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EXECUTIVE SUMMARY

Women's Health and Managed Car e Study isthefirst gudy of itskind in the United States
to examine in depth what managed \We organizations are doing on womer's hegh.

Over 75% of dl employees with heglthinsurance are now in maneged care organizations
compared With 48% in 1993. . Consequently, the transition to managed cgre has happened
in an extremely short period of time, often causng frustrstion #nd confuson for
consumers, employers, providers, purchasers and patyers

Managed care orgamzauons sﬁ‘er ‘many w&y mzervemmn, preventlon and health

mdmnity s|vice sydem. ThIS study represents an educationdl effort for consumers,
plans, providers gnd on the range of women's hedth issues  Thess issues can be an
integral part of managed care organizations,

Women's hedlth has traditionally been defined largely in teems of those hedth needs that
are different from ment reproductive health, maernlty care, breast and cervica cancer.
While these areimportant health iSSUeS, wornen's hedlth i3 broader than these concerns,

We know that:

240,000 women die each year from heat disease.
49,000 women die each year from lunyg cancer.
43,000 women die each year from breast cancer.
27,000 women dig each wm'ﬁom cann cancer.

dqpremon
Women are dso the 'pnmary ca'regmrs ad caretakers for themselves and their families.
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We know thas:
Infant and pediam:: asthma is on the rise.
 Depression, swicide, alcohol and drug use mohg teens is nsmg
8% oj‘ all pregnancies prior to agel9 are mnﬁendeci
57% of aill pregnancies qre unintended,
78% of all cases of depmsszon in the 6Ia’er1y and 789’ of all cases of alcoholism
in the elderly are overiooked. . S

e ¢ 8.%..0

Women for Healthcare Education, Reform and Equity {W H.E.R E.) wanted to identify
wha HMO's Managed Care Organizaions are doing for the life gpan hedth needs of
women and the people they care for ig their families

t

Women for Healthcare Education, Reform and Equity

|

14th Avenue, Suite 3-A, Seattle, Washington 98122 pHoNE 206.325.7928 rFAx 206.325.8221 E-MAIL Oconnor@med.com

wee siTE - http://www.med.com/where



BOARD OF DIRECTORS

President
Krishna Fells
Walling Consulting and Solart

Vice President
Dolores  Brewer
National Politicall Congress of Black Women

Secretary

Sharon Hunter, RN

Therapeutic  Touch  Practitioner
Treasurer

Gloria Rodriguez, CEO
Washington Association of Community
and Migrant Hedth Centers

Michelle Ackermann, Communications Director
Northwest Conservation Act Coadlition

Jean Amos, RN
Mary Mahoney Professiond Nurses
Organization, Women in Unity

Madeline Beery, M.Ed.
President, AIDS Impact

Margaret Heldring, Ph.D., Co-Founder
Legidative Assistant/Health Care
Senator Paul Wellstone (D) MN
Washington DC

Marcia Killien, Ph.D., R.N., FAAN, Chair
Family and Child Health, School of Nursing
University of Washington

Director, Teen Clinic, Nathan Hale High School

Marsha Rule, M.S.
Journalist

Carole Schroeder, RN, Ph.D.
Assistant  Professor, School of Nursing
Unversity of Washington

Beryl Schulman, Ph.D.

Labor and Industries Managed Care Project
University of Washington

HONORARY BOARD

Eve Stern, President
Ethosolutions and JobSpan

Renee Visich, 18
Freshman, University of Washington

JoElla Weybright, M.S.,
Senior Vice President, Gilmore Research

Staff
Kathleen O’'Connor, M.A.
Founder/Executive Director

Anna Roque
Administrative Assistant

Legal Counsel

Judith  Andrews, JD

Gottlieb, Fisher & Andrews, PLLC

Booth  Gardner
Governor, Washington State (1984-1991);
Chair, National Governor's Association (1991)

Senator Patty Murray
U.S. Senate

Deborah  Senn
Insurance Commissioner, State of Washington

Phyllis Gutierrez  Kenney,
Washington State House of

Representative,
Representatives

Martha Choe, Seattle City Council

Tina Podlodowski, Seattle City Council

Dr. Mary Stewart Hall, Ph.D., President,
Stewart/Hall and Founder, Executive
Master of Not-for-Profit Leadership Program,
Seattle  University

W. Featherstone Reid, JD,
Chair, State Board of Health, Washington State

Bob Crittenden, M.D., M.P.H.

