecclcgy is devotad to !

preventive health care of wcemen throughout their lifetime;

~

)  Significant aumbers of women view their cbstetrician
gynecolcgist as their primary or cnly physician. For many wemen an
obstetrician/gynecclcgist 1s often the only paysician they see
regularly duxring their reprcductive years. According to a 1393 Gallup
ocll, wemen aras mors likely to have had a physician examinmation within
thae last cwo vears Zfrom an obstetrician/gynecclicgist than Ircm any
other tyve <f physician, and a majority of these women consider their
opstetricilan/gyneccleogist to be thelir primary cars physician;

{(3) A gereral medical examinaticn was the second most fraquently

cited purpose Zor patient visits to ckstetricians/gynecolcgists in 1988
and 1990, acccunting for seven million visits =2ach year, according ©o
cdata gatlered Dy the National Cantar for Heal:th Statistics;

D. 1 SB 5854
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(4) Wemen are cppcsed to restrictions in accessing obstetricians/

gvnecslogists. Amcng women who have health coverace, a Gallup pcll
reportsd that seventy-eight percen can currantly access their

obstetrician/gynecclegist without going through a gatekeeper. Seventy-

five percent of these wcmen would obiject to reguirements that they be

e
Cbsteatxrician/gvnecolcgist. Similarly seventv-four percent cf those who
now have rastrictad access to obstetricians/gynecolcgists would approve
of a system that wculd eliminate the need for a referral;

r their ©patients less

I
(D

(3) Cbststricians/gvnecologists rs2

frequently than otier primary care physicians, avoiding costly and
time-consuming r=f=rrals Lo specialists; and
(6) Morz than two-thirxds o all wvisits t obstatricians/

e
of the physician

gymnecolcgists wers made Dy established rpatients

re2turning Ior care ¢f theilx condition according to data gathered by the
Nacicnal Center £for Hezlth Statistics. Cnly four and seven-tanths
percent of patient visitz rasulted Zrom referrals from ancther

NEW SECT-CN. Sec. 2. A new secticn is added to charter 48.01 RCa

2o read as Iollows:

Healtlh cars services provided under a plan as defined iz RCW
43.72.010 c¢or 2y a pgreovider network must iaclude identification of
cpstetricians and gynecclcgists who may 5e chesen as primary Cars
vroviders Dv anrollees,. "Primary cars provider" as used in s
secticn means that health care provider a perscn first consults and may
include a person who r2fers a patisnt o another provider.

Cbstetricians and gynecolcgists under this section must be graduatad

from a scheel approved and accredited bv the mediczl cars guality
assurzance ccmmission under chapter 138.71 RCW.
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FLoriDA SEnAte - 1995 SB 1020
[0-1159-95% See (18

lllﬂl‘ﬁAlllhhillllﬂﬂhlthﬁlnllllhlhllllllll

HOUSE SUMMARY

For purposes of statutes relating to workers'
compensation managed care arrangements, fncludes
obstetriclan/gynerolnglata within the definition of
“primacy care provider.” Provides that female Hedlecald
recipients under the MediPass program, and female
subscribnrg to a health maintenance organfization that
offers services through a manaqed care syatem, may choose
an obstetrlclan/gynecologlat as thelr primary care
physician.

1

COMING: vinrds steieken e deletiong: words underlined are additiona,
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FLoripa Senate - 1995 s 020

By Senators Brown-Walte, Johnson, Gutman, and Nyers

10-1159-95 See B
A blll to be nntltlLd
An act relating to women's health care:
amending ss. 409.9122, 440.%134, and 645,19,
F.S5.1 providing for designation of an
obstetrician/gynecologliat as a primary care
physniclan; reenacting s. €41.495(3), F.S.,
relating to health maintenance organization
certificate requlirements, to fncorporate the
amendment to B. 641.19, F.S., in a reference;

providing an effectlive date.

WHEREAS, women of all ages have a unlique relationship
“lth thelr obstetriclan/gynecologist hased on a 1ifetima of
teceiving thelr primary-preventive hesalth care from this
phyaician, and

WHEREAS, the obatetriclan/gynecologist may he the only
physiclan seen by many women For a signlficant portion of
thelr 1ifetime, and

WHEREAS, women have the rlght to choose an
obstetrician/gynecologlat as thelir primary care physiclan,

NOW, THEREFORE,
e 1t Enacted by the Leglalature of the State of Florlda:

Sectlon 1. Paragraph (b) of subsection (1) of section

109.9122, Florida Statutes, la amended to read:

409.9122 Mandatory Medicald managed care enrollment.--

()

(b} The MediPasy program may not be expanded unless
the agency certifles, for each county where MediPage is to be
started, that the necessary resourtces, lncluding staf€f, are

1

H XIANaddv
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10-1159-95 See HB

t] available to adequately Inform reciplents of thelr cholce of

2§ primacy care providers and to enroll them with a provider and
J{ that the neregsary resources, including staff, are avallable

4! to adequately recruit providers, ensure access, monltor

5| performance and patlent satisfaction, and arsesa the quallty

6f of care provided. Each female reciplent has the rlght to

7] choose an obstetriclan/gynecologist as her primary care

8| physiclan.

9 Sectlon 2. Paragraph (k) of aubsectlon (1) of section
10| 440.134, Florida Statutea, 1994 Supplement, is amended to

V1 read:
12 440.134 tWorkers' compensaktlon managed caie

13 arrangement . -~

14 (1} As nused in this sectlon, the term:
15 (k) "Primary care provider"” means, except in tha case
16| of emergency treatment, the Ilnltial treating physiclan and,
171 when appropriate, continuing treating physiclan, who may be a
181 family practitioner, general practitioner, or Internist
19| physician, or obstetrliclan/qynecologlst llcensed under chapter
201 458; a famlly practitioner, general practitioner, or internist
2 asteopath, or obstetciclan/gynecologlst )lcensed under chapter
221 459: a chiropractar llcensed under chapter 460; a podiatrist
23| Yicensed undar chapter 461; an optometrist licensed under
24| chapter 463; or a dentist llcensed wnder chapter 466,

25 Sactlon 3, Pacragraph (e) of subsactlon {7) of section
26| 641,19, Flarlda Statutes, {a amended to read:

27 641.19 Definitions.-~As used In this patt, the term:
28 (7) "Health malntenance organization" means any

291 organization authorized under this part .which:

30 te) If offering an-HUB-affrre services thenugh a

31} managed care system, then the managed care system must he a

2
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system Jn which a primary physician licensed under chapter 458
or chapter 459 and chapters 460 and 461 ls designated for each
subscrlber upon request of a subscriber requesting service by
a physliclan llcensed under any of those chaptera, and ls
tesponaible for coordinating the health care of the subscriber
o€ the respectively requested service and for referring the
dubacriber to other providers of the same disciplline when
neceasgary. Each female subscriber must have the right to
choose an_obstetriclan/gynecologist as her primary care
physiclan,

Section 4. For the purpose of incorporating the
amendment to section 641.19(7)(e) In a reference thereto,
sutbgection (3) of section 641,495, Florida Statutes, is
reenacted to read:

641.495 Requirements for lssuance and maintenance of
certiflcate. -~

(3) The organlization shall ensure that the health care
services it provides to subscribers, including physiclan
gervices as requlced by s. 641.19(7)(d) and (e}, are
accessible to the subscribers, with reasonable promptness,
with respect to geographlec tocation, hours of operation,
provision nf after-hours service, and statflng patterns within
generally accepted industry norms for meeting the projected
subgcrliber needs.

Sectlon 5. This act shall take effect July Y, 199%,
and shall apply to all contracts lssued or renewed on or after

that date.

3

Additlong,



APPENDIX I

AB 2493 Health coverage: primary care providers: obstetr
3I1L NUMBER: AB 2433 CHAPTERED 09/23/924
BILL TEXT

CHAPTER 759
CCRETARY OF STATE SEPTEMBER 23, 1994
RCVED 3Y GOVERNCR SEPTEMBER 22, 1994
2AS3ED THE ASSEMBLY AUGUST 31, 13994
PASSED THE SENATE AUGUST 29, 13994
AMENDED IN SENATE AUGUST 26, 1994
AMENDED IN SENATE AUGUST 9, 1994
AMENDED IN ASSEMBLY MARCH 24, 1994

INTRCCUCED 3Y Assembly Memper Speier

?rincipal coauthor: Assembly Member Richtar)

Ccauthors: Assembly Members Alpert, 3crastein, 3owen,
shvag, Yalsrie 3rown, Cannella, Cortese, Zastin, EZpple,

a, Xarnetts, Xlehs, Lee, Martinez, Maore, O'Connell, znd

{(Ccauthecrs: Senators 3ergeson, Hughes, McCorguodale, Petris,
Torras, anc Watson)

JANUARY 11, 1994

An z¢t O add Section 1367.53 to the Health and Safsty Ccde,
and To add Sections 10123.83 and 11512.295 to the Insurance
Zode, relating o health coverage.

LEGISLATIVE CCUNSEL'S OIGEST

192, Speier. Health coverage: oprimary care providers:
rrician~gynecsclogists. '
i w crovides for licensure and regulation of health
ce plans by the Commissioner of Corporations. Under
aw, WwillZul violation of these provisions is a
miscemeanor. EZxisting law also provides for the rsgulation of
Dolicies for disability insurance and nonprofit nospital service
2lans v the Insurance Commissioner.

Existing law zTequires that health care service plan
contrzcts, nonprofit hospital service plan contracts, and

disability insurance peolicies provide coverage for certain
services and treatments.

This 2ill would state the findings and cdeclarations of the
Lecislature with rsgard to the necessity Ior
Jbsterriczian-gvnecclogists to be deemed primary care providers
Zor the ourgoses of nealth coverage. On or after January I,

o

1995, =zais bill would require that health care service plan
contracts, nonprofit nosoital service plan contracts, and
disabiliity insurance policies, that cover hospital, medical, or
surgical 2xpenses, issued, amended, delivered, or renewed in
This state , include obstetrician-gynecologists as primary carse
onvsicians or providers, as defined, orovided they meet certain
2ligizilicy criteria.

3y ravising the provisions pertaining to health care service
cians, =zhis 211l would create a new crime, thersby imrosing 2
state-mandated loczl program.

The Califcrnia Constitution rsquires the state to reimburse

local agenciss and school districts for certain costs mandated



e e b e e e e it ot o
by the stats. Statutory provisions establish procedures for
making that reimbursement.

This pill would provide that nc reimbursement is required by

or a speciiied reason.

SECTION 1. The Legislature finds and declares all of the
Zollcwing:

(a) The specialty of obst2trics and gynecology is devoted to
primary-praventive nealth care of wemen througnout their
Iifezinme.

(£) Significant numbers of women view their
obstatrician~gynecclogist as their primary or only physician.
Ycr many women, an obststrician-gynecologist is cftan the only
chysizian theyv see ragularly during their reproductive vears.
Accorzing tTo a 1993 Gailup poll, women are more likely to have
had 2z ghysical examination within the last two years from an
opbstatrician-gynecolegist than Zrom any cther type of doctor
Percent versus 37 vercent) and the majority of these women (3

percent) ccnsider their obstetrician~gynecologist to be theirs

(72
2

orimary cars physician.

(C) A general medical examination was the second most
fraquently cited purpose for patient visits o
obst2trician-gynecclogists in 1989 and 1390, accounting Zor
seven million visits each year, according to data gathersd by
the Mational Centar Zor Health Statistics.

