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MMCD Policy Lefter 98- 12

TO: [X] County Organized Health Systems Plans
[X]  Geographic Managed Care Plans
[X] Prepad Hedth Plans

[X] Primary Care Case Management Plans

SUBJECT: PRIMARY CARE PHYSICIAN SELECTION AND ASSIGNMENT
POLICY

GOALS

To assure that al members of contracting Medi-Cal managed care plans are afforded
timely assignment to an appropriate primary care physician to whom they have adequate and
continuous  access.

To assure that al medically necessary services delivered to plan members are actively
and continuously case managed by the member’s primary care physician of record.

POLICY

All Medi-Cal managed care plans (County Organized Health Systems [COHS], Prepaid
Health Plans [PHP], Geographic Managed Care [GMC], Two-Plan Model, and Primary Care
Case Management [PCCM], hereafter referred to as the Plans) are contractually required to
implement and maintain written policies and procedures governing member selection or Plan
assignment of primary care physicians (PCP).
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l. The Plans must ensure that each member has a primary care physician of
record.

A. The Plans must ensure that each full scope Medi-Ca member, regardless
of share-of-cost considerations or service carve-out arrangements, has a
PCP. The PCP serves as the medicd home for members, especialy
children. The medica home is where care is accessible, continuous,
comprehendgve, and culturdly competent.

B. The Plans mugt ensure that each member is provided sufficient
information to make an informed sdection of a PCP within 30 days of the
effective date of enrollment in the Plan. For Two-Plan Modd and GMC,
the effective date of enrollment is the fird day of the month following
notification by the Medi-Cd Eligibility Data System (MEDS) tape that a
beneficiary is digible to receive services from the plan and capitation will
be paid, that is, that the member is not on “hold” gatus. For COHSs, the
effective date of enrollment is the date the COHS receives natification
from the State of the digibility of a beneficiary to receive Medi-Cd
services from the COHS. Members may sdlect PCPs outside of the
contractualy tipulated time and distance standards.

C. If a member does not sdect a PCP within 30 days, the Plan must assign
the member to an appropriate PCP within 40 days of the effective date of
member enrollment. The Plans mugt assgn PCPs in accordance with
contractudly dipulated time and distance standards and member cultura
and linguidic needs.

D. The Plans must assure that dl foster care children within the plan and
members in long-term care facilities, including those in out-of-county
placements, have a PCP. The PCP must provide and/or arrange for all
medically necessary sarvices, care coordination and case management
activities. The Plans are respongble for reimbursement of al medicaly
necessary services ddivered to these populations, and must have
procedures for coordination of care with providers in the county of
placement.

E. The Plans are not required to assign PCPs to members who have
permanently changed their county of residence, but for whom necessary
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changes in the MEDS system have not as yet been made. The Plans are
responsgble for rembursement of al medicaly necessary sarvices
delivered to these members until they can access services through the
Medi-Cd system of their new county of resdence. The Plans are
encouraged to assure effective trandtion of care from one county to the
other for these members through the transfer of medicd information from
the Plan to the member’s new PCP.

With the exception of pregnant women, COHSs are not required to assign
a PCP to members with certain redtricted aid codes, which limit the
sarvices to which the member is entitled. Plan procedures must clearly
date the circumstances under which members will not be assgned a PCP.
COHSs must assign a PCP to dl pregnant women, for continuous care
during the perinatal period, regardless of aid code designation or coverage.

The PCP must be a generd practitioner, internist, pediarician, family
practitioner, or obstetrician/gynecologist (OB/GYN). An OB/GYN may
sarve as both a PCP and a specidist within the Plan’s provider network, if
the OB/GYN specidist mesets the requirements enumerated in IV below
for approva of specidists as PCPs. The PCP assures the provison of the
initid hedth assessment and subsequent primary care sarvices, and is
responsible for coordination of the care provided to the member and
paticipation in al medica case management functions.

On occasion, the Plans may need to ‘reassign the member to another PCP.
For Two-Plan Modd and GMC in the event of a breakdown in
contractor/member relationship as described in Plan contracts, except in
cases of violent behavior or fraud, the Plans must make sgnificant efforts
to resolve the problem. This effort may include resssgnment of PCP as
long as the Plan assures an effective trangtion of care. COHS contracts
require that written procedures for changing the designation of a PCP must
aso address the above sStuations. PCCM should refer to their contracts for
the specific language governing reassgnment and/or case management
options in the above Stuations.