Chief, Family Medicine Services,
Harborview Medical Center, and Director,
Office of Education Policy, School of
Medicine, University of Washington

AFFILIATES COUNCIL

Kathryn Barnard, RN, Ph.D
Professor, Family and Child Nursing,
School of Nursing, University of Washington

Ann Medlock

Founder and President, The Giraffe Project
Paula Clapp

Co-Founder, Globa Partnerships

Shirley Bridge

Director, Ben Bridge Jewelers

Nancy Dapper, Regiona Administrator,
Heath Care Financing Administration, Region X

Alene Moris, Co-Founder,
Northwest Women's Institute

Nancy Campbell, Director,
Division of Youth Services, King County,
Washington

Susan Rotenberg, Executive Director,
National Codition for Menta and Substance
Abuse Hedth Care in the Crimina Justice
System

Cassie Undlin, CFO,
Community Hedth Plan of Washington

Sandra Walker, MD, Psychiatrist

Brenda Loew, M.Ac., L.Ac., Licensed Acupunc-
turist and Traditional Oriental Medicine

Diane Stollenwerk, MPP, Advisor in Govern
ment Policy, Sisters of Providence Health
System and Peace Hedth

Susanne Hartung, S.P., Vice President of
Mission and Ethics, Providence Health
System: Puget Sound

Rosemary Torres, Science Area Manager,
United Information Systems, Inc., Wash. DC.

Constance Rice, Ph.D., Senior Vice Chancellor,
Seattle  Community College District

Organizations and groups that share WHERE' s mission and goals.

Velma Monteiro-Tribble, Vice President,
National Association of Community Leader
ship Programs, Indianapolis, IN

Debra Conner, CNM,
Childbirth  and Parenting Resources

Kimberly Weiss, Executive Director,
National Association of Women Hedth Care
Professions, Chicago, IL

Carmen Otero, Presiding Judge (retired), King
County Superior Court

Jerilyn Brusseau, Project Director, Peace Trees
Vietnam and Earthstewards Network

Karen Matsuda, Regiona Administrator,
Office of Women's Hedth, US Public Hedth
Service, Region X

Sharon Schnare, Regional Administrator,
Office of Family Planning, US Public Headth
Service, Region X

Dorothy Graham, Director, Human Resources,
Washington Energy Company, and President,
Hedth Care Purchasers Association

Pamela Eakes, Founder, Mother's Against
Violence in America (MAVIA)

Julia Smith, MD, Internal Medicine/Primary
Care, Virginia Mason/Mercer Idand

Nancy Fisher, RN, MD, MPH, Medica Director,
Office of Managed Care, Divison of Socid
and Heath Services, Washington State

Karen Lane, Senior Vice President,
Fred Hutchinson Cancer Research Center

Dorothv. Mann. Ph.D.

Community Violence Prevention Program,
Institute of Public Policy, University of
Washington

Sue Crystal, Special Assistant to the Governor
for Hedth Policy

Nancy Fugate Woods, RN, Ph.D., Assistant
Dean, School of Nursing, University of
Washington and Founder, Co-Director, Center
for Women's Health, School of Nursing,
University of Washington

Melinda Stoker, Senior Marketing Services
Manager, Krames Communication, San Bruno,
Cadlifornia

Kathleen Stine, MSN, ARNP, Sisters Health
Services for Sexual Minority Women

Sandra A. Smith, MPH, President
Practice Development, Inc.

Tamara Bavendam, MD, Director
Pelvic Floor Disorders, Allegheny University
of Health Sciences, Philadelphia, PA

Wendy Weiser, Executive Director
American College of Women's Heath
Physicians, Schaumburg, IL

Donna  Soodalter-Toman, President,
DS-Toman and Associates Consulting
Waban, MA



THE PROCESS

Women for Healthcare Education, Reform and Equity (W.H.ERE.) sent surveys to the
top 12 managed care organizations in Washington State. Six responded to the survey. Of
the 9x, three are naiond, for-profit managed care organizations. Three are not-for-profit,
daewide or regiond organizetions. Of the 3x, five ae network/group modd maneged
care organizations. Ore is a staff model managed care plan.

Network/group modd plans contract with physdans and physdan groups thet contract
Imutaneoudy with many other managed care argenizations  Staff modd managed care
organizations bedcdly have thar provides on day, have thar own hedth care fadlities
and do not see patients who are not members of their plan. For example, a network modd
managed care plan will use many locd fadlities and hogpitds A gaf modd has it's own
fadlities and providers and does not see or treat patients who are not members of that plan
nor ae norrmembeas dlowed to use thar hospitd. Network modds contract with
hospitd and providers who see members from many different plans

After the survey reslts were compiled, the findings were retumed to the plans.  The
findings was a liding of dl thar reponses The plans were liged only as plan one, plan
two, etc. Each plan was told which one they were, s0 they could see ther responsss in
compaison to their competitors We gave the plans an additiond three weeks to review
the informaion and gave them the opportunity make any changes they wished. Three of
the plans made changes. Three did not. We cdled them to confirm this before the find

report was prepared.