{(c) Women ars opposed Lo restrictions in accessing
obstetrician-gynecologists. Among women who have health
coverage, a Gallup poll rsportad that 78 percent can currantly
access their cbstetrician-gynecologist without going through a
"gatakeeper." Seventy-Ifive percent of these wcmen would objec
£o raquirements that they be zefsrred bv another phvsician or
"Zatakeeper" before they may see their
obstetrician-gynecologist. Similarly, 74 percent of those who
now 1ave restrictad access o obstetrician-gynecologists weould
appreve ¢f a system that would eliminate the need for a
refarral.

{2) Obstetrician-gynecologists rzfer their patients less
frequently than other primary care phvsicians, thus avoiding
costly and time consuming resierrals to specialists. According
S0 a 1291 study of ghysician refesrzzl rates
obstatrician~gynecologists had zhe lowes

rcent comparad with the ratss of 7.3 perczent
atarnists and 8.4 percent Zor general and Zamily practiticners.

{Z! Mors than two-thirds (59.5 percent) of all visits co
obstezrician- qyneco‘oq*sLs wers made Dy established patients of
The snysician returning for care of their condition, according
tc data gathered by the National Cancer for Health Statistics.
Only 1.7 percent of vatient visits resultsd from referxrals Zzom
another phvsician.

EC. 2. Secticn 1367.589% is added to the Health and Saiescy
Code, to raad:

1387.83. (a) On or after January 1, 1395, every health care
serrvice plan contract that provides hcspital, mecdical, or
surgizal coverage, that 1s issued, amended, delivered, or
renewed in this state, shall include cbstetrician-gvnecologists

as eligible primary care physicians, provided they meet the plan'’



‘i ility criteria for all specialists seeking primary care
ilan status.

for purposes of this section, the term "primary care

Ly tan" means a physician, as defined in Section 14254 of the
elfare and Institutions Code, who has the responsibility for
oroviding initial and primary cars to patients, for maintaining
the continuity of patient care, and Zor initiating referral Ior
specialist cara. This means providing care for the majority of
health care croblems, including, but not limited to, preventive
services, acutes and chronic conditions, and psychosocial issues.
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SEC. 3. Section 10123.83 is added to the Insurance Code, to

10123.83. (a} On or after Januarv 1, 1995, every peolicy of
lity insurance that covers hospital, medical, or surgical
axpenses and is issued, amended, delivered, or renewed in this
state spall include cbs:et:;c*an—qyneﬁologiSCS as primary care
oroviders provided they meet the insursr's written eligibilic
2ria for all specialists seeking orimary care physician

) Tor purposes of this secticn, the term "primary care
hysician" means a physician, as defined in Section 14254 orf the
1Z3re and Institutions Code, who has the rasponsibilitv for
oroviding initial and primary care o patisnts, for maintaining
bl of patient care, and for initiating reierrzal for
ara. This means oroviding cars Zor the majority of
nealzh care oroplems, including, but not limitsd to, sraventive
servizes, acuts and chronic conditions, and psychosocial Lissues.
32C. 4. Section 113:12.29%5 is added to the Insurance Code,
immeciately Zoilowing 3Section 11312.29, to read:
212.2%5. (a) Cn or afz2r January 1, 1995, =very nonprofit
nospical service plan contract that provides hospital, medical,
or surgical coverage, that is issued, amenced, delivered, or
rznewed in this state, shalil include obstetrician-gynecolcogists
as primary cars groviders provicded they meet the plan's writtsn
iigibrliity crizeria for all spvecialists seeking primary care
hysician status.
{b) For purposes oI this section, the term "primary care
physician” means a physician, as defined in Section 14254 of the
Welfares and Institutions Code, who has the responsibility for
providiang initisl and primary care to patients, for maintaining
the continuity of patient care, and for iniciating rerferral for
specialist care. This means providing care Zcr the majority of
health care problems, including, but not limited to, preventive
serviczes, acutes and chronic conditions, and psvchosocial issues.

0]

e

SEC. >. No -eimbursement is required by this act pursuant to
Secticn 5 of Arzicle XIII3 of the California Constitution
secause the only costs which may be incurrad by a local agency

or schcol district will be incurred because this act cresatss a
Jew crime or infraction, changes the definition of a czime or
infraction, changes the penalty for a crime or infraction, or
2liminates a crime or infraction. Notwithstanding Section 17580
of the Geovernment Code, unless otherwise specified in this act,
the provisiecns cf this act shall become operative on the same
data That the act takes sffect pursuant o the California

Consticution.

Searching keywords: (statusch} (authorSpeier)
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APPENDIX J

MISSISSIPPI LEGISLATURE REGULAR SESSION 1995
By: Senator(s) Hall To: Insurance

COMMITTEE SUBSTITUTE
FOR
SENATE BILL NO. 1691

AN ACT TO REQUIRE 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.



- APPENDIX K

D.C. - 42 year old state employee found breast lump. Required
multiple phone calls from patient 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 Lf she has done "the wrong thing” and her PCP's

office star® were not helpful.

T.S. - 62 year old hcusewife referred by PCP to me to evaluate
post menopausal bleedirng. On history and exam she had gross
hematuria (blood in urine), not vaginal bleeding. Urine
culture was negative and her previous general physical was
negative by PC?. The PCP denied me the ability to refer to a
urologist. The patient was forced to see him again and all he

did was refer her to a urologist.

healthy year old hospital worker seen for a routine
fcund Lo have severe dysplasia on PAP. Her second
visit was usad to perform colposcapy and cervical biopsy which
cenfirmed axtansive severe dysplasia requiring surgery. The
PC? Inslsted upon seeing the patient before allcwing the out

satient surgery, even though she had no medical problems.

w.S. - 28
gvn exam

H.M. =~ 58 year old hospital worker follcwed entirely by PCP
internist for both general and gyn health (Intarnal medicine
nas no requizad Gyn training). She was referred to me to
perform D&C Icor the hemorrhaging she had after he placed her
on improper estrogen. (This i3 completely contraindicated
when a patient has a utarus, such as this patient).

J. F. - 33 ye2ar old female with uncontrolled insulin dependent
diabetes since age 28. She had —oth general and gyn care by
her PC? diaterndist. She never received pra-conception
counseling about the incrzased risk of birth defects with
uncontrolled diabetes at the time of conception. She
delivered this week 2 baby with multiple deformities which

died at birth.

J. M - 32 year old nurse who had alrsady "used up” her two
allowed gyn visits previocusly. She refused to see her PCP for
pelvic pain (mild) and discharge for two months due to
embarrassment. She waited until a "new year” allowed a visit
to me. I Jdiagnosed cervicitis, mild pelvic inflammatory
disease and hope this wWill not affect future fertility.

46 year old nurse who had already had he allotted gyn visits,
began having severe hot flashes, ifnability to sleep leading to
Severe sleep deprivation syndrome. She suffered for four
months because she wanted her gynecologist to evaluate and
trezat, not her PCDP.

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

A-23



transfusion.

Thyroid 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 anvytime a

gynecologic problem occurs.

Internists are allowed to be PCP, even though most have
had no gynecslogic training outsice of medical school.

This is not adequate to see women at a time when they
have a problem ocutside of their "allotted visits".

Women are= the onlvy group who are asked to xadically
change both how they interact with medical cars system
and with whom thev normally interact. Their children
will continue to intaract with Pediatrics as normal.
Their husband will continue to interact for their general
health, and starting only arfter age 40, prostate checks
with their PC? (oniy rarely do men sese a urologist for
general urclogic health), However 75% of women have in
the past seen their gymnecclogist for their annual exam,
and all gyn prcbiams since the age of 18, or befores if
they are sexually active. Managed care, HMO, and other
plans are unfairly and unwisely restricting one segment
of the population. I see a law similar to North
Carslina's law as the only way to redress this problem.



APPENDIX L

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

80@ surveys were mailed
277 surveys returned (35% return rate}

80% of physicians responded they particiated in a HMO
15% were considered primary care praovidecs
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-for-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
tan 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 beneficiéry
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



Results of the OB Society/Virginia Section ACOG Survey September 1995

# %
Number of surveys mailed 800 100%
Number of surveys returned 277 35%
Questions
1. Are you currently participating in any
managed care plans?
HMOs?
Yes 221 80%
No 31 11%
PPOs?
Yes 233 84%
No 29 19%
Are you considered: (Circle One)
a. primary care provider in
HMOs? 41 15%
PPOs? 40 14%
b. specialist in
HMO? 209 75%
PPO? 216 89%
2. Would you sign up to be a primary care
provider in a:
a. fee-for-service managed care plan 159 57%
b. capitated fee HMO 39 14%
¢. Neither 89 32%
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 probiems 249 9Q%
b. primary care provider status in order to
care for all medical problems of patient 26 10%
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 275 99%
No 2 13
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National Ambulatory Care Survey.
National Center for Health Statistics NCHS

490,000,000
59,800,000
52,800,000

7,000,000
75%

ACOG/GALLUP Survey.

first

1993

1989-1990

female ambulatory visits 14.1% were to OB/Gyn

ambulatory care visits to Ob/gyn 86% between ages 15-44

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

69.5% 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

of women between ages 18-65 have had a physical examination by an ob/gyn

(72% within the previous 2 vyvears){Other type of doctor 57%)

97%
78%
75%

access to an Ob/Gyn
74%

need for referral
54%

AMA Center for Health Policy Research 1991

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

of insured women disapprove of a system which requires a referral to get

of insured women with restricted access would approve of system without

of women who see Ob/Gyn’s consider them their primary care physician.

- who makes referrals?

Primary Care
Specialty

No.
Week

Referrals per

No.
Week

of visits per

Referrals as a %
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 4.92%
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Provides a females traditional right
of access to an ob/gyn

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

Allows female to self-refer to an ob-gyn

Applies to all insurers

Guarantees unrestricted direct access to
an ob-gyn, for the full range of
reproductive and preventive health
care services

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

Insurers are required to notify female
of their right to self-refer for
ob~gyn services

Guarantees limited direct access to an

ob~gyn, for specific services/visits
only

Ob-gyns must meet individual insurance
plan c¢riteria for primary care status
and comply with care coordination and
referral policies

Explicitly designates ob-gyn as primary
care providers

Allows a female to self-refer to the
ob-gyn provider of her choice; egq.
family physician, certified nurse-
midwife, physician, nurse
practitioner, or ob-gyn

Ob-gyns are not allowed to operat: as
gatekeepers

Applies to HMO only

Insurers must allow ob-gyns to operate
as gatekeepers

Law provides a definition of a “"primary
care provider”




FACTS

National Ambulatory Care Survey, HHS, CDC, NCHS 1989-19390

400 million female ambulatory care visits 14.1% were to Ob-Gyns

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

ACOG/Gallup Survey, 1993

¢37% of women between ages 18-65 have had a physicai examination by an
Ob/Gyn (72% within the previous 2 years)

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

®75% 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%
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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Virginia Association of Health Maintenance Organizations BYy »

118 North Eighth Street ¢ Richmond, Virginia 23219
Telephone (804) 648-VIIMO (8466) Fax (804) 648-8036

November 22, 1995

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

RE: HIR 560 Study Resolution

Dear Gladys:

It is my understanding that vou and other members of the Joint Subcommittee had some questions
concerning the Virginia Association of Heaith Maintenance Organization’s survey of its members on
policies covering access to OB-GYN services. Specifically, your questions, as summarized for me by
Arlen Bolstad, and the Association’s responses are 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 licensed by the Bureau of Insurance. (At the time
of the survey there were 24 licensed plans.) See attached list. Of the 25 HMOs, 23 plans are
members of the Association. All 23 plans have responded to the survey. The two pians that are
not currently members of the Association are U.S. Healthcare and Chartered Health Plan of
Virginia {currently a Medicaid only HMO).