Pan procedures must assure continuity of PCP coverage. In the event that
a PCP of record becomes unavailable to the member, for whatever reason,
the Plans mugt inform the member and assst him or her to sdect another

available PCP from the Plan’s provider network. If a member is receiving
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primary care services from a primary care clinic (see Il beow), the
member has the right to remain a the clinic Ste and to sdect, or have
assigned, another PCP from the staff of the clinic. The member may dso
elect to continue with his or her current PCP, if the PCP remains in the
plan’'s provider network. In @l circumstances, the Plans must assure the
effective trangtion of care to the new PCP.

Recently enacted legidation (Chapter 180, Statutes of 1998) requires that
the Plans, at the request of the member, arrange for continuation of
sarvices for an acute condition or a serious chronic condition, for a
high-risk pregnancy, or for a pregnancy that has reached the second or
third trimester, by a provider or provider group whaose contract has been
terminated or not renewed by the plan for reasons other than cause. This
datute covers continuation of PCP or speciaist services and stipulates
timelines for the continuation of services A copy of the reevant section
of this legidation is provided for your information as Enclosure 1.

The Plans must allow members to choose nonphysician medical practitioners
(NPMPs), primary care physicians-in-training (residents), and primary care
clinics as their providers of primary care services. (These health care
providers will be referred to in this policy letter as providers of primary care
services, to distinguish them from the member’s PCP.)

A.

NPMPs are nurse practitioners (NP), certified nurse midwives (CNM) or
physician  assistants.(

Prior to enrollment in a plan, members may have received primary care
sarvices from an NPMP, resident or primary care clinic, such as a licensed
community hedth center, community hedth dinic, or a teaching dinic
which is operated by or associated with an approved postgraduate medical
training inditution. The Plan must honor a member’s decison to establish
or continue an exising relationship with any of these providers of primary
care sarvices, who are available as network providers. The Plan should
assg the member to continue the relaionship by assuring that the member
is assigned to a PCP who:

. has a conaultative, collaborative or supervisory relationship,
congstent with federd and State statutes or regulations, with the
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NPMP identified by the member as his or her provider of primary
care Sservices, or

’ isin regular attendance at the primary care clinic selected by the
member for the provision of primary care services, or

J is responsible for the supervison of residents involved in the
provision of primary care services to the member.

Federa law requires the Plans to provide access to CNM and NP services.
The Plans are not required to have CNMs or NPs available within the Plan
provider network, but need to be aware of the following requirements:

’ If a least one of the managed care plans in a county or geographic
area includes CNMs and NPs in its network of providers, and the
member has chosen to enroll in a plan without these provider
categories, the member does not have the right to access services of
these providers out-of-plan. The selected Plan is not obligated to
reimburse out-of-plan CNM or NP services provided to members
unless the services have been authorized by the Plan.

* If none of the Plans in the county or geographic area includes
CNMs and/or NPs in its provider network, al Plans in that county
or geographic area must inform members that they have the right to
access services from CNMs and/or NPs outside of the Plan and that
the Plan will pay for such services. Reimbursement is at the
applicable managed care fee-for-service rate.

. The Plans remain responsible for the reimbursement of those
out-of-plan services which members may obtain without prior
authorization, such as those for family planning, which may be
provided by NPs or CNMs, regardiess of the regulations discussed
above.

The Plans may choose to have PA available within their provider network
as providers of primary care services, subject to physician supervision
consistent with existing regulations, but are not required to offer this
option.
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CNMs, NPs, and PAs are subject to dl laws, regulations, and contract
provisons governing supervidon of ther activities by any Cdifornia
licensed physician.” It is the Plan’s responghility to ascertain an NPMP's
capabilities to serve as a primary care provider for its members and to
assure that all NPMPs are operating within their respective scope of
practice. The Plans must assure that the member’s assigned PCP provides
the legdly required collaboration, consultation or supervison of the NP,
CNM, or PA. In dl cases, the PCP is responsble for overdl case
management and coordination of care for the member.