W.H.ERE. is not naming the plans that responded or did not regpond. We did not want
to rank the plans that responded. Our god was to demondrate the many differences
between plans o tha consumers can see the dilerence and become their own best
heethcare decison makers for themsdves and thar families

The 9x plans that regponded have a combined membership (covered lives) of .nearly 2
million membas (1,716,390), or roughly the equivdlent of 33% of the totd population of
Wadhington State (5.15 million people). Ffty-three (53%) percent of al Waghingtonians
have private, commerdd hedth insurance (2,729,500). These findings, therefore, reflect
the coverage of 63% of dl people with private, commerdd hedth insurance in the date.



WHY THIS STUDY?

The medicd sthod curriculum hes little in it Spedific to women's hedth. Adolescant
medicine, which focuses on teen hedthcare issues is conddered to be a subspedidty of
pediatrics Women are three times more likdy than men to have episodes of dinicd
depresson, so redrictions on mentd hedth coverage can posshbly have an advarse affect
on women. Nealy 30% of dl women will experience episodes of domedtic violence ad
women live on an avaage of ven years longer then men.  Thee issues warant
examindion and planning as Ameaican hedthcare moves into a predominantly  managed
cae ewironment.

Managed care organizations are more likdy to offer sarvices that hep prevent diseeses
than the traditiond feefor-service sygem. WH.ERE. wanted to devdop a basdine sngp
dhat of wha managed cae organizations are doing. W.H.ERE. wanted to identity the
range of preventive and hedth promotion coverage managed care plans are offering, and
any arees of unmet needs or ggps  If managed care organizations have needs and gaps
then in dl likdihood the same ggos exid in the traditiond feefor-savice sygem or are
even greder.

WH.ERE. ds0 wanted a basdine survey on managed care organizations SO consume's
can s how truly different hedth plans are in what they cover. No two hedth plans are
the same. We intend to conduct the survey on an annud bass and expand the range of
plans and daes each year.

The survey was desgned to be an educationd effort for the hedth plans and to provide
informetion to consumers, purchasars public policy offidds and providers about the full
range of women's hedth and the hedth needs of children, adolescents and the, dderly.

Our god is to educae, not to rae hedth plans. It has been a rddivdy short time in the
higory of American hedthcare that we have moved from a feefor-sarvice sysem to a
managed careprimary care sysem. We recognize maneged care has come a long way
from the traditiond fee-for-service sysem. We hope to work with plans to create a road
map of ways to offer hedthcare sarvices that medt the nesds of women and families

Mog importantly, W.HERE. wishes to increese the consume’s voice in hedthcare
decisons We bdieve it is imperdive consumer's teke a more active role in ther own
hedthcare By providing a basdine of what managed care organizations cover, we can
dealy show the range of regponses and identify areas of common coverage or Sgnificant
differences. We will dso use the findings to cregte tools consumer’s can use and begin a
gydemdic educationd campaign.



KEY FINDINGS

We were pleasad to see the extensve work managed care plans are doing to educate ther
members and to provide some new hedth and wellness benefits.  The treditional  fee-for-
svice indemnity sydem traditiondly has not covered the cods of these benefits nor
provided for the cods of annud examindions, ealy screening and diagnoss Managed
care has introduced new and welcome geps We goplaud the directions these plans are
teking.

Patient Education Materials.
All gx plans sent their members hedth care handbooks, such as Care Wise or
Take Care of Yoursdf:
Fve st thar members hedth information quarterly.
One st information monthly.
Four had hedth fairs, wellness dasses phone referas and/or consulting nurses
One had an outreach campaign on mammograms and pgp Ineas
One plan offered a $250.00 community wellness benfit for its members

Health and Wellness Benefits:
Two plans covered the cost of amoking cessation dasses
Three plans referred members to community programs for those programs
Three plans covered the cods of nicatine replacement thergpies, of which one
had a co-payment.
Two plans covered enrdllment fees in hedth dubs for dl their members
Two plans offered discounts on enrollment fees
All 9x plans covered annud exams, mammograms and pgp Inears
All 9x plans covered maternity and wel-child care
Two plans had contraceptive coverage except for mae condoms and over
the counter products.

These preventive measures, patient education maerids hedth and wellness programs are
a needed new addition to consumer hedthcare 0 patients can be more active paticipants
in ther own hedth care But, we dso found that there are many aress for improvement
and found mgor differences between plans on the detals of coverage for particular
conditions

What this dudy dearly indicates is that little condstency of coverage exids from plan to
plan. Each covers bendfits & vey different levds, with diierent co-payments and have
different rdaionships with provides Consumes need to be aggressve in asking
questions to assure thelr coverage needs are met.