2. Of the plans responding te the survey, how many indicated that their policy allows OB-
GYN specialists to serve 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-GYNs could 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
ccniract as PCPs for all matiers.

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-referrals to the annual weil-women visit, while five
plans had no timits on the number of self-referred visits to an in-network OB-GYN. Only two of
the 23 plans reported that a referral from a PCP was necessary for 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.



The Honorable Gladys B. Keating
November 22, 1995
Pagc Two

To put this in perspective in terms of women covered in HMOs (instead of number of plans), the
total number of Virginia women enrolled in HMOs is estimated to be 585,000 (approximately
54% of the 1,084,000 Virginians enrolled in HMOs). Based on the enroilment of the 21 plans
that currently allow self-referrals to OB-GYNSs, 85% of women enrolled in Virginia’s HMOs can
self-refer to OB-GYNs for at least the annual well-women check-up; while the remaining 16%
are enrolled in plans that allow OB-GYNs to contract as PCPs.

I hope that this information responds to the questions raised by members of the Joint
Subcommittee. As I have previously testified before the Joint Subcommittee, the Association believes the
current practices of HMOs provide a number of different approaches to the market demand for access to
OB-GYN services. However, if the Joint Subcommittee concludes that specific legislation is necessary, it
1s our strong recommendation that the Maryland statute be adopted.

Please let me know if the Association can provide you with any additional information that will
assist the Joint Subcommittee in its deliberations. [ look forward to seeing you on the 12th.

Singerely,

Executivé Director

Attachment

cc: Joint Subcommittee Members
Arlen K. Bolstad, Esquire
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Aetna Health Plans of the
Mid-Atlantic, Inc.

7799 Leesburg Pike

Suite 1100 South

Falls Church, VA 22043

(703) 903-7100

Capital Care, Inc.

550 12th Street, SW
Washington, DC 20065
(202) 479-8000

CIGNA HealthCare Mid-
Atlantic, Inc,

9700 Patuxent Woods Drive

Columbia, MD 21046

{301) 720-58C0

CIGNA HealthCare of
Virginia, Inc.

4050 Innslake Drive

Glen Allen, VA 23060

(804) 273-1100

Charntered Health Plan, Inc.
820 First Street, NW

Suite LL100

Washington, DC 200024205

The George Washington
University Health Plan, Inc.

1901 Pennsylvania Ave, NW

Suite 600

Washington, DC 20006

(202) 416-0410

HMO Virginia, Inc.
(d/b/a HMO Plus)

PO Box 26623
Richmond, VA 23251
(804) 354-3860

Humana Group Health Plan
4301 Connecticut Ave, NW
Washington, DC 20008
(202) 364-2000

Health First, Inc.
621 Lynnhaven Parkway

* Suite 450

Virginia Beach, VA 23452
(804) 463-4600

HMO’s LICENSED IN VIRGINIA

HealthKeepers, Inc.
PO Box 26623
Richmond, VA 23261
(804) 354-3860

HealthPlus, Inc.

7601 Ora Glen Drive
Greenbelt, MD 20770
(301) 982-0098

Kaiser Foundation Health
Plan of the Mid-Atlantic

2101 East Jefferson Street

PO Box 6611

Rockville, MD 20849

(301) 816-2424

MD-Individual Practice
Association, Inc.

4 Taft Court

Rockville, MD 20850

(301) 762-8205

Optima Health Plan
4417 Corporation Lane
Virginia Beach, VA 23462

Optimum Choice, Inc.
4 Taft Court
Rockville, MD 20850
(301) 762-8205

PARTNERS National Health
Plans of NC, Inc.

2000 Frontis Plaza Blvd

Winston-Salem, NC 27103

(910) 760-4822

Peninsula Health Care, Inc.
606 Denbigh Blvd, Ste 560
Newport News, VA 23602
(804) 875-5760

Physicians Health Plan, Inc.
(d/b/a Physicians Care First)
PO Box 26623

Richmond, VA 23261
{804) 354-3860 \

Principal Health Care of the
Mid-Atlantic, Inc.

1801 Rockville Pike, Ste 110

Rockville, MD 20852

(301) 881-1033

Priority Health Plan, Inc.
621 Lynnhaven Parkway
Suite 450

Virginia Beach, VA 23452
(804) 463-4600

Prudential Health Plan, Inc.
1000 Boulders Parkway
Richmond, VA 23225
(804) 323-0900

Qual Choice of Virginia
1807 Seminole Trail

Suite 201

Charlottesville, VA 22901
(804) 975-1212

Sentara Health Plans, Inc.
4417 Corporation Lane
Virginia Beach, VA 23462
(804) 552-7220

Southern Health Services
PO Box 85603

Richmond, VA 23285-5603
(804) 747-3700

U.S. Healthcare, Inc.
980 Jolly Road

PO Box 1109

Blue Bell, PA 19422
(215) 628-4800
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Northern
Virginia
Aelna MD iPA
Capital Care Optimum Choice
CIGNA Kaiser
GWU Principal
HeahkhPlus Prudential
Humana U.5. Healthcare
Frederic
Blue
Ridge
QuaiChoice C_e n.tr?l
CIGNA Virginia
Aetna Optimum Choice
CIGNA U.S. Healthcare
HMO Vieginia Chartered
HealhPlus Prudential
HealhKeepers  QuaiChoice
MD IPA Southern Hearh
Roanoke
Area

HealtthKespeis
MD IPA
Oplimum Choice
PARTNERS
QualChoice
Southern Health

Southwestern
Virginia

HMO Enroliment
Total
Enroliment: CIGNA Peninsula
Southwest Va. 1,083,683 Heath First  Chartered
Roanoke Area Efﬁh‘(é?;';'is ::SWA
: Oplimum Choice Sentara HP
> Biue Ridge Optima e
o Central Va.
w
Hampton Roads H
N. Virginia i 56%.041
Source: VAHMO Survey, 1995 ) " ' T ’ !
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Types of Health Care Plans

Maximum

Coordination of
Services

Minimum = Cost Effectiveness —» Maximum

Source: Aetna Health Plans
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INSURANCE DEFINITIONS

Fee-For-Service (FFS): away 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 (HMQ): ahealth 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.

Sc  -e: Virginians for Health Care Solutions



INSURANCE DEFINITIONS-Cont.

Preferred Provider Organization (PPQO): anetwork 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 of Service (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: Virginians for Health Care Solutions



Growth In Managed Care From

1988 To 1993

HMO

HMO

POS

PPO/POS

Indemnity
FES

Indemnity
FES
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KPMG Peat Marwick/Wayne State { iv., and Health Insurancce Association of America, 1993

Source
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Growth of HMO Enrollment from
1980 to 1995, United States

T
R

1980 1994 1995

Growth in Millions

Source: Group Health Association of America
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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 than 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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HMO MODEL TYPES

« 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 GHAA, 1995
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% of Women Enrollees in HMOs
(as Compared to the Total Population)

Nationwide Virginia

In Virginia, females composed
54.09% of HMO members,
as compared to 50.9% of the

Nationally, females make up
53.1% of HMO members,

compared to 52.1% of the total

population. 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 of Medicare HMOs reported in the American Journal of Public 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: Center for Disease Contral and Prevention, DHHS Advance 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

Percent Diagnosed at Earliest Stage

0
60.00% 58 %
50.00%
38.80% 39%
40.00% — —
30.00%
20.00%
9.60% 0
10.00% 5.69% ,
0.00% | — L .
Breast Cancer Cervical Melanoma
Cancer
OHMO FFS

Source: American Journal of Public Health, October 1994
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Coverage of Routine Gynecological Care,
By Type of Plan
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Sc -+ The Alan Guttmacher Institute, 1993



HMOs Are Much More Likely to Offer
Annual Gynecological Exams Than Other
Types of Health Plans

HMO |

PPO |

Self-Insured

FFS
(100 or more employees)
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(fewer than 100 employees)
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Source: The Alan Guttmacher Institute Study of Private-Sector Insurance Coverage of Reproductive Health Services, 1993



0s-V

Coverage of Contraceptive Services
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Sonrce: The Alan Guttmacher Institute, 1993
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Coverage of Selected Infertility Services,
By Type of Plan
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Direct Access to OB/GYNs
in HMOs, 1994

Percent
N
o

A R T A AR RA AR AR -
AR AS

Member may Member may Member can Member needs

select OB/GYN  select OB/GYN self-refer to new referral for

or self-refer as personal OB/GYN each OB/GYN visit
physician

S - GHAA/Kaiser Family Foundation, 1994
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Restrictions on OB/GYN Self-Referrals
Differ by HMO Model Type

No Limit on #
Self-Referrals

—1f 86.5%

One Self OB/GYN ) 62.2%

referral per year

Other # of OB/GYN
referrals per year

0.00% 20.00% 40.00% 60.00% 80.00% 100.00%

[0 Group/Staff B IPA/Network

Source: GHAA/Kaiser Family Foundation Survey of Reproductive Health Benefits, 1994



' V&ﬁl\/-IO S;r;fe_y 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?

Yo-v
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DO HMOs IN VIRGINIA ALLOW OB/GYN
PHYSICIANS

TO CONTRACT AS PCPs?

® 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 1s the requirement for the provision of a full range of
primary care services.
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‘Do HMOs in Virginia Provide
Direct Access to OB/GYNSs?

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
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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. | am a board certified
Family Practitioner, a faculty member and the associate director of the tamily 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 ot care encompassed by Family Practice, particularly in the
areas of Obstetrics and Gynecology. | 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
969 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
traming mentioned above and which I 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 i 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 speciaity 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 ot its subspecialties (Gastroenterology. Rheumarology, Infectious

e
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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
Rehabilitation: Clinical laboratory science: Anesthesia; Pharmacology: and finaily.
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. [n 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 intants.
children. adolescents. young adults. geriatric patients. nursing home and home bound
patients and even pregnant patients that the resident cares for throughout her
pregnancy, delivers the baby and then tollows 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.
Successtul 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
ot 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
tamily 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 ot 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 tor tamily 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
Rehabilitation: Clinical laboratory science; Anesthesia; Pharmacology: and finally,
Protessional 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
patients and even pregnant patients that the resident cares for throughout her
pregnancy, delivers 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
ot 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
tamily 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 timited specialty of Obstetrics and Gynecology, the family
practitioner also sees women tor 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 ot pregnancy, childbirth. and raising a family.
In addition, tamily practice residents are taught how to perform colposcopy to evaluate
abnormal pap smears and to prevent cancer of the cervix: endometrial biopsies to detect
abnormalities of the uterus and to prevent uterine cancer; simple otfice 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 traming.
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 tor 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-gynecotogist (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 primary care will be referred to a
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 ot 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 OBG. most health insurance companies allow women to see their OBG at
least once a year without a referral. [ 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.