The Plans mugt submit their policies and procedures regarding supervison
of NPMPs to MMCD for approval., These policies and procedures must
include, but should not be limited to, methods for:

0 The continuing evauation of the competence of CNMs and NPs
and the periodic review of the written standardized procedures
under which network CNMs and NPs are authorized to perform
ther medicd functions,

° Assuring that appropriate written delegation of service agreements
have been developed for medical services which may be provided
by PAs, and that written supervisory guideines are in place and are
being gppropriately utilized for supervison of PAs. A reprint of
the July 1998 Medicd Board of Cdifornia Action Report aticle
entitled, “Supervison of Physcian Assgants’ is provided for
information purposes as Enclosure 2.

. Asauring compliance with Title 22, Cdifornia Code of Regulaions
(CCR), Sections 5 1240 and 5 1241 which require the following
full-time equivdent (FTE) physician to NPMP assgnment retios.

NPS 1:4
CNMs 1:3
PAs 1:2

Four NPMPs in any combination that does not include more than
three CNMs or two PAs.
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. Two-Plan Modd Plans must implement a procedure to comply
with the contract requirement of one FTE NPMP to 1,000 patients
caseload ratio.

The Plans must develop and implement procedures to ensure that each
member’s PCP isavailable at hisor her designated service site(s) for
sufficient time each week to allow all assigned member stimely access based
upon member’s request or medical necessity, and to provide continuous and
effective case management of the health care servicesdelivered to the
member.

A.

The Plans may dipulate the minimum number of hours a given PCP
should be present at designated primary care service Sites in order to meet
member hedth care needs. If on-gte hours are stipulated, the Plan may
dlow dternative arrangements for service Stes located in rura or urban
settings with documented lack of access to physician providers or for other
reasons stipulated in the Plan's procedures.

The Plans must continuoudy monitor and assess the adequacy of ther
provider networks to assure that they meet the required one FTE PCP per
2,000 members ratio. This ratio is caculated on the Plan's PCP network
as awhole and is not gpplied to any individua PCP. The continuous
assessment of PCP network adequacy must take into consideration time
and distance access standards, current availability of PCPs accepting new
members, and threshold language capabilities in the provider network
system.

The Plans may elect to allow a specialist to act asa member’s PCP. The
Plans which elect this option, must establish digibility criteria which
gpecialists must meet in order to serve asPCPs.

The criteria established mugt include, but are not limited to, the following:

The specidist has received appropriate training and/or has relevant recent
experience in the provison of primary care services.
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V1.

. The specialist agrees to provide both primary care and specidty services
for assigned members, and to comply with al primary care and preventive
services guidelines.

The Plans must assure the timely availability of specialiststo assist the PCP
in delivering appropriate services to members with chronic and complex
medical conditions.

A. The Plan must have procedures which describe how a member's need for
specidists and/or specidty care centers for the ongoing care of chronic and
complex medical conditions are to be identified upon enrollment of the
member into the Plan. These needs must be met by continuing existing
relationships, to the extent that these specialty resources are available as
part of the Plan’s provider network, or by assuring that comparable
services are provided by network specidty providers. The Plans must
assure that families of children with special needs have access to
appropriate pediatric medical and surgical specialists on referral from
PCPs as needed and that these specialists are available to assist the PCP in
the management of members under the age of 21 years who have chronic
and complex medical conditions. The Plans must assure that any
member’s need for specialized care is facilitated by such means, including
standing referrals to specialists, as are deemed necessary, in accordance
with Assembly Bill 118 1 (Chapter 3 1, Statutes of 1998). See
Enclosure 3.

B. The Plan procedures must allow women direct access to any OB/GYN or
family practitioner contracted to provide OB/GYN services within the
Plan’s provider network. The Plans should assure that medical
information from these self-referrals is available to the member's PCP if
the PCP is other than the physician providing the OB/GYN services.

The Plans must provide the information necessary to assist members to make
an informed decison regarding selection of an appropriate PCP or other
provider of primary care services.

A. The Plans must provide hedlth care options or the local county agency
responsible for making Medi-Cal €ligibility determinations, certain
materials to be included with the enrollment packet. These materials must
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include a provider directory, which ligs dl physcians currently available
for member choice as a PCP. Potentia enrollees must be able to sdect
any liged physician as his or her PCP, unless it is clearly indicated that the
provider is not accepting new members. Two-Plan Modd and GMC must
ensure that the sdlection of a PCP made by the member prior to the
effective date of Plan enrollment is honored. COHSs must coordinate
their member informing efforts with the loca county agency responsble
for Medi-Ca digibility determinations to assure that a member’s sdection
of an agppropriate PCP is facilitated.