SELECTED SUMMARY

Contraceptive and Maternity Coverage

While dl the plans had maternity and wel-child coverage, their coverage of contraceptive
vaied ggnificantly.

Contraceptive  Coverage:

Decidons about contraceptive coverage were sad to depend largely on the
employer contract. Only one plan covered dl the contraceptives methods
liged in the survey. One sad it covered everything except condoms and
over the ocounter (non-precription) products one sad contreceptive
coverage depended on the employer group; one sad they did not cover
contraceptives, and one covered contraceptives if the employee purchasd
the pharmacautical  benefit.

Maternity and Well Child Care:

All the plans covered maemity, child care, and childhood immunizations
But, how they covered those codts differed. One had a $250 deductible for
maternity; one had no co-payments for prenad care vigts, one had a $15
co-paymant per maernity vigt.

All covered wel child vigts one had a $10 one time co-payment for well
child vigts one hed $10 co-payment for each wdl-child vist and one hed a
vaiable co-payment depending on the coverage leve the person chose

Adolescent  Health

This was the thinnet section of the report. Only one plan gave ay
congget information on the hedth needs of teens Mos plans did not
respond to any of the questions in this section. None of the plans were able
to ansver when a woman should have her fird pgp smear ather than one
plan that sad age 18.



Women's Health

Heart Disease=

One of every two women will die from heart disease, or 240,000 women
per year. The plans varied extensively about when women were jirst
screenedfor  cholesterol and risk of heart disease.

Ore plan sad age 35; one sad no age was recommended; one sad 50; one
sad it was up to the phyddan to make the dedson; one did not know if
the screening was pat of an anud exam or nat.

Three sad they had risk reduction programs, three said they did not. Of
those with risk reduction programs, most used member newdetters and one
offered classes

Two covered the codts of enroliment fees in hedth plans to promote
hedthy lifedyles and two offered discounts on enrdllments.

Two plans covered the codts of nicotine replacements, two did with a co-
payment; one did not answver; one sad no.

Lung Cancer:
49,000 women die from lung cancer every year.
Two plans covered the cost of smoking cessation dasses, four did not.

Three refered members to community non-amoking groups, one did nat;
one did not respond; one covered the cost of the dasses.

Breag  Cancer:

43,000 women die from breast cancer each year.

All 9x plans covered the cog of mammograms a 100% for the test and the
lab work.

Ore plan sad mammograms were covered when authorized by the primery
care doctor; one plan sad every other year for women between 20-40, and
evay year over 40; one plan sad they had internd guiddines, one plan did
not respond to the quedion; one plan sad annudly, if medicaly necessary.



Colon Cancer:
Colon cancer is the third leading cause of cancer deaths among women.

Of the gx plans only three sad women had regula ool and rectd
examinaions

Two plans sad the exams began a age 50; three plans did not respond; one
plan sad no age was secified.

Three plans sad they asked women about a family higory of colon cancer;
three plans did not respond.

Cervical Cancer, Sexually Transmitted Diseases (STD's) and Ovarian
Cancer:
All ax plans sad they covered the codts of pap smears

Two plans sad they used new digitized screening tests, one plan sad they
did not know if they used them or not; two plans did not respond; one plan
sad it was looking into the procedure.

Three plans sad they gave information to women about safe sexud
practice regardess of the gender of thar partner; two plans did not
respond; one plan did not give out information.

Menopause:

Two plans sad they counsded women on estrogen replacement thergpy
(ERT) and hormone replacement therapy (HRT) at the onset of
menopause, one plan did not respond; one plan sad no, it was up to the
primary care provider; one plan sad only if medicaly necessay.

Four plans sad hormone replacement thergpy was covered in ther benefits
two plans did not respond.

Ore plan sad they used the guiddines of the Ameican College of
Obgetrics and Gynecology; one plan sad they usad the US Preventive
Savice Task Force guiddines, three plans did not respond; one plan sad
they usd internd guiddines

Three plans did not respond as to dternatives to HRT; one plan sad they
did nat know; one plan sad it had print materids one plan sad it was a
decison between the doctor and the patient.

Four plans sad they covered the cogt of bone dendty tests two did not
respond.



Geriatrics/Senior Health:

Women on the average seven yearslonger than men.

Two plans had wellness/mall waking programs for seniors; three plans did
not respond; one plan gave out hedth education information.

Three plans sad they periodicdly reviewed medications with seniors, one
plan sad they did not peiodicdly review medications with sniors two
plans did not respond. *

Three plans sad they screened for dooholism or medication abuse, one of
which sad they streened if medicdly necessary; one plan sad they did not
know; two plans did not respond. **

*Adverse drug interactions are the single most common reversible cause of dementia in
the elderly.