Program Requirements for Residency Education in Sports Medicine

VI. Specific Knowledge and Skills

A. Clinical
The program must provide educational experiences that enable resi-
dents to develop clinical competence in the overall field of sports
medicine.
The curriculum must include but not be limited to the following
content and skill areas:
1. Anatomy, physiology, and biomechanics of exercise
2. Basic nutritional principles and their application to exercise
3. Psychological aspects of exercise, performance, and competition
4. Guidelines for evaluation prior to participation in exercise and
sport
5. Physical conditioning requirements for various activities
6. Special considerations related to age, gender, and disability
7. Pathology and pathophysiology of iliness and injury as they relate
to exercise
8. Effects of disease, eg, diabetes, cardiac conditions, arthritis, on
exercise and the use of exercise in the care of medical problems
9. Pr'evention, evaluatior, management, and rehabilitation of
injuries
10. Understanding pharmacology and effects of therapeutic, perfor-
mance-enhancing, and mood-altering drugs
11. Promotion of physical fitness and healthy lifestyles
12. Functioning as a team physician
13. Ethical principles as applied to exercise and sports
14. Medical-legal aspects of exercise and sports
16. Environmental effects on exercise
16. Growth and development related to exercise
8. Patient Education/Teaching
The program must provide the experiences necessary for the 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, medical students. resi-
dents, coaches, athletes, other professionals, and members of pa-
tients’ families. There must aiso be relevant experience working in
a community sports medicine network involving parents, coaches,
certified athletic trainers, allied medical personnel, residents, and
physicians.

ACGME: September 1994 Effective: September 1994

Program Requirements for
Residency Education in
Family Practice

l. Introduction

A. Duration of Training

Residencies in family practice must be at least 3 vears in duration
after graduation from medical school and must be planned so that a
coherent, integrated, and progressive educational program with pro-
gressive resident responsibility is ensured. The training must be spe-
cifically designed to meet the educational needs of medical school
graduates intending to become family physicians.!

1. Applicants who have had previous graduate training may be considered for admission to
farmily practice residencies. Credit for this other training may be given only in the amount
that is comparible with the Program Requirements for Residency Education n Famuy Prac-
l:icg. Directors should consult with the American Board of Family Practice on each case
Pprior to making a determination regarding the equivalence of such training.

B. Size of Program

To provide adequate peer interaction, a program should have a mini-
mum of 12 residents at various levels of training. Residents ac-
cepted into the first year of training should be assured a position

for the full 3 years, barring the development of grounds for dismiss-
al. Except for periods of transition, the program should offer the
same number of positions for each of the 3 years.

C. Program Design

All educational components of a residency program should be re-

lated to program goals.

1. The program design and/or structure must be approved by the
Residency Review Committee (RRC) as part of the regular review
process.

2. Participation by any institution providing more than 6 months of
training in the program must be approved by the RRC.

D. Scope of Training

Family practice residency programs must provide experience and re-
sponsibility for the residents in those areas of medicine that will be
of importance to their future practice. Because family practice pro-
grams are in part dependent on other specialties for the training of
residents, the ability and commitment of the institution to fulfill
these requirements must be ensured.

Specifically, the sponsoring institution must ensure the existence
and availability of those basic educational and patient care re-
sources necessary to provide the family practice resident with mean-
ingful involvement and responsibility in the necessary clinical
specialties.

The existence of other programs sponsored by the residency, eg,
geriatric medicine, must not result in the dilution of experience
available to the family practice residents.

Instruction in the other specialties must be conducted by faculty
with expertise in these fields. The curricula and plans for such rota-
tions or experiences must be developed by the family practice fac-
wity in concert with appropriate ather specialty facuity.

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
aplan to ensure that the residents retain their identity and commit-
ment to the principles and philosophic attitudes of family practice
throughout the training program, particularly while they learn the
appropriate skills, techniques, and procedures of other specialties.

Farily practice residency programs should provide opportunity
for the residents to learn, in both the hospital and ambulatory set-
tings, those procedural skills that can reasonably be anticipated as
part of their future practices. There must be a method of document-
ing the procedures that are performed and of evaluating the resi-
dents’ competence. Such documenrtation should be maintained by
the program. .

E. Resident Workioad and Impairment

[t is the responsibility of the residents to render patient care in the
pursuit of their education without additional remuneration based
on productivity. This does not preclude them from earning income
from patient care during off hours, provided this activity does not in-
terfere with their education and performance as residents. In addi-
tion, such activity should not be in conflict with the policies of the
program or the sponsoring institution.

The goal of the family practice training program is to produce
fuily competent physicians capabie of providing high-quality care to
their patients. To prevent impairment and promote physician well-
being, residents shouid be trained to balance personal and profés-
sional responsibilities in a way that can be reflected throughout
their careers.

Graduate Medicai Education Directory
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The program must have mechanisms for monitoring resident stress,
including mental or emotional conditions inhibiting performance or
learning, and drug- or alcohol-related dysfunction. Program directors
and teaching staff should be sensitive to the need for timely provision of
confidential counseling and psychelogical support service to residents.
Training situations that consistently produce undesirable stress on resi-
dents must be evaluated and modified.

Both educational and patient care activities are best conducted
when residents have appropriate amounts and levels of supervised
responsibility and when their schedules allow them to make full
utilization of their educational experiences without resultant coun-
terproductive stress, fatigue, and depression. ‘

There should be adequate resident staff to prevent excessive patient
!oads, excessive new admission workups, inappropriate intensity of serv-
ice or case mix, and excessive length and frequency of call contributing
to excessive fatigue and sleep deprivation. The program must:

1. Permit residents to spend, on average, at least 1 day out of 7 away
from the residency program.

2. Assign on-call duty no more frequently than every third night, on
the average.

3. Ensure adequate backup if sudden and unexpected patient care
needs create resident fatigue sufficient to jeopardize patient

care during or following on-call periods.

Formal written policies on these matters should be established
and be available to the RRC, should they be requested.

1. Curricuium

A. Introduction

Every residency program must have the core or required curriculum
as contained herein. However, on approval of the RRC, curriculum
components may vary to reflect current regional practice patterns
and patient care needs, and may be flexible enough to utilize the
strengths of the program.

All major dimensions of the curricutum should be structured educa-
tional experiences for which written goals and objectives, a specific
methodolegy for teaching, and a method of evaluation exist. These
goals must be distributed to residents and teaching staff. Family physi-
cians should be utilized to the fullest extent as teachers, consistent
with their experience, training, and current competence.

The organization of the curriculum shouid reflect the application
of sound educational principles, recognizing that some elements of
the curriculum are best learned in a longitudinal experience,
whereas others are more efficiently learned in an intensive experi-
ence of shorter duration.

Although the content of a rotation is more important than the
time assigned to it, it is necessary to establish guidelines for the al-
location of time segments to provide an objective measure of the op-
portunity provided for residents to achieve the cognitive lmowledge,
psychomotor skills, attitudinal orientation, and practical experi-
ence required of a family physician in each of the curricular
elements.

Ranges of time® are indicated for the various disciplines that the
core curriculum comprises. This does not prohibit additional elec-
tive time in any of these areas.

2.The RRC expects all programs to have written detailed plans for their curricula that
should be available for review by the site visitor. Do not append them to the forms.

3. In identifying ranges it is recognized that certain programs will deviate from those
ranges for excellent educational reasona. It is the responsibility of the program director
to document and justify variations from the ranges herein stated. Concurrent time
spent in the family practice center should not be included when caleulating the dura-
tion of the specialty rotations for which a number of required hours is specified. Family
pmt:: center time may be included in the required rotations, which are specified in
mont!
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B. Principles of Family Practice
The following curricular areas must be integral to each program. in
addition, residents must be taught to demonstrate and clearly ar-
ticulate the philosophy and concepts of family practice to patients.
1. Continuity of Care
Continuity of care is an important concept in family practice and
is expressed in the role and interrelationships that the system
(eg, solo or group), the professional, the individual patient, the
patient's family, the institution, and the community play in the
maintenance of continuity of care.

Residents should develop and maintain a continuing physician-
patient relationship with a panel of patients throughout the
3-year period. This relationship must be in continuity during the
resident’s second and third years* and must include patient con-
tacts in the family practice center, inpatient facility, domiciliary
facility, and patients’ homes. Family practice residents must be
able to admit and care for their family practice center patients
in the hospital with family practice faculty supervision as
appropriate.

Continuity of primary responsibility for patient care must be
taught in a longitudinal way and include the following:

a. Ambulatory care

b. Inpatient care

c. Home care

d. Domiciliary care, eg, nursing, extended care facilities
e. Referral and consultation

f. Integrative function of the family physician

g. Utilization of community resources

Residents may spend time away from the family practice cen-
ter in outside rotations designed to meet the needs of their train-
ing. The educational value of these rotations must be clearly
decumented. At these remote sites the same degree of constant
on-site supervision is required as is required in the family prac-
tice center. The use of remote sites or rotations on clinical ser-
vices must not interrupt continuity of care at the family practice
center for longer than 2 months during the second and 2 months
during the third year.

Residents must return to the family practice center and pro-
vide continuity of care for their panels of patients for at least 2
months before leaving for any additional remote experience.

2. Family Oriented Comprehensive Care
Family practice is a comprehensive specialty. The family physi-
cian assumes the responsibility for the total health care of the in-
dividual and family, taking into account the social, physiological,
economic, cultural, and biological dimensions. Therefore, the pro-
grams must also emphasize the importance of comprehensive pa-
tient and family medicat care. The residents must be given the
opportunity to achieve high levels of competence in heaith main-
tenance; in disease and problem management; and in the devel-
opment of knowledge, skills, and attitudes that reflect expertise
in comprehensive patient management. Residents also must be
trained in patient education. )

_The responsibility to provide health care to families is a funda-
mental concept of the discipline of family medicine. The program
must provide the opportunity for residents to acquire knowledge
and experience in the provision of longitudinal health care to
families. This should include assisting family members in coping
with serious illness of other family members. Although the treat-
ment of illness is a basic function of family physicians, another of

4. When residents find it necessary to change programs, they and the program directors
involved should consult with the American Board of Family Practice prior to implement-
ing such arrangements.
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their major responsibilities is the maintenance of heaith among
the family members.

Comprehensive care must be taught longitudinally in didactic
and clinical settings during the entire period of residency train-
ing. The following elements must be included and should be un-
derstood within the concept of family care, ie, the impact on the
family of the need for care of an individual within that family:

Individual

a. Health assessment

b. Health maintenance

¢. Prevention

d. Acute and chronic illness or injury
e. Trauma

f. Rehabilitation

g. Behavioral counseling

h. Health education

i. Human sexuality

Fa.mily !
a. Family structure

b. Family dynamics

¢. Genetic counseling

d. Family development

e. Family planning

f. Child rearing and education

g. Aging

h. Death and dying

i. Epidemiology of illness in families

J. Role of family in illness management
k. Counseling and education

1. Nutrition

. Primary Setting for Family Practice

While the residents’ acquisition of knowledge, skills, and atti-
tudes of family practice should take place during all curricular
elements, the primary setting for this training is in the family
practice center as the residents provide continuing, comprehen-
sive care to their panels of patients.

In the first year of training an orientation period in the family
practice center is needed to introduce the comprehensive ap-
proach to health care and to help the resident develop an iden-
tity as a family physician. Additionally, residents should be
assigned to the family practice center for at least 1 day per
week during the first year of training,

During the second year residents should spend from 2 to 4 half-
days per week in the center. The amount of time in the center
should be increased in the third year to 3 to 5 half-days per week.
Intensive short duration assignments to the family practice cen-
ter in the second and third years may be utilized for specific edu-
cational purposes, provided the overall curriculum is not thereby
compromised.