No later than seven days after the member’'s effective date of enrollment,
the Plan will digtribute its Membership Services Guide to the member.
Information provided with this Guide will include the name, telephone
number, and service dte address of the PCP sdected by the member. If
the Plan assigns a PCP during this period in the absence of information on
member sdection of a PCP, the name, telephone number, and service ste
address of the PCP assigned to the member must also be provided.

Member informing materid must include procedures for sdecting or
requesting a change in PCP, and must be provided in an appropriate
threshold language and reading leve. In order to enable the member to
make an informed decison concerning selection of a PCP, the Plan
procedures must adso ensure that members are informed:

. Of the important role of the PCP in managing and coordinating the
medica care services ddlivered to the member.

. That, upon enrollment, they have the right to continue an
edtablished relationship with a PCP if the PCP is in the Plan
provider network.

. That they have the right to request to be seen by their PCP for
advice or conaultation at any time, and the Plan procedures must
assure that this request is honored.

. That they may receive hedth care from providers of primary care
other than a PCP, as defined in the contract and this policy letter.
Members must be informed of the Plan procedures concerning
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access to these providers, including continuation of existing service
relationships with such providers, to the extent possible. Members
will always have an assigned PCP to whom they have a right of
access:

That they are entitled to access covered services prior to the
selection and/or assgnment of a PCP and the procedures for doing
S0 must be explained.

That they may request a change of PCPs at any time and the
procedures for doing so must be explained. Members must be
alowed to change PCPs upon request pursuant to the following
requirements. Title 22, CCR, Section 53890 (c), for the Two-Plan
Mode and 53925 for GMCs and provisions of COHS, PHP, and
PCCM contracts.

Of the reason for which their selection of a PCP could not be

honored, and that they have the right to select another network
PCP who is accepting new members.

Of the PCP provider sites where threshold languages are spoken,
and that interpreter services must be provided should the member
select a PCP who does not speak the member’s language. A
member’s request for or refusal of assignment to a PCP site with
specific language capability should be documented.

That the selection of a PCP who belongs to a medical group or
independent practice association (JPA) may result in a limitation of
access only to those providers, including specidists who, are also
members of the PCP’s medical group or IPA.

That they may select any Plan PCP accepting new members
without regard to time or distance standards. The Plans should
emphasize to the member the expectation that all PCP services are
to be provided by the physician selected, even if the member's
selected PCP is located beyond the usud time and distance
standards.
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. That they have a respongbility to provide accurate information to
professond gaff, to cooperate in the trestment plan to the extent
possble, and to use the services available in an appropriate
manner.

VIlI. The Plans are responsble for assuring that network PCPs are instructed
regarding their responsibilities for service provision, coordination of care,
case management, and supervision of other providers of primary care
SErVices,

A. The Plans should emphasize the importance of the PCP onsite presence at
desgnated sarvice gtes for a sufficient amount of time per week to
guarantee their timey avalability for members and other provider saff,
and for care coordination and case management activities.

B. Traning mug incude

. Explanation of the roles and responshilities of the PCP and other
providers of primary care services.

) Discusson of the Plan's policies and procedures regarding initid
hedth assessment, care coordination, and case management.

VIIl. The Plans must maintain a current listing of each member’s PCP of record.
The Plans are encouraged to list the PCP on the member’'s identification card.

The Plans, which éect to do so, may dso dect to list other providers of primary
care sarvices on the identification card.

If there are any questions regarding this golicy Ietter, please contact your contract
manager.