**More elderly people are hospitalizedfor alcoholism than for heart problems.

Mental Health:

Women are three times more likely than men to have episodes of clinical
depression

Three plans indicated they screened women for depresson; two plans did
not respond; one plan sad if medicdly necessary.

Three plans ocontracted with specid mentd  hedth/behaviord  health
agendes for mentd hedth sarvices one plan used thar own providers, one
plan used bath.

FHve plans limited menta hedth sarvices to 20 out-patient vidts per yedr,
one plan had products that hed ether 5, 15 or 20 vigts per year.

Hospitd mentd hedth care coverage ranged from § days to 60 days.

Drug Formularies:

Drug Formularies are lists of medications a health plan will pay
for/cover as part of its benefits.

FHve plans sad they had “redricted” formularies, one plan did not.

Three plans sad no prior authorization was needed for provides to
prescribe medications; two plans said yes for a few of the medications one
plan sad yes and the physdan sust have prior goprova



Domestic  Violence:

Nearly 30% of all women will probably experience episodes of domestic
violence.

Three plans did not respond when asked if ther providers were trained to
recognize 9gns of domedic vidence one plan sad yes one plan sad yes
for certain groups

Women of Color:

Women of Color are at higher risk of certain diseases, such as diabetes
and hypertenson than Caucasan women.

Three plans responded yes that they screened women of color for digbetes
hypertendon and uterine fibroids; three plans did not respond.

Alcoholism, Substance Abuse and Chemical Dependency.
Four plans covered both in-patient and out-patient drug/alcohol

dependency programs, one plan did not respond;, one plan had internd
trestment  guiddines.

Alternative  Therapies
All six plans covered dtendive thergoy provides  One indudes
naturopathic physidans as a primary care provider.

All sx plans had limits on these providers They range from 60 day to
$300 annud limit, or other limits bassd on the trestment and insurance
benefits



CONCLUSJIONS

Managed care is meking progress in prevention, education, early diagnods and trestment.
We hope they will continue in thet direction. The gaps that exig in these organizations we
can only assume are gredter in the traditiond feefor-sarvice sysem.

All the plans usad primary care provides who were the main caregivers or who mede
refaras to other sarvices.

Our recommendations reflect ways in which consumeas can become more informed
patidpants in thar own hedth cae and be more active in working with their employer,
provider and insurance company in ganing access to savices tha affect themsdves and
thar families We have dso made recommendations for managed care organizations o
they can improve some savices for women and families

We hope this will serve as a basdine survey and promote discussons among consumers,
providers, hedth plans public policy and dected officids about devdoping an action
agenda for the hedth of women and families

Kathleen O Connor
Founder/Executive  Director
January 1998
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MANAGED CARE AND WOMEN'S HEALTH SURVEY

SECTION |I:  RECOMMENDATIONS

Women for Hedthcare Educdtion, Rfom and Equity (WH.ERE) hes jus
completed a managed cae survey asking wha managed care organizdions are
doing for the life span hedth nesds of women and the people they care for in ther
families The reaults of tha survey lead to the fallowing suggestions

. CONSUMERS

FHindings from this dudy dearly demondrate how dramdicdly hedth plans differ in
their rdaionships with their providers the kinds of coverage they offer, the kinds
of co-payments assodiaed with office vidts and access to medications While
managed care organizations have sgnificantly improved patient education, such as
offering members heath books, newsletters and expanding coverage for
mammograms and pgp amears, there is much variaion in coverage for other hedth
needs for women and children.

Consumers mug teke a more active role in asking quedions about their coverage
and have checkligs and guiddines to ask of plans employes and providers to
assure the hedth neads of families are being met.

A. Ask questions about coverage concerns of you and your family.
These quegtions can focus on the hedth needs of your family. Ask age
edific quesions, such as pediaric cae (child hedth), contraceptive
coverage, maernity care, menopause, geridric care (senior hedth), access
to medications and access to providers of color.

B. Do not assume all health plans cover the same things.
They don't.

C. Ask questions of your employer or make suggestions about coverage
you would like to see included.

D. Ask your plan for a checklist of healthcare concerns by age, so you
can be a more informed and active participant in your own
healthcare.

E. Make a list of your family history of heart disease, cancer,
osteoporosis, mental health, or family history of diabetes or
stroke. Review these with your provider to develop a family
and personal health/well-being action plan.

Copyright © November 1997 by W.H.E.RE.-Women for Healthcare Education, Reform and Equity

All rights reserved
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II. MANAGED CARE ORGANIZATIONS

A.

Create checklists for life cycle health needs that can he used by both
consumers and providers.