C. Specialty Experience

1. Human Behavior and Psychiatry
Most of the family practice resident’s kmowledge and skills in
this area should be acquired through a program in which psv-
chiatry and behavioral science are integrated with family prac-
tice, internal medicine, pediatrics, and other disciplines
throughout the resident’s total educational experience.

The Family Practice Center should serve as the major site for
residents to achieve the objectives of this portion of the curricu-
lum. The human behavior curriculum should include the promo-
tion of physician well-being and prevention of physician
impairment.

There must be instruction in the following areas of human
behavior:

a. Diagnosis and management of the psychological components
of illness

b. Management of psychiatric disorders

¢. Family dynamics

d. Physician/patient relationship

e. Patient counseling

f. Interviewing skills and other communicative skills

g Normal psychosocial growth and variants

h. Stages of stress in the family life cycle

i. Substance abuse
There should be a format didactic program that supplements

the clinical experience in human behavior. Instruction should

be provided by faculty who have training and experience neces-
sary to apply modern behavioral and psychiatric principles to
the care of an undifferentiated population.

There must be a psychiatry training component that encom-
passes recognition, diagnosis, and management of emotional
and mentat disorders. Elements of psychotherapy, psychophar-
macology, psychiatric counseling, and a wide variety of mental
ilinesses must be included. Alcoholism and other substance
abuse also must be specifically included in the curriculum. In-
tensive short-term experiences in facilities devoted to the care
of chronically ill patients should be limited.

Qualified family physicians and psychiatrists should be in-
volved in teaching this curricular component.

2. Community Medicine

Residents should have experiences that help them understand

the role of private enterprise, voluntary organizations, and gov-

ernment in modern health care. In addition, residents shouid be
taught the principles of the application of modern medical
knowledge to the care of populations. There must be instruction
in at least the following areas of community medicine:

a. Occupational medicine must include assessment of job-related
illnesses and injuries, identification and management of job-
related health risks, and fundamentals of disability assess-
ment. Where possible, direct contact with organized
industrial health programs is encouraged.

b. Community health resources must include contact with gov-
ernmental, voluntary, and private agencies whose services
can be utilized in the care of patients and their families.

c. Epidemiology of diseases must include the biologic and social
causal relationships in common illnesses.

d. School health must include the study of school-related health
problems, identification of common iearning disabilities, ad-
aptation to physical disabilities, and evaluation for organized
sports and recreational activities.

e. Community health education must include examination of the
methods available in the community for information transfer
to the population, techniques of media utilization, and the
physician’s role in community health education.

f. Public health services must include the study of the public
health resources available at the local, state, national, and
international levels, and the means by which physicians can
assist their patients through utilization of those resources.

g Environmental health must include common problems such as
toxic wastes, pure water supply, and air pollution, as well as
the role of the physician in the community where these con-
cerns exist.

3. Geriatrics

A significant portion of the practice of every family physician
involves the care of the aged. Educational opportunities to ad-
dress this element of the curriculum must be available through-
out the resident's entire program. A structured multidisciplinary
approach by faculty is essential to the teaching of this curricuiar
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element through didactic conferences and clinical experience in
the following settings: Family Practice Center, the hospital, nurs-
ing homes, retirement homes, voluntary agencies, the patient’s
home. Education in the care of the aged must include the pre-
ventive aspects of health care, the physiological and psychologi-
cal changes of senescence, the social-cultural parameters, the
putritional and pathological (acute and chronic) entities of ag-
ing, and the proper utilization of all members of the health-care
team. The residents must have sufficient training to be able to
provide a functional assessment of elderly patients.

4. Disease Prevention/Health Promotion
Prevention of disease and disability, heajth promotion, health
maintenance, and health screening are important aspects of
family practice. Preventive medicine must include training in
immunizations and in appropriate behaviors that protect indi-
viduals and families from illness or injury. Residents shouid be
given the opportunity to acquire specific knowledge, skills, and
attitudes that provide special competence in these areas. Resi-
dents should be instructed in the general principles of health
promotion and appropriate intervention based on the needs of
the individual patient and the community. This content should
be presented in both didactic and clinical settings.

5. internal Medicine
Internai medicine experience must provide the resident with
the opportunity to acquire the knowledge and skills related to
the diagnosis and management of nonsurgical diseases of aduits.
This experience should be utilized to enhance the resident's un-
derstanding of the pathophysiology of nonsurgical diagnostic
and therapeutic techniques and to develop a disciplined, scien-
tific approach to the practice of medicine.

The organization of the curriculum in internal medicine in
Igrge part will depend on the organization of the delivery of pa-
tient care services in the teaching environment. The experience
must include both inpatient and outpatient experiences and pro-
gress from general to specific areas of content. Faculty should in-
clude family physicians, general internists, and subspecialists.
The total duration of internal medicine training should be 8 to
12 months. including structured experiences in cardiology and
critical care units (ICU/CCU), as weil as education in endocrinol-
oy, pulmonary diseases, hematology and oncology, gastroen-
terology, infectious diseases, rheumatology, nephrology, allergy
and immunology, and neurology. Where it exists, a family prac-
tice inpatient service may be utilized to fulfill a portion of this
requirement.

6. Pediatrics
There must be a structured educational experience in pediatrics
o_f 4 to 5 months, which involves ambulatory and inpatient expe-
riences. This must include the newborn nursery, as well as
experience in resuscitation, stabilization, and preparation for
transport of the distressed neonate. The resident should have
the opportunity to develop an understanding of the prenatal
period. the growth and development of the newborn through
adolescence. and emotional problems of children and their man-
agement. [n addition, the resident should be taught to recognize
and manage behavioral, medical, and surgical problems of chil-
dren and adolescents in home, ambulatory, and hospital settings.
7. Surgery

The program must provide instruction in the diagnosis and man-
agement of surgical emergencies and the appropriate and timely
referral of such emergencies for specialized care. The resident
should aiso be taught to recognize conditions that are preferably
managed on an efective basis.

‘ The resident must be taught to appreciate the varieties of sur-
gical treatments and the potential risks associated with them to

Program Requirements for Residency Education in Family Practice

be able to give proper advice, explanation, and emotional sup-
port to the patients and their families.

The resident must receive training in pre- and postoperative
care, basic surgical principles, asepsis, handling of tissue, and
technical skills to assist the surgeon in the operating room. The
program should provide the opportunity for residents to deveiop
technical proficiency in those specific surgical procedures that
family physicians may be called on to perform. If the residents
expect to include surgery as a major aspect of their practice, ad-
ditional training must be obtained.

The requirement in surgery includes both general surgery
and subspecialty experience. The residents must be required to
participate in a structured experience in general surgery of 2 to
3 months' duration, including operating-room experience. Qutpa-
tient experiences in general surgery are encouraged in order for
the resident to achieve competency in the diagnosis and man-
agement of a wide variety of common ambulatory general surgi-
cal problems. .

The required experiences in surgical subspecialties may be in
an intense short time format or in a longitudinal format. Be-
tween 140 and 200 hours of orthopedics are required, exclusive
of time in the Family Practice Center, and 40 to 80 hours in each
of the subspecialties of ophthalmology, otolaryngology, and urol-
ogy are required. It is expected that experiences in the surgical
subspecialties will be primarily in outpatient settings. This is in
addition to learning from consuitations.

8. Obstetrics and Gynecology ,
The resident must be provided with instruction in the bioiogical
and psychological impact of pregnancy, delivery, and care of the
newborn on a2 woman and her family. The resident should be
taught technical skills in the provision of antepartum and post-
partum care and the normal delivery process as well as in the
complications of pregnancy and their management. The resi-
dent should be taught certain operative skills in obstetrical and
gynecological procedures. To acquire such skills, the family prac-
tice resident must spend at least 3 months in a structured edu-
cational experience, of which at least 2 months must be in
obstetrics and at least 1 month must be in gynecology. The resi-
dent must assume the responsibility for provision of antenatal,
natal, and postnatal care on a continuing basis to a number of
patients sufficient to meet the required objectives. Whenever
possible these patients should be derived from the residents’
panel of patients in the family practice center. -

A program must be able to make arrangements for additional
0Ob/Gyn training on an elective basis within the 36-month cur-
riculum. This should include high-risk obstetrics and the oppor-
tunity for residents to devejop technical proficiency in those
surgical procedures that family physicians may be called on to
perform.

9. Emergency Medicine

There must be a structured educational experience of 1 to 3
months’ duration in the delivery of emergency medicine care
with competent and full-time on-site supervision. The initial
month should be a block rotation rather than a longitudinal
format.

There must be sufficient quality and types of facilities, equip-
ment, and support personnel and a broad range of patient prob-
lems to provide the residents with adequate experience in
initial management of serious emergencies.

The emergency medicine portion of the curriculum should
utilize both didactic and clinical experiences. Specific modern
lifesaving skills must be taught to all residents, eg, advanced
cardiac life support, airway insertion, chest tube insertion,
hemostasis.
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10. Sports Medicine

Sports medicine must include basic physical assessment for par-

ticipation as well as evaluation and management of common
injurtes.
. Dermatology
The curriculum must include a required educational experience
in dermatology of 60 to 120 hours. Most of this experience
should be in an outpatient setting with a qualified physician
teacher of dermatology and should be supplementary to the
learning that results from consultations.
12. Diagnostic Imaging
The program must provide the residents with ample opportunity
to learn the appropriate application of techniques and specialty
consultations in the diagnostic imaging of organs and body sys-
tems. Instruction should include the limitations and risks atten-
dant on these techniques. The format of the instruction should
be adapted to the resources available, but must include radio-
graphic film and diagnostic imaging interpretation pertinent to
family practice,
13. Practice Management
There must be 60 hours of instruction in practice management
taught in both didactic and practical settings. Emphasis should
be on providing the resident with the tools to be successful in
practice while optimizing patient care.
The Family Practice Center should be considered one of the
primary sites for teaching practice management.
14, Other Curricular Elements
Other areas of training should include:
a. Nuclear medicine
b. Physical medicine and rehabilitation
c. Clinical laboratory science
d. Use of drugs and their interaction
. Administration of anesthetics
f. Professional liability/risk management
15. Electives
Electives that are well constructed, purposeful, and effective
learning experiences are an essential part of a family practice
residency program. Electives should not utilize more than 6
months of the total curriculum, but there must be 4 minimum of
3 months available to each resident for electives. The choice of
electives by the resident must be made with the advice and con-
sent of the program director. Most electives will be concerned
with subspecialized areas of the major primary specialties and
may be obtained in various ways. However, z structured educa-
tional experience in rural and/or inner-city heaith care should
be avaifable to residents if such experience adds a dimension to
the educational program that is not otherwise present.

I

—

. Elgcu’ves are intended primarily to enrich the residents’ train-
ing with experiences relevant to their future practice pians or in-

terests as family physicians. After proper counseling by the
program director and/or faculty, residents may use electives in
part to remove identified deficiencies in knowledge or skills. No
more than half of the total elective time may be used for reme-
dial purposes.
16. Research and Scholarly Activity
Graduate medicai education must take place in an environment
of inquiry and scholarship in which residents participate in the
development of new knowledge, iearn to evatuate research find-
ings, and develop habits of inquiry as a continuing professional
responsibility.
a. Participation by Teaching Staff
While not all members of a teaching staff must be investiga-
tors, the staff as a whole must demonstrate broad involve-
ment in scholarly activity. This activity should inciude:

1. Active participation of the teaching staff in clinical discus-
sions, rounds, and conferences in a manner that promotes
a spirit of inquiry and scholarship. Scholarship implies an
in-depth understanding of basic mechanisms of normal
and abnormal states and the application of current knowi-
edge to practice.