usanne M. Hughes
Acting Chief
Medi-Cd Managed Care Divison

i 7
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(i) Subdivision (b) shall not apply to any coverage provided by a
_plan for the Medi-Cal program or the Medicare program pursuant to.
Title XVIII and Title XIX of the Social Security Act.
“SEC 3. Section 1373.96 is added to the Health and Safety Code,
immediately following Section 1373.95, to read:
-1373.96. (a) Every health care service plan shall, at the request
of, an enrollee, arrange. for the continuation of covered services..
rendered by a terminated provider-to an enrollee who is undergoing
“ acourse of treatment - from:a terminated provider for: an - acute .
condition, serious chronic condition, ‘or 8 preanancy covered by
subdivision (b}, at the time of the contract termination,subjecttothe’.,
‘provisions-of thi§ seetion. .. - . o0 AT
“+.(b). Subject' to subdivisions (c) and (d), the plan shall; at the:
request of an enrollee; pravide for continuity of care for the enrollee. '+ - -
by a terminated’provider who has been providing care foranacute”. .
condition or a serious chronic cordition, for a high-risk pregnancy, or
S for a.pregnancy that bas reached: the second or: third trimester; In.
s cases inivolving an‘acute-condition:or a serious chronic condition; the . -7,
. ori . . plan.shall furnish the enrollee/with health care services omaitimely .
il -and appropriate basis fromthe terminated provider forupto00days” =~
e T * 1 “or alonger periodif necesgary-for.asafé transfer to another provider -
§ as. determined. by the plan: in. consultation. with ‘the: terminated’
e provider; consistent with good professional practice. In the case:of a-
—_ pregnarncy, the plan shall furnish-the enrollee with health care
services on a timely and appropriate basis from the- terminated
provider ‘until- postpartum services related to: the delivery “are: .
gompleted or for a.longer period if necessary for a safe: transfer to- .
another provider as determined by the plan in consultation witlithe -
termindted provider; consistent with good professionsl:practices. . "
7% % .(c) Theplanmay require the terminated provider whose services
“++ % are continued beyond the contract termination‘date pursuantto.this .-
. .1 sectiontoagreéin writingto be subject to the same contractiialterms. - .
and - conditions. that* were imposed upon. the:- provider prior. to
-/ - termination, including, but:fiot itited. to, credentialing, hospital' ...
T * privileging, utilization review, peer. review; and' quality-assurance;. = .
.-# - requirements. If. the: terminated. provider does not agree to.comply: = -
" or. does.nof comply with thesé contractual terms:and’conditicns

g ey

* there shall be noobligation’ or thie'part of thie' plar to contimie ffie? - . )

. provider’s services beyond the contract termination date: Furth
the terminated" pravider, or provider group. voluntarily:

"‘“:-'fplan,_ there shall' be'no obligatior: on the part'of the provider or'the.
. t e L B

. plan- to’ continue: the" provider’s:, services. beyond'

- ::7(d) - Unless’ otherwise- agreed. upon between the terminaf

+7..:" provider and the plan or between the provider and the provider.. .. -
#:'" " group, the agreement shall be ¢onstrued to require-a.rafe’and = -
o method of payment to the terminated provider, for the services .- -

R

vesthe' . =

e ROy TN T
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rendered pursuant t0 this section, similar to rates and methods-of
payment used by the plan or the provider group for currently
"+ .. contracting providers providing similar services who are mnot
: . capitated and who are practicing in the same or a similar geographic
areaasthet ermixiated provider. The plan or the provider group-shall
not be obligated to continue the servicec af'a tarminatad a“' vider if
the_provider does not accept the paymentrat&s prow
section. add
(e). &descnphon as to how an enrollee may request conb.mnty of
. care pursuant to this section shall be orowded in any plan evidence
4 of coverage and disclosure form issued after July 1, 1999. A plan shall
..t . provide ,a.- . . written copy of this. information .to its contracting
grovxdera andpm\nder groups. Aplan shall also prowde a 2opy to its -
A v enrollees upon-request.. ~.
- _ (f) The payment of T copayments deductlbles or other cost shanng
S CERER 5 comnqnentsbythe enrollee during the period of continuation of care
Lamael 0 with al terminated. provider: shall” be the..” same: .copayments;
deductibles, or other cost sharing componentsithat would be paidby.
" the . enrolleé when receiyina: gare f:om a: pmvxder currently:
contracting with or employed. plam. .
. . (g) If'a plan’ delegates the: responsxblhty ‘of complving thh this
' section to its eontracting’ providers or contracting Provider-groups;
: the plan shall ensiire that the requirements of thls section are met
oL - (h) Fur the ‘purposes of this section; ~ "~ -
LT (1) “Provider” means a-person who is a, hcentxate as: deﬁ'med in
" " Section 805 of the Business and Professions Code or a person licensed
- “under Chapter 2 (commencing with Sectlon 1000) of Dwxsxon 2 of the 3
Busmem and Professions Code. "*. - o
-.2" (2) “Terminated provider” means-a provxder whose contract to .
viprov1de servn:es fo plan enrollees'is terminated or not.renewed by
"~ the plan; or-one: of the. plan’s contracting providey: groups. A .
R t!ﬂﬂcedpmvldensnotaprowder who voluntarﬂy leaves the plan -
* .’or contracting provider group. g
- (3). “Provider” group™ includes a medlcal group, mdependent -
. practxce assocjation, or any, other similar group of providers. - -~ .
"% (4) “Acute condition™ means a medical condition that involvesa "