Conaumers need to have information they can keep for thar own family
medicd higory. Members often change plans on an average of evary three
years. If consumers and providers have these checkligs then both provider
and members can have common expectations about We cyde care needs.

Develop closer relationships with providers and contracting medical
groups and clinics.

The survey responses indicate managed care organizations may be deciding
what they will rereimburse providers without knowing in detal wha ther
providers ae doing or the kinds of patient education materids providers
have in thar offices

Send member newsletters with patient health information to the
participating clinics.

Encourage your providers to take Continuing Medical Education
courses on women’s health, adolescent health, menopause and
geriatric health.

Develop life cycle standards for screening, testing, diagnosis and
treatment that can be used by all plans.

Professond asocidions exid that can recommend generd  life cyde
dandards for screening and diagnoss. Many of these dandards already
exig from the recommendations of groups such as the U:S. Prevertive
Services Task Force; the American College of Obstetricians and
Gynecologigs Other suggested life cyde standards would indude:

L Pediatric Care: Birth to puberty: Include testing for asthma.
2. Adolescent Care. Puberty t0 18 or 20. Create dandards for
adolescent care that include ways to screen for depresson,
STDs and eating disorders. STDs are increasng among teens
between the ages of 12 and 19. Herpes alone has risen from
16% of al teens between 1976 and 1980 to 5.6% between 1988
and 1994 (Center for Disease Control).
Develop recommend&ions and standards about first
pelvic exam and pap smears for young women.



Wornen's Health: Adult:

a. Heart Disease Heart Disease kills one of every two
women. Offer all women basdine testing and screening
for family history of heart disease, including cholesterol
screening, which is not based on age, but on family
higory or other known risk factors.

Consider covering the codts of nicotine
replacement and smoking cessation programs.

b. Menopause: Develop recommendations for your
providers on issues facing women during menopause
Counsd women on the increasing risk of heart
disease after menopause and risk of osteopoross.

c. Senior  Women; Washington dtate has one of the highest
cervical cancer rates in the United States, with the deaths
occurring in largely ederly women. Heart dissase shows
up later in women than in men and the symptoms women
face may be different in women than in men.
Encourage your provider to take C.M.E. courses on
geriatric health needs and heart disease in women.

d. Contraceptives: 81% of al pregnancies before age 18 are
unintended 57% of allpregnancies are unintended
Mogt health plans cover maternity coverage as part of
their benefits, but not contraceptives
We gtrongly recommend all health plans
cover  contraceptives.

€. Domedtic_Violence: Nearly 30% of all American women
will be a victim of domestic violence.

We dgrongly recommend your primary care
providers have training in the symptoms of domestic
violence and that your contracting providers have
resource information in ther offices for women.

f Mental Health: Access to mental health services varies
sgnificantly from self referral to provider referral
We recommend working with existing groups such
as Washington State Psychological Association or
Psychiatric Association to develop guidelines on
assessment and referral for depresson, panic
attacks and other mental health disorders.

g Women of Color: Women of color are at higher risk for
certain cancers, hypertenson, diabetes and uterine
fibroids than Caucasan women.

We recommend working with community groups who work
with women of color to develop checklists for providers of
some key health issues that may be unique to women of
color.




h. Drug __Formularies We believe patients have a right to
know if a managed care plan usss a redtrictive formulary
or not We also have concerns about how formularies
may interfere with the provider/patient relationship.

We would like to see documentation that clearly
demondrates restricted drug formularies improves patient
care or lowers overall hedlth care cods

Develop community partnerships.

Many consumer organizaions exis which complement the eforts of hedth
plans Thexe organizaions provide educdiond programs which could
benefit members plans and providers. Some of the organizations are the
Mach of Dimes Ameican Cancer Assoddion and the American Lung
Assoadion.

Appoint consumer members to your Boards of Directors.

Thee consume membears could be from exising consumer organizaions,
such as the National Organization of Women (NOW), American
Asodaion of Universty Women (AAUW), Women for Hedthcare
Education, Rform and Equity (W.H.ERE.), the American Assoaation of
Retired Persons (AARP) or Labor.

Continue the work in progress from a disease based model of care to a
preventive, early intervention model.

This could indude

L Offer more educational opportunities and cover costs to
quit smoking. N

2. Continue the work of effering discounts on memberships to

health plans or providing a community benefit, such as
$250/year for wellness and education programs

3. Develop a woman's health action plan for your managed care
organization so the above needs can be met in a systematic
fashion for your organization.



PROVIDERS

A.

Be more proactive in informing the plans of your recommendations
for standards of care.

Work with health plans to develop educational goals on women’s
health, and especially adolescent health, heart disease, menopause,
domestic violence, mental health and senior health.