2. Active participation in regional or national professionaj and
scientific societies, particularly through presentations at
the organizations’ meetings and publication in their
Jjournals.

3. Participation in research, particularly in projects that are
funded following peer review and/or result in publications
or presentations at regional and national scientific
meetings.

4. Offering of guidance and technical support (eg, research de-

sign, statistical analysis) for residents involved in research

and support for resident participation in scholarly activities.

b. Resident Research and Scholarly Activity

The participation of each resident in an active research pro-

gram should be encouraged as an essentiat part of the prepa-

ration for a lifetime of seif-education after the completion of
formal training. Generatly, this activity should be concurrent
with other assignments, provided the responsibilities of the
resident are adjusted in a way to permit a reasonable time for
research activity. This experience should give the residents
an awareness of the basic principles of study design, perfor-
mance, analysis, and reporting, as well as an awareness of the
relevance of research to patient care.
17. Conferences

There should be an overall conference schedule that covers the

broad range of topics essential to family practice.

The conferences, seminars, or workshops for the family prac-
tice residents should be designed to augment their clinical expe-
riences and should be held at least twice a week. These must be
conducted by persons knowledgeable in the topics under discus-
sion. Residents should also have the opportunity to present

cases. Faculty, staff, and residents should participate, but confer-

ences designed solely for the medical staff are inadequate as a
substitute for a complete conference schedule in graduate
training.

There also should be reguiarty scheduled conferences for fac-
ulty and residents during which critical review of medical litera-
ture takes place. Reasonable attendance requirements must
exist, and faculty and resident attendance should be monitored
by the program director.

lll. Program Personnel

The program director and teaching staff are responsible for the gen-
eral administration of the program, including those activities re-
lated to the recruitment, selection, instruction, supervision,
counseling, evaluation, and advancement of residents and the main-
tenance of records related to program accreditation.

A Program Director
There must be a single program director responsible for the pro-
gram. Continuity of leadership over a period of years is important to
the stability of a residency program. Frequent changes in leader-
ship or long periods of temporary leadership usually have an
adverse effect on an educational program and will be cause for seri-
ous concern. The RRC must be notified promptly of any change in
the teadership of the program.
1. Qualifications of the Director
The director must have demonstrated ability as a teacher, clini-
cian, and administrator. The director must be capable of admini
tering the program in an effective manner and be actively
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i{woh’ed in the care of patients. This individual must devote suffi-
cient time to the residency program to provide continuity of lead-
ership and to fulfill the administrative and teaching
responsibilities inherent in achieving the educational goals of
the program.

Prior to assuming this position the program director must
have had a minimum of 2 years' full-time professional activity in
famuly practice and should have had teaching experience in a
famuly practice residency program.’ The director must be cur-
rently certified by the American Board of Family Practice or have
suitable equivalent qualifications and must be licensed to prac-
tice medicine in the state where the institution that sponsors the
program is located. (Certain federal programs are exempted.)
The RRC will determine the acceptability of aiternate qualifica-
tions. The director also must hold an appointment in good stand-
ing 1o the medical staff of an institution participating in the
progran.

. Responsibilities of Director
In addition to those responsibilities described in other sections
of these requirements, the program director is tesponsible for
the selection and supervision of the teaching staff and other pro-
gram personnel at each institution participating in the program.
She or he also has responsibility for selection of residents for ap-
pointment to the program in accordance with institutional and
departmental policies and procedures.

The director is also responsible for the implementation of fair
pmcedures, as established by the sponsoring institution, regard-
ing academic discipline and resident complaints or grievances,

B. Family Practice Faculty

A member of the teaching staff of each participating institution
mu§t.be designated to assume responsibility for the day-to-day
activities of the program at that institution, with overall coordina-
tion by the program director.

The faculty must contain teachers with the diversified interests
and expertise necessary to meet the training responsibilities of the
program. One measure of the quality of a faculty is whether there is
evidence of participation in research and other scholarly activities.
The number of physician faculty must be sufficient to ensure that
there is always an appropriate number who, without other obliga-
tions, supervise the residents in the family practice center when-
ever the residents are seeing patients. There must be at least one
full-time equivalent family physician facuity member for each six
residents in the program. Where part-time faculty are utilized,
there must be evidence of sufficient continuity of teaching and su-
pervision.

The family physician faculty should have a specific time commit-
ment to patient care to enable them to maintain their clinical skills
and serve as role models for the residents. Family physician faculty
must have admitting and attending privileges in the hospital(s)
where the majority of Family Practice Center patients are
hospitalized.

Physicians in the other speetalties who are part of the faculty of
;he program must devote sufficient time to teaching and supervis-
in¥ the Jamily practice residents to ensure that the program’s goals
for their specialty areas are accomplished.

C. Consuitant Faculty

Consultations by recognized specialists in their fields should be util-
ized. Consultations should occur in a focation that allows residents
to participate in the consultation as an educational experience.

(&

5. This does not apply to program directors who were appointed before July 1. 1983.
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D. Other Special Facuity

Additional faculty will be needed to provide input into areas such as
behavioral science, the social services, nutrition, oral pathology,
and pharmacy. If faculty in these disciplines are not readily avail-
able from current staff or faculty, resources in the community may
be utilized.

E. Qualifications of Facuity

All of the key faculty members in the program must demonstrate
suitable qualifications for their specialty areas, eg, Board certifica-
tion or equivalent for physician facuity, appropriate credentials for
the nonphysician faculty. There must be an explicit system to de-
velop and maintain academic and clinical skills of the faculty and to
foster their continual professional growth and development.

F. Supervision -

It is the responsibility of the program director and faculty to ensure
that residents are appropriately supervised. Institutional and pro-
gram policies and procedures must ensure that all residents are
adequately supervised in carrying out their patient care responsibili-
ties. Supervising policies of the residency should be consistent with
those of the institution. These policies must be in writing and be dis-
tributed to all members of the program staff.

Faculty on-call schedules must be structured to ensure that su-
pervision is readily available to residents on duty. An appropriately
qualified member of the program’s faculty must be in attendance on
site when the needed services or procedures exceed the capability
of the most senior supervising resident or when qualified senior resi-
dents are unavailable for supervision of more junior residents.

G. Support Staff

There must be appropriate numbers and types of support staff to
meet the needs of health care and resident education.

IV. Patient Popuiation

Patients who provide a broad spectrum of problems and represent
varied income levels and ages and both sexes should be attended in
the hospital, in the Family Practice Center, at home, and in institu-
tions for long-term care or rehabilitation. There must be an institu-
tional patient care evaluation program to foster continuing
improvement of ambulatory and inpatient care provided by the insti-
tution and medical staff.

A. lapatients

A sufficient number of inpatients must be available to provide a
broad spectrum of problems in any given discipline. The disease
spectrum available for resident education must be that common to
the general community. The program must offer a structured educa-
tional experience that allows residents the opportunity to attain ex-
pertise in emergency initial care of unusual or life-threatening
problems.

B. Ambulatory Patients

A stable patient population of sufficient number and variety is nec-
essary to ensure comprehensiveness and continuity of experiences
for the residents. The major part of the patient visits in the Family
Practice Center should be from family units for which a resident is
responsible. A patient popuiation seeking only episodic care does
not meet this requirement.

There must be a sufficient volume of patients 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 by each resi-
dent is not specified, the following minimum numbers of patients
should be seen by residents as they progress through their training:
one to two patients per hour for first-year residents; two to three pa-
tients per hour for second-year residents; and three to four patients
per hour for third-vear residents.
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V. Facilities

A program must provide the facilities required for the education of
residents in sufficiently close proximity to the primary hospital to
allow for the efficient functioning of the training program.

Multiple teaching facilities may be used as ivng as there is no

compromise of the quality of the educational program and no siznfi-

cant reduction in attendarce of residents at teaching sessions or re-
dugllon of camaraderie and exchange of information among
residents and/or facuity.

A. Primary and Affiliated Hospital

1. Number of Beds
It is essential that the participating hospitals. primary and affili-
ated, be of sufficient size and have an adeguate number of occu-
pied teaching beds to ensure a sufficient patient load and varierv
of problems for the education of the number of residents and
other learners on the services. Experience has demonstrated
that facilities that have fewer than 135 occupied beds often are
not able to provide adequate physical, human. and educational
resources for training in family medicine.”

2. Medical Staff
Qualified medical staff 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, neuroi-
ogy, cardiology, dermatology, orthopedics, ophthaimology, anes-
thesia, and emergency medicine.

The medicat staff should be organized so that famiiv physician
members may participate in appropriate hospital governance ac-
tivities on a basis equivalent to that of those in other specialties.
Where a hospital is departmentalized. there should be a clinical
department of family practice.

3. Use of Multiple Hospitals
Muitiple hospitals may be used if the primary facility is unable to
provide all of the required experiences. Such additional hospitals
must not be at such a distance from the primary teaching sites
that they require excessive travel time or otherwise fragment the
educational experience.

B. Family Practice Center

1. Functional Status
A family practice center must be in operation for the training of
family practice residents (whether or not in a temporary foca-
tion) on the date the program begins. If more than cne center is
usgd. the additional centers must meet the same criteria as the
primary center. Experiences available in the multiple centers
should be comparable.
. Design
The center must be a clearly identifiable unit that includes a
separate entry, waiting room. and appointment system. The de-
s_ign of the Family Practice Center must ensure adequate pa-
tient flow to provide appropriate patient care. accessibility, and
teaching opportunities. The Familv Practice Center should have
provisions for handicapped persons.
3. Size
Two examining rooms per physician working in the center at one
time {counting both residents and physician faculty who have
patient care responsibilities) should be available. In cases
* where the Family Practice Center is utilized fur 1raininz other

(-]

6. Reqmremenw concernng number of hospital beds may be recarasg mere apprepr:
ately in terms of those availabie for use 1n trawing residents, whester (n the primary
hospital alone or in the primary plus affiliated hospitals combined. Sumber of begs
must be percetved in cortext of the total number. types. ind locations, 4y well as mo-
cal staff availabie for quality care and teachinz.

learners, eg, fellows, nurses, medical students, and physician as-
sistants, sufficient additional space must be available so that
the efficiency of the residents is not compromised.

Other functional areas must include a business office, a re-
cord room. an office library, patient care rooms. a conference
room. a basic laboratory appropriate to office practice. a resi-
dent work area. and faculty/staff offices.

The Family Practice Center shouid provide space for the phy-
sician to conduct individual and small-group counseling.

{. Diagnostic Laboratory and Imaging Services
There must be provision for diagnostic laboratory and imaging
services so that there is prompt and convenient access by
patients and residents for patient care and education.

3. Location
The location of the Family Practice Center ir relation to the hos-
pital(s) should be such that it allows conservation of the resi-
dents' time in order to utilize efficiently the educational
opportunities and provide necessary patient care at both sites.

6. Equipment
The Family Practice Center must contain all equipment neces-
sary to meet the basic needs of an efficient family practice office
and an acceptable educational program for family practice
residents.

7. Record System
Patients’ ambulatory medical records must be maintained so
that easy and prompt accessibility is ensured at ail times.