‘,.hmxtedduratmn. o
(5): “Serious chmmc condmon means a3 medical condmon due to e

a:dmsease, illness, or other medical problem .or medical dlsorder that. -~

is serious in: nature, and:that does either of the followmg T

o{:("A) Pemsis Wlthout full cure orworsens over an extendedpenod O

tdme. - .- - el

AR (B) Requwes ongomg treatment to mamtam rexmsszon or prevent

SR ‘deterloratlon

for in this .. .

— sudden onset of symotoms due to:an illness, injury;.or other medical: a :
‘- penhlam Hhat ranujres.. nrompt medmal .attention.. and that has a, o

ey
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(i) This section shall not require a plan or provider group to
provide for continuity of care by a provider whose contract with the
plan or group has been terminated or not renewed for reasons
relating to a medical disciplinary cause or reason, as defined in
giragraph ) of subdivision (a) of Section 805 of the Business and

fession Code, or fraud or other criminal activity,

(Y Th:ssecnon shallnot require a plan to cover services or provide

" Benefits that are not otherwise covered under the terms and
condltlons of the plan contract.
T (k) The provisicns contained in this section are in addition to any
othex responsibilities of health care service plans to provide
contmmty of care pursuant. to this chapter. Nothing in this section
sHall preclude a plan from providing continuity of care beyond the
‘ requirements of this section.
SEC 4. Section 10133.56 is added to the Insurance Code; to read:

-10133.56.  (a) Disability insurers who provide, hospital, medical,

. = otsurgical coverage and that negotxateand.entezmto contracts with
7.  professional or institutional : providefs to provide.’ services ‘at
alternative rates of payment pursuant to Section 10133; shall,, at the

request. of an insured,, arrange for the continuation. of covered-

services rendered by a terminated provider to an insuréd: who is
undergoing a course of treatment from a terniinated provider. for an

acute condition, serious chronic condition, or a.pregnancy covered

by subdivision (b), at the, time of the contract. termmauon, subject

to the provisions of this section.

-(b). Subject to subdivisions (c $ ) and (d}, the. insurer shall, at the

request of an insured, provide for continuity of care for' the insured

.- by'a termina ted: Jprovider who has been providing care for an acute

condition of a serous.chronic condition, for 2 high-risk pregnancy, or

for. a pregnancy that has rreached the second or third trimester. .

“Continuity of care for an, acute or'serious. chronic: condition shall. be
provided for up to. 90 days or a longer period # necessary to ensure
a safe transfer to another prowder as determmed by: themsurer, in
consultation: with the: terminated provider,. consistent, with good
, g’aﬂ ofessional practice. In the case of pregnancy, continuity of care
. beprowded through the course of the pregnancy and during the
gaoss tpartum period. After- the required period. of continuity of care
expired pufsuant to this sechon, coverage shall: be provided
pursuant to the.general terms and conditions.of the insured’s policy:
(c). The. insurer may require the terminated. provider- whose
services _are ' continued beyond the contract termination date.
pursuantto* this.section to agreein. wntmg to besubject tothe same
. contractual terms “and’ conditions that were. imposed upon, ‘the
provider prior to termination, inchiding, “but not limited to,
credentialing, hospital pr|V|Ieg|ng utilization review, peer review,

and quality assurance requirements. If the terminated provider does

not agree to comply or does not comply with these contractual terms

9)
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Supervision of Physician Assistants

by Ray E. Dale, Executive Officer, Physician Assistant Examining Committee

Several hundred physicians this year will contact the Medical
Board of California seeking their initial approval to use
physician assistants (PAs). Those who are granted approval
accept significant supervisory duties and responsibilities.
According to Californialaw, al care given to a patient by a
physician assistant is the ultimate responsibility of the
supervising physician.