Survey your women patients on recommendations they have for your
clinic that would increase access for women and children.

Have information in the clinic or office on community resources
that support your clinical efforts.

Develop a women’s health education plan for your medical specialties.



PURCHASERSEMPLOYERS

Mog plans responded that coverage decisons depended on the employer or on the
benefit coverage that was sdected by the employer or employee (unless it was
mandated).

A Develop some standards of coverage you would like included in
the health plans your company uses.

B. Promote family friendly benefits that assure access to early diagnosis,
treatment and preventive benefits.

C Create priorities for benefits that meet the health needs of women,
employees and their families. Consider developing checklists for the
health plans of the benefits that are of a high priority in assuring the
health and well-being of your employees and their families.

D. Continue the work of expanding employer purchasing cooperatives to
expand coverage options for small employers.

E Work with consumer groups, the state, managed care plans and
others to identify ways to cover the increasing number of individuals
who do not have access to insurance so ways may be found to cover
the dependents of your employees, especially children which are
becoming the largest segment of the community without insurance.



MANAGED CARE AND WOMEN'S HEALTH SURVEY
SECTION Il: THE FINDINGS

PRIMARY CARE PROVIDERS

Managed care is heavily dependent upon the “primary care’ providers as the man
hedthcare provider patients use or see first. The primary care provider offers the
cae o refers the paient to others in the network (li) of providers who can offer
Soedidty cae These primary care providers have ds0 been cdled “gaekespers’
because they ae respondble for overssang and coordingting dl patient care
sarvices.

Of the ax plans tha paticpated, dl used primary care providers as the man
hedthcare provider who offers the care or makes refards. The only exception to
this was one plan thet dlowed women to sse women's hedth providers without
authorization by the primary care provider.

Of the 9x plans that responded, dl congdered the fallowing to be primary care
providers

o Family pratice physdan

o Intend medidne physdan

o Pedidrician

Addtiondly:

+ Three plans induded ARNPs (Advanced Regidered Nurse Practitioner).

« Orne plan ds induded physdan assgants (PA)

« One plan induded naturopathic physdans as a primary care provider, but did
not use ARNPs or phyddan assgants

None of the plans liged obgtetridanggynecologids as a primary care provider.

when asked #f individual primary care providers were capitated, i.e. paid a flat
fee per patient:

« Two responded no.

One responded no, but that it depended on the contract.

One sad yes, but only for 10% of the network.

One sad it depended on the product.

One plan only capitates outsde, non-plan providers.

When asked if the pand of doctors they contracted with were capitated:

Three responded no.

One yes, depending on the type of contract.

One sad it depended on the contract.

« One sad 90% is capitated localy and 10% is capitated through it's network.



When asked if the whole organization were capitated:
+  One responded yes.

e Two sad no. |,

« Three sad it depended on the product line

when asked which primary care providers were capitated:

« Four liged family pradtice physdans intemnd medicine physdans and
pedidridans, as they outlined in response to question one (who is a primary
care provider).

« One plan sad the organization as a whole was capitated.

+ Onre sad no didinction was made between primary care and spedidids when it
came to cgpitation.

When asked if the primary care provider was at financial risk for referrals to
Secialigs

« Ore sad only 10% of ther primary care providers were a rik for refaras
One responded yes,

Two sad no.

One sad it depends on the contract.

One did not respond

When asked if there were a ‘withhold' or a percent of capitation held back for

pharmaceutical  codts:

+ Ore sad they did not know.

+ Two did not respond.

+ Ore sad they had no ‘withhold and pharmeceuticals were not part of the
primary care doctor’'s cgpitation.

« Two sad it varied by contrect. (Of these two, one sad it dso varied by age
mix of the patients)

when asked if they offered a point of service (POS) option which enables

members to use providers outsde their panel/network:

« Fve plans offered their subscribers point of service options. The patients hed
to pay a higher percentage of the cogts. One of the five plans had a higher co-
payment

+ Ore sad ther POS was a different product with different benefits and structure
than ther HMO product.



IL

Reproductive and Maternity Health

The plans were asked if they covered all forms of contraception (male and
female) including: birth control pills, IUDs, diaphragms, hormone implants,
hormone injections, morning after pill, sterilization (men and women), condoms
(male andfemale), spermacides, cervical caps and natural family planning:
Onesadyes

One sad yes, exocept for mae condoms and over the counter contraceptives.
Two sad it depended on the employer group buying the coverage.

One sad no.

One sad contraceptives were covered if the patient purchased the benefit
(presumably the pharmaceuticd benefit, but thet was not specified).

When asked if this coverage was for all products, preferredprovider organization
(PPQO), points of service (POS) or only for their health maintenance organization
(HMO) product:

« Two sad it was for dl products

+ Three did not respond.