The record system must provide for patient care audit and
chart review and must be capable of prompt documentation of
all facets of family care, including care rendered in the Family
Practice Center, hospital, home, via telephone, and that pro-
vided in other institutions.

The medical record system must be designed for the retriev-
ability of data pertinent to patient care and the monitoring of
the residents’ experiences.

8. Scheduling of Appointments
Appointments must be scheduled in the Family Practice Center
by reguiar employees of the center who are cognizant of the im-
portance of the appointment system in the delivery of continu-
ing care and in ensuring patient access to a requested physician.
9. Hours of Operation
The Family Practice Center must be an exclusive facility avail-
able for patient services during weekday hours commensurate
with community medical practices to provide continuing com-
prehensive care and a place where patients may expect to ob-
tain services.

When the Family Practice Center is closed, there must be pro-
vision for patients to have access to their personal physician or
a designated substitute physician.

0. Source of [ncome .
The fiscal operation of the Family Practice Center must reflect a
balance between service and education that does not adversely
affect the educational objectives. There should be a plan to en-
sure tong-range fiscal stability of the program.

C. Ambulatory Units Other Than Family Practice Centers

Ambulfatory units other than Family Practice Centers are those
sites that provide experiences that differ from those offered in the

F

amiuly Practice Center and that enhance the educational program.

D. Library
i. Residents must have readv access to a major medical library,

either at the mstitution where the residents are located or
through arrangement with convenient rearby institutions.

. Librarv services shouid inciude the electronic retrieval of inform’
tion from medical databases.
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3. There must be access to an on-site library or to a collection of
appropriate texts and journals in each institution participating in
a residency program. On-gsite libraries and/or collections of texts
and journals must be readily available during nights and
weekends.

VI. Evaluation

A. Evaluation of Residents

There must be adequate, ongoing evaluation of the knowledge, com-
petency, and performance of the residents. Entry evaluation assess-
ment, interim testing, and periodic reassessment, as well as other
modalities for evaluation, should be utilized.

Written evaluation of each resident's, kmowledge, skills, profes-
sional growth, and performance, using appropriate criteria and
procedures, must be accomplished at least semiannualiy. These
evaluations must be communicated to the resident in a timely
manner.

Residents should be advanced to positions of higher responsibil-
ity only on the basis of evidence of their satisfactory progressive
scholarship and professional growth.

The pregram must maintain a permanent record of evaluation for
each resident and have it accessible to the resident and other
authorized personnel.

The program director and faculty are responsible for provision of
a written final evaluation for each resident who completes the pro-
gram. The evaluation must include a review of the resident's per-
formance during the final period of training and should verify that
the resident has demonstrated sufficient professional ability to
practice competently and independently. This final evaluation
should be part of the resident’s permanent record maintained by
the institutiorn.

A system for documentation of residents’ experiences must be
utilized to monitor the educational experience and to provide docu-
mentation for future hospital privileges.

B. Evaluation of Faculty

All teaching faculty must be evaluated on an ongoing basis. Docu-
mentation of faculty evaluation should include teaching ability,
clinical knowledge, attifudes, scholarly contributions, interpersonal
skills, and communication abilities.

C. Evaluation of Patient Care

The program must consider high-quality patient care as one of its
primary objectives and evaluate the care that is provided. There
must be a current and retrospective audit to provide necessary feed-
back for continuing improvement of ambulatory and inpatient care.
D. Evaluation of the Program

The family practice residency must incorporate all elements of the
Program Requirements. The educational effectiveness of a program
must be evaluated in a systematic manner. To implement this, the
program should engage in self-evaluation within the context of the
educational goals and objectives, the needs of the residents, teach-
ing responsibilities of the faculty, the availability of administrative
and financial support, and adequate health-care resources within
the community. This evaluation should include an examination of
the balance among education, research, and service and of the
extent to which the educational goals have been met by residents.
Written evaluations by residents should be utilized in this process.
Continuing medical education should occupy a prominent place in
the program. and residents should be encouraged to develop learn-
ing patterns to continue their education,

The teaching staff must be organized and have regular docu-
mented meetings to review program goals and objectives as well as

program effectiveness in achieving them. At least one resident rep-
resentative should participate in these reviews.

E. Evaluation of the Graduate

It is the responsibility of all programs to maintain contact with
their graduates to obtain information about practice effectiveness,
relevance of training to practice demands, personal satisfaction
with role, practical responsibilities, evidence of participation in con-
tinuing medical education, and board certification.

VH. information ltems

A. Evaluation by the RRC

The program will be evaluated by the RRC at regular intervals. It is
the responsibility of the program director to submit accurate and
complete information as requested by the RRC on the program in-
formation forms or in special communication from the committee.
The RRC will judge the degree of compliance with the Program
Requirements and with the Institutional Requirements.

One measure of the quality of a residency program is the perfor-
mance of its graduates on the certifying examination of the Ameri-
can Board of Family Practice. In its evaluation of residency
programs the RRC will take into consideration the information pro-
vided by the board regarding resident performance on the certifying
examinations over a period of several years.

The degree of resident attrition and the presence of a critical
mass of residents also are factors that will be considered by the
RRC in the overall evaluation of the program.

8. Notification of Change

The RRC must be notified promptly of major changes in the pro-
gram, including a change in leadership. Prior approval of the RRC is
required for the following: (1) the addition or deletion of a major
participating hospital, (2) the utilization of a new and/or additional
family practice center or the alteration of an existing center in any
way that might make the facility less suitable, and (3) major
changes in the program format. On review of a proposal for major
change in a program, the RRC may determine that a site visit is
necessary before a decision can be made.

C. Board Certification

Family practice residents who plan to seek certification by the
American Board of Family Practice should communicate with the
executive secretary of the board.

ACGME: June 1992 Effective: July 1995

Program Requirements for
Residency Education in Family
Practice Geriatric Medicine and
Family Practice Sports Medicine

The following generic requirements pertain to programs in Family
Practice Geriatric Medicine and Family Practice Sports Medicine.
Each program must comply with the requirements listed below as
well as with the specialty content found in the Program Require-
ments for the respective area.

These programs must exist in conjunction with and be an inte-
grated part of an Accreditation Council for Graduate Medical Educa-
tion (ACGME)-accredited family practice residency program. Their
existence should not compromise the integrity of the core program.

Residents who are appointed to programs in geriatric medicine
must have satisfactorily completed an ACGME-accredited residency
in family practice or internal medicine. Residents appointed to the
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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.

A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia and to
amend the Code of Virginia by adding in Article 1 of Chapter 34 of Title 38.2, a section
numbered 38.2-3407.10, relating to accident and sickness insurance; access to

obstetrician-gynecologists.

Be it enacted by the General Assembly of Virginia:
1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted
and that the Code of Virginia is amended by adding a section numbered as follows:

§38.2-3407.10 Access to Obstetrician-Gynecologists.

A. _Each (i) insurer proposing to_issue individual or_group accident and sickness

insurance policies providing hospital, medical and surgical or major medical coverage on an
expense incurred basis, (ii) corporation providing individual or group accident and sickness

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

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

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

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

covered_thereunder direct access, without prior referral, to the heaith care services of an

obstetrician-gynecologist (i) authorized to provide services under such policy. contract or plan
and (ii) selected by such femaie.

B. For the purpose of this section, “heaith care services” means the full scope of

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

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

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

QObstetricians _and_Gynecologists, and_includes services provided by nurse practitioners,
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qvnecologist providing care to an individual covered under any such policy, contract or plan.

C. Each insurer, corporation or health maintenance organization subject to the

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

plan, of the provisions of this section.

D. The provisions_of this section shall not apply to_short-term travel, or accident-only

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

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

No provision of this title except this chapter and, insofar as they are not inconsistent
with this chapter, §§ 38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-
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
through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through
38.2-904, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-
1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13, 38.2-1312, 38.2-1314, 38.2-1317
through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through
38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through

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-

3425 through 38.2-3429, 38.2-3431, 38.2-3432, 38.2-3500, 38.2-3501, 38.2-3502, 38.2-
3514.1, 38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-
3525, 38.2-3540.1, 38.2-3541, 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§
38.2-5300 et seq.) of this title shall apply to the operation of a plan.

§ 38.2-4319. Statutory construction and reiationship to other laws.

A. No provisions of this title except this chapter and, insofar as they are not
inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-218
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-
413, 38.2-500 through 38.2-515, 38.2-600 through 38.2-620, Chapter 9 (§ 38.2-900 et seq.) of
this title, 38.2-1057, 38.2-1306.2 through 38.2-13089, Article 4 (§ 38.2-1317 et seq.) of Chapter
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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-
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,

38.2-3542, and Chapter 53 (§ 38.2-5300 et seq.) of this title shall be applicable to any health
maintenance organization granted a license under this chapter. This chapter shall not apply to
an insurer or health services plan licensed and regulated in conformance with the insurance
laws or Chapter 42 (§ 38.2-4200 et seq.) of this title except with respect to the activities of its
health maintenance organization.

B. Solicitation of enrollees by a licensed health maintenance organization or by its
representatives shall not be construed to violate any provisions of law relating to solicitation or
advertising by health professionals.

C. A licensed health maintenance organization shall not be deemed to be engaged in
the unlawful practice of medicine. All health care providers associated with a health
maintenance organization shall be subject to all provisions of law.

D. Notwithstanding the definition of an eligible employee as set forth in § 38.2-3431, a
health maintenance organization providing health care plans pursuant to § 38.2-3431 shall not
be required to offer coverage to or accept applications from an empioyee who does not reside
within the health maintenance organization's service area.

#
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SUMMARY_ J
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Accident and sickness insurance; access to Ob/Gyn providers. Requires insurers, HMOs
and nonstock corperations providing health care coverage plans to integrate one of the following
octions 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/gynecclogist as a primary care physician, or (ii) permit individuals to receive an annual
examination by an in-network obstetrician/gynecoiogist for routine gynecological care without a
referral from the individual's primary care provider.
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A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia, and to
amend the Code of Virginia by adding in Article 1 of Chapter 34 of Title 38.2, a section

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

Ob/Gyn services.

Be it enacted by the Generai Assembly of Virginia:
1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted,
and that the Code of Virginia is amended by adding in Article 1 of Chapter 34 of Title
38.2, a section numbered 38.2-3407.10 as foillows:

§ 38.2-3407.10. _Access to gbstetrical and gynecological services.

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

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

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

individual or group accident and sickness subscription contracts through a preferred provider

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

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

any such policy, contract or plan_delivered, issued for delivery or renewed in this

Commonwealth on and after July 1. 1996. shall (i) permit individuals covered under any such

paolicy. contract. or plan to designate an in-network obstetrician/gynecologist as a pnmary care

ohysician. or (ii) permit individuals covered under any such policy. contract. or plan to receive

an_annual examination by an in-network obstetrician/aynecoiogist for routine gynecological

care without a referral from the individual's primary care provider.

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 policies of not more than

six months' duration.
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§ 38.2-4214. Application of certain provisions of law.

No provision of this title except this chapter and, insofar as they are not inconsistent
with this chapter, §§ 38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-
225, 38.2-230, 38.2-232, 38.2-316, 38.2-322, 38.2400, 38.2402 through 38.2-413, 38.2-500
through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through
38.2-804, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-
1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13, 38.2-1312, 38.2-1314, 38.2-1317
through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through
38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through
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-
3425 through 38.2-3429, 38.2-3431, 38.2-3432, 38.2-3500, 38.2-3501, 38.2-3502, 38.2-

3514.1, 38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-
3525, 38.2-3540.1, 38.2-3541, 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§
38.2-5300 et seq.) of this title shall apply to the operation of a pian.