Current law limits physicians to supervising no more than two
PAs at any moment in time. A supervising physician must be
available in person or by electronic communication at al times
when a physician assistant is caring for patients.

Before authorizing a PA to perform any medical procedure,
the physician isresponsible for evaluating their education,
experience, knowledge and ability to perform the procedure
safely and correctly. The physic:.... wust algo verify that a PA
possesses a current license to practice in Californiafrom the
Physician Assistant Examining Committee (PAEC).
For the mutual benefit and protection of patients, physicians
and their PAs, the PA regulations require that the physician
delegate in writing, for each supervised physician assistant,
those medical services which the PA may provide. That
document is often referred to as a Delegation of Services
sgreement. Medical tasks which are delegated by an approved
supervising physician may only be those which are usual and
customary to the physician's personal practice.

Another one of the many important responsibilities of
supervising physicians is the establishment of a signed and
dated written statement which explains how, where and when
they will review the activitics of the PAs they supervise. The
statement, often called a “written supervisory guideline,” must
be made available to the PA and to staff of the Mcdical Board
of California or Osteopathic Medical Board on request.

In addition, if PAs are to be utilized in a hospital, the
supervisory guideline and often the delegation of services
agreement should be made available to the hospital’s medical
staff executive committee. Unless specifically delegated the
authority by the medical staff, the granting of hospital
privileges for physician assistants and their supervising
physicians does not fall within the review of the hospital’s
committee on interdisciplinary practice. If physicians plan to
utilize PAs in nursing homes, hospices, jails, prisons, or
similar settings, they should first make arrangements with the
facility’s medical director.

There are four methods for providing legally adequate
supervision outlined in Section 1399.545 of the Physician
Assistant Regulations:

~~_The physician may see the patients the same day that they

aretreated by the PA.

2. The physician may review, sign and date the medical record
of every patient treated by the physician assistant within
thirty days of the treatment.

3. The physician may adopt written protocols which
specifically guide the actions of the PA. The physician must
select, review, sign, and date at least 10% of the medical
records of patients treated by the physician assistant
according to those protocols.

4. Or, in special circumstances, the physician may provide
supervision through additional methods which must be
approved in advance by the PAEC.

To fulfill the required supervisor obligation, the physician
must utilize one, or a combination of, the four authorized
supervision methods.

To ensure that a PA’s actions involving the prescribing or
administration of drugsisin strict accordance with the
directions of the physician, every time a PA administersadrug
or transmits a drug order, a physician supervisor must sign and
date the patient's medical record or drug chart within seven days.

Thereisno current law that authorizes a PA to orally issue a
prescription, write or complete pre-signed prescription blanks,
or sign a prescription for drugs or medical devices. Current
law does not authorize the delegation of prescribing authority
to PAs. However, Business and Professions Code section 3500
et seq. permits physician assistants to write and sign
prescription “transmittal orders” when authorized to do so by
their supervising physicians. Business and Professions Code
section 4000 et seq. authorizes licensed pharmacists to
dispense drugs or devices based on a PA transmittal order.

In the event thereis a problem or violation involving a PA, the
complaint process is comparabl e to that for the supervising
physician. The PAEC processes the complaint and Medical
Board investigators are used to conduct any investigation that
may be required.

For physiciansinterested in utilizing physician assistants and
who would like to know more about the benefits and
requirements, several publications are available from the
PAEC, including:

. California Laws and Regulations regarding the use of PAs
. Guidelines for Delegation of Services Agreements
. Written Transmittal Orders (information bulletin)
. Application for Approval to Supervise a PA
. Patient Information Brochures (English and Spanish)
. PAEC Update (newsletter)
To request publications or verify physician assistant licensing
information, contact:
Physician Assistant Examining Committee
1424 Howe Avenue, Suite 35, Sacramento, CA 95825-3237

Telaphone: (916) 263-2670 | (800) 555-8038
Fax: (916) 263-2671

Medical
Page 4

Board of California § ¢ 710N REPORT
July 1998



Encl osure Il

- Ch. 31 —2—

medicaid requirements. The bill would provide *hat nctaing ‘n those
provisions is intended t o alter or abrogate any other requirements of
federal or state law with regard to medicaid.