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

A.  No provisions of this title except this chapter and, insofar as they are nct
inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-218
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-
413, 38.2-500 through 38.2-515, 38.2-800 through 38.2-620, Chapter 9 (§ 38.2-800 et seq.) of
this title, 38.2-1057, 38.2-1306.2 through 38.2-1309, Article 4 (§ 38.2-1317 et seq.) of.Chapter
13, 38.2-1800 through 38.2-1836, 38.2-3401, 38.2-3405, 38.2-3405.1, 38.2-3407.2 through
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-

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,
38.2-3542, and Chapter 53 (§ 38.2-5300 et seq.) of this title shall be applicable to any heaith
maintenance organization granted a license under this chapter. This chapter shall nct apply to

an insurer or health services plan licensed and regulated in conformance with the insurance
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laws or Chapter 42 (§ 38.2-4200 et seq.) of this title except with respect to the activities of its
heaith maintenance organization.

B. Solicitatioh of enrollees by a licensed heaith maintenance organization or by its
representatives shall not be construed to violate any provisions of law relating to solicitation or
advertising by health professionals.

C. A licensed heaith maintenance organization shall not be deemed to be engaged in
the unlawful practice of medicine. All heaith care providers associated with a health
maintenance organization shall be subject to all provisions of law.

D. Notwithstanding the definition of an eligible employee as set forth in § 38.2-3431, a
health maintenance organization providing health care plans pursuant to § 38.2-3431 shall not
be required to offer coverage to or accept applications from an empioyee who does not reside
within the health maintenance crganization's service area.

#
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Accident and sickness insurance; access to ob/gyn providers; primary care providers.
Requires insurers, HMOs and nonstock corporations providing heailth 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 gynecoiogical 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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A BILL to amend and reenact §§ 38.2-4214 and 38.2-4319 of the Code of Virginia, and to
amend the Code of Virginia by adding in Article 1 of Chapter 34 of Title 38.2 a section

numbered 38.2-3407.10, relating to accident and sickness insurance; access to ob/gyn

services.

Be it enacted by the General Assembly of Virginia:
1. That §§ 38.2-4214 and 38.2-4319 of the Code of Virginia are amended and reenacted,
and that the Code of Virginia is amended by adding in Article 1 of Chapter 34 of Title
38.2 a section numbered 38.2-3407.10 as follows:

§ 38.2-3407.10. Access to obstetrical and gynecological services.

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

individual or group accident and sickness subscription contracts through a preferred provider

organization, and each health maintenance organization providing a health care plan for

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

any such policy, contract or plan delivered, issued for delivery or renewed in this

Commonweaith on and after July 1. 1996. shall (i) permit individuals covered under any such

policy. contract. or plan to designate an in-network obstetrician/gynecologist as a primary care

physician or (ii) permit individuals covered under any such policy, contract, or plan to receive

an_annual examination by an in-network obstetrician/qynecologist for routine gynecological

care without a referral from the individual's primary care provider. If. however, such

individual's primary care provider is neither an obstetrician/qynecologist nor a board-certified

family  practice  specialist, then unlimited direct access to an _in-network

obstetrician/gyneccloqist shall be permitted.
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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 policies of not more than

six months' duration.

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

No provision of this title except this chapter and, insofar as they are not inconsistent
with this chapter, §§ ‘38.2-200, 38.2-203, 38.2-210 through 38.2-213, 38.2-218 through 38.2-
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
through 38.2-515, 38.2-600 through 38.2-620, 38.2-700 through 38.2-705, 38.2-900 through

138.2-904, 38.2-1017, 38.2-1018, 38.2-1038, 38.2-1040 through 38.2-1044, Articles 1 (§ 38.2-

1300 et seq.) and 2 (§ 38.2-1306.2 et seq.) of Chapter 13, 38.2-1312, 38.2-1314, 38.2-1317
through 38.2-1328, 38.2-1334, 38.2-1340, 38.2-1400 through 38.2-1444, 38.2-1800 through
38.2-1836, 38.2-3400, 38.2-3401, 38.2-3404, 38.2-3405, 38.2-3405.1, 38.2-3407.1 through
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-
3425 through 38.2-3428, 38.2-3431, 38.2~3432, 38.2-3500, 38.2-3501, 38.2-3502, 38.2-

3514.1, 38.2-3516 through 38.2-3520 as they apply to Medicare supplement policies, §§ 38.2-
3525, 38.2-3540.1, 38.2-3541, 38.2-3542, 38.2-3600 through 38.2-3607 and Chapter 53 (§
38.2-5300 et seq.) of this title shall apply to the operation of a plan.

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

A.  No provisions of this titte except this chapter and, insofar as they are not
inconsistent with this chapter, §§ 38.2-100, 38.2-200, 38.2-210 through 38.2-213, 38.2-218
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-
413, 38.2-500 through 38.2-515, 38.2-600 through 38.2-620, Chapter 9 (§ 38.2-900 et seq.) of
this title, 38.2-1057, 38.2-1306.2 through 38.2-1309, Article 4 (§ 38.2-1317 et seq.) of Chapter
13, 38.2-1800 through 38.2-1836, 38.2-3401, 38.2-3405, 38.2-3405.1, 38.2-3407.2 through
38.2-3407.6, 38.2-3407.9, 38.2-3407.10 38.2-34112, 38.2-3418.1, 38.2-3418.1:1, 38.2-
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,

38.2-354Z, 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
an insurer or health services plan licensed and regulated in conformance with the insurance
laws or Chapter 42 (§ 38.2-4200 et seq.) of this title except with respect to the activities of its
health maintenance organization.

B. Solicitation of enrollees by a licensed health maintenance organization or by its
representatives shall not be construed to violate any provisions of law relating to solicitation or
advertising by health professionals.

C. A licensed health maintenance organization shall not be deemed to be engaged in
the unlawful practice of medicine. All health care providers associated with a health
maintenance organization shall be subject to all provisions of law.

D. Notwithstanding the definition of an eligible employee as set forth in § 38.2-3431, a
health maintenance organization providing health care plans pursuant to § 38.2-3431 shall not
be required to offer coverage to or accept applications from an employee who does not reside
within the health maintenance organization's service area.

#
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OAYS[ DE FAM ILY PRACI' ICE Bayside Professional Center

2017 Pleasure House Rd., Virginta Beach. VA 23455
(804) 460-0915 /Fax (804) 460-0685

................... 4.
Clarence A. Holland, M.D|;

Witliam B. Warden, M.D.,|! Ja 1 1994
Diplomare. ABFP|; huary 10,

e omene 40P The Homonable Gladys B. Keating, Chaiuman
Karen M. Hart, M.D.t Jodnt Subcommitiee HIR 560
Nﬁ%?ggﬁifg” Division of Legislative Services
Dipiomate, arpt  Oeneial Assembly Bullding
Mary Deary-Weiss, ANP, 910 Capitol Street

gremiesreseenaesa Richmond, Vinginda 23219
' Dear Gladys:

Today 1 reviewed a copy 0§ the dragt repont of HIR 560.
Access 2o OB-GYN servdices 43 rececving a Lot of attention
nationwdide, certainty, and Vinginda 48 no exception. 1 am
somy T was not at the Last meeting to help with a quorum.
The discussion was apparently afong the Line of our telfe-
phone conversation prior to the meeting.

Overn the 10 yearns I have practiced medicine in the new
{nsurnance anena, there has been a Lot of changes with how
the patients have nresponded as well as how physicians have
neacted. Managed care -HMOs- have given the pubfic and,
especially, businesses another method of health care delivery
at a more neasonable cost. These changes musi present a
different workld gor soclety 2o make decidions.

Since the inswnance industry offers the older indemig<ed
policy Lo Zhe newern policies, we have always added services
fo the {nsunance policies for the public. To my knowledge
we have not told the (nsurance <industry how Lo make their
services available. None of the repont shows that the quality
of women's 0B-GYN care {n Virginia has been sdignigficantly
agfected by managed care's present mechanisms {see pg 9).

The most unobtrusive plan would be the Marylfand plan
and Zhe Nonth Carolina plan would destony HMO plans.

Actually, 1 would hope that the study of HIR 560 would
be continued jor cne year begore any Legislation would be
submitted. Te date the evidence .8 that the market 48
responding with various options gon woman's care

Sormry that T will not be with all of you to continue Lo

L LR ET TP SNSRI PRPPPT PR PN A member of the ffiy SENTARA. MEDICAL GROUP

A-84
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The Hononable Gladys B. Keating - = Page ¢

keep the Commonwealzh's business on the right thack.
Luck.

Sincenely,

C2r.

Clarence A. Holland, M.D.

Good

PAGE 82
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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 Resoiution
560.
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HOUSE JOINT RESOLUTION NO.

Continuing the joint subcommittee studying wemen'’s access to obstetrical and gynecological

services in managed care plans

WHEREAS, in House Joint Resofufion 560, the 1995 Session of the Virginia General
Assembly established a joint subcommittee to study women’s access to obstetrical and
gynecological services in managed care plans; and

WHEREAS, such joint subcommittee convened several meetings, inciuding a public
hearing, in which women’s access to Ob/Gyn providers and related issues were discussed by
the joint subcommittee members withﬁ ObiGyns, family practice specialists, HMO and PPO
representatives, Ob/Gyn patients, and other interested parties; and

WHEREAS, the joint subcommittee determined that the principal factual issue before it
was whether primary care physician (PCP) management of Ob/Gyn access is adversely
affecting the delivery of abstetrical and gynecological services within the Commonwealth; and

WHEREAS, the joint subcommittee determined that the principai policy issues before it
were whether the Commonwealth should, by legislation, require heaith care coverage plans
with managed care features to (i) permit women to designate in-network Ob/Gyns as their
PCPs, (it) permit women to schedule appointments with in-network Ob/Gyns for gynecological
or abstetrical care without the necessity of PCP referral, or (iii) offer women some combination
of (i) and (i1) with or without limitations on the number of seif-referred Ob/Gyn visits, or the
types of treatment or care authorized without PCP participation or approval.

WHEREAS, the joint subcommittee examined legislation adopted in other states,
including Maryland, Connecticut, New York and North Carolina, that establish a variety of

Ob/gyn direct access models; and
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additional study before any final recommendations are made to the Governor and the General
Assembiy; now, therefore, be it

RESOLVED by the House of Delegates, the Senate céncurring, That the joint
subcommittee studying women’s access to obstetrical and gynecoiogical services in managed
care plans is continued. The current membership of the joint subcommittee shall continue to
serve. Any vacancies shall be filled by the Speaker of the House, cr the Senate Committee
on Privileges and Elections, as appropriate.

The direct costs of this study shall not exceed $5,400.

The Division of Legistative Services shall provide staff support for the study. Technical
assistance shall be provided by the Bureau of Insurance of the State Corporation
Commission. In developing recommendations, the joint subcommittee is requested to confer
with women, doctors, various commercial insurers, sponsors of preferred provider
organizations, and heaith maintenance organizations. 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
recocmmendations to the Governor and the 1997 Session of the General Assembly as
provided in the prccedures of the Division of Legislative Automated Systems for processing
legisiative 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.









	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