The California Constitution requires the state to reimburse local
agencies and school districts for certain costs mandated bv the state.

- Statutory provisions establish procedures for making that

reimbursement.

This bill would provide that no reimbursement is required by this
act for a specified reason.

Thk people of the State of Califormia do enact g5 follows:

SECTION 1. Section 1374.16 is added to the Health and Safety

Tl 6
' " Code, to read:

1374.16.  (a) Every health care service plan, except a specialized
health care service plan, shall establish and implement a procedure
by which an enrollee may receive-a standing referral to a specialist.

The procedure shall provide for a standing referral to a specialist if
the primary care physician determines in consultation with the
specialist, if any, and the plan medical director or his or her designee,
that an enrollee needs continuing care from a specialist. The referral
shall be made pursuant to a treatment plan approved by the health
care service plan in consultation with the primary care physician, the
specialist, and the enrollee, if a treatment plan is deemed necessary
to describe the course of the care. A treatment plan may be deemed
to be not necessary provided that a current standing referral to a
specialist is approved by ‘the plan or its contracting provider, medical
group, or independent practice .association. The treatment plan may
limit the number of visits to the specialist, limit the period of time that
the visits are authorized, or require that the specialist provide the
primary care physician with regular reports on the health care

provided to the enrollee.

(b) Every health care service plan, except a specialized health
care service plan, shall establish and implement a procedure by
which an enrollee with a condition or disease that requires
specialized medical care over. a prolonged period of time and is
life-threatening, degenerative, or disabling may receive a referral to
a specialist or specialty care center that has expertise in treating the
condition or disease for the purpose of having the specialist
coordinate the enrollee’s health care. The referral shall be made if the
primary care physician, in consultation with the specialist or specialty
care center if any, and the plan medical director or his or her
designee determines that this specialized medical care is medically
necessary for the enrollee. The referral shall be made pursuant to a
treatment plan approved by the health care service plan in
consultation with the primary care physician, specialist or specialty
care center, and enrollee, if a treatment plan is deemed necessary to

a9
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" describe the course of care. A treatment plan may be deerme? =0 be
- not necessary provided that the appropriate referral to a specialist or
specialty care center is approved by the plan or its contracting
provider, medical group, or independent practice association. After
the referral is made, the specialist shall be authorized to provide
health care services that are within the specialist's area of expertise
and training to the enrollee in the same manner as the enrollee’s
primary care physician, subject to the terms of the treatment plan.

(c) The determinations described in subdivisions (a) and (b) shall
be made within three business days of the date the request for the
- determination is made by the enrollee or the enrollee’s primary care
physician and all appropriate medical records and other items of
information necessary to make the determination are provided.
Once a determination is made, the referral shall be made within four
business days of the date the proposed treatment plan, if any, is
submitted to the plan medical director or his or her designee.

(d) Subdivisions (a) and (b) do not require a health care service
plan to refer to a specialist who, or to a specialty care center that, is
not employed by or under contract with the health care service plan
to provide health care services to its enrollees, unless there is no
specialist within the plan network that is appropriate to provide
treatment to the enrollee, as determined by the primary care
physician in consultation with the plan medical director as
documented in the treatment plan developed pursuant to
subdivision (a) or (b) .

(e) For the purposes of this section, “specialty care center” means
a center that is accredited or designated by an agency of the state or
federal government or by a voluntary national health organization as
‘having special expertise in treating the life-threatening disease or
condition or degenerative and disabling disease or condition for
which it is accredited or designated.

() As used in this section, a “standing referral” means a referral
by a primary care physician to a specialist for more than one visit to
the specialist, as indicated in the treatment plan, if any, without the
primary care physician having to provide a specific referral for each
visit.

SEC. 2., Sect\i\o:{ 14450.5 is added to the Welfare and Institutions
Code, to read?

14450.5. (a) No contract between the department and a prepaid
health plan that is contracting with, or that is governed, owned, or
operated by, a county board of supervisors, shall be approved or
renewed unless the standards set forth in Section 1374.16 of the
Health and Safety Code are met. The treatment plan developed
pursuant to Section 1374.16 of the Health and Safety Code shah be
consistent with federal and state medicaid requirements. Nothing in
Section 1374.16 of the Health and Safety Code is intended to alter or
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