+ Oresad it was only for the HMO product.

When asked which were covered:

+ Ore liged dl products as being covered.

¢ Ore sad it covered hiih contrd pills and hormone implants if the coverage
was decided, and charged a $5 co-payment. (The same plan said IUDs,
digphragms hormone injection, moring after pill, derilizaion for men and
women and naturd family planning were covered under the co-pays assocated
with out-patient physcdan vists).

« Two sad there were no co-payments for prescription contraceptives, and the
patient co-payment depended on the provider chosen.

« One sad dl the contraception methods listed were covered, but hed ather $5,
$7, or $10 co-payment depending on the co-payment method the patient
sdected. (The same plan sad they did not cover the femae condom).

+ Orneindicaed tha the co-payment depended on the plan the patient sdected.

When it came to maternity coverage, including maternity/prenatal care, mid-

wifery, and home delivery/midwifery Services

+ One plan did nat respond.

« Four sad they had maternity coverage for ther group/commercid products for
al thee svices

« One sad yes for dl, except for home ddiveries



When asked if ther individual product covered the same services
Three sad yes to dl products lised.

Ore did not offer an individud product.

One did not respond.

One responded yes to al but one product listed.

When asked about prenatal vist co-payments.

Two did not respond.

One had a one time $10 co-paymen.

One had a $15 co-payment per vist.

One had $5/7/10 co-payment depending on the contract.
One sad it depended on the group.

When aked if there was open enrollment or enrollment redrictions for their
individual policies regarding maternity:
+ Nore of the plans liged redrictions

When asked ifpregnant women were routindy screenedfor HIV/AIDS:
e Two sad yes

+ Ore sad yes with the consent of the patiert.

« Three sad it was left to the discretion of the provider.
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Well Child Care

When asked if the plan covered routine well-child care:
o All Sx plans sad yes

When asked how much the co-pay/deductible is for the routine well-child care
coverage:

« Two had no deductible and no co-payment.

+ One had a $10 co-payment for each vigt.

+ One had a $15 co-payment for each vist.

« One had either a $0, $5, $7 or $10 co-payment depending on the patient’s
choice

+ One sad the co-payment depended on the contract.

When asked if immunizations were covered in well-child care:
One plan did not respond.

One plan sad it covered immtmizations through age 16.
Three sad it covered immunizaions through age 18.

Ore liged no age limit.

When asked if out-patient care, vision, dental, and hearing were covered in well-

child care

« AU covered out-patient care and vison and hearing screening, if it were done
by the primary care provider.

o Dentd was not covered unless the member purchasad the dental option.

+ Heaing and vison were covered for screening only.

When asked if infants and children were routinely screenedfor asthita, one of the
fases gromng diseases of childhood:

+ Three plans did not respond.

« Oresad it did not know.

+ Oresad ifit was medicaly necessary.

+ One sad no, but hopes to develop a plan for future screening.

When asked how they determined to screen for ashma:
+ Fve plans did not respond.
+ Ore sad the primary care provider did the screening.

When asked how the plan screenedfor child sexual abuse:

+ Three did not respond.

« Oresd it did not know.

+ Ore sdd the primary care provider does the evaution.

+ Ore sad thar providers were trained to look for evidence of abuse
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Adolescent  Health

When asked if their plan offered a specialty in adolescent health:
e Four saidno.

o One did not respond.

¢ Onesadyes

If yes the plans were asked to outline the components of that program.

All plans, but one left this blank:

+ The plan that said yes had an adolescent center thet offered teen parenting and
drug/dcohol awareness dasses and sober and socid support groups. Other
educationd information was avaladle in print form for teenegers

When asked if they had clinical protocols that would help identify adolescents
who may be at risk for depresson, suicide, alcoholism and drug abuse

e Three sad no.

« Two did not respond.

¢+ Onesadyes

when asked what tools were used:
+ Hve did not respond.
« One sad they usad a modified Beck scae*

when asked if eating disorders were routindly discussed with adolescents:
« Two did not respond.

« Two sad they did not know.
+ Ore sad yes if medicdly necessay.
e Ore sad yes

when asked if teens were routingly given Hepatitis B injections:
« Two did not respond.

+ Twosadyes

e One sad no.

+ Onedid not know.

When asked if these immunizationginjections were covered:
+ Two sad yes tha they were completely covered.
« Four did nat answer.

*The Beck scale is one of several different clinical tools to assess depression.
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When asked it teens could obtain contraceptives without parental consent:
¢+ Ore sad they did not know.

e Three sad yes

« Two did not respond.

When asked if teen women were screenedfor S7Ds:
« Two did not respond.

e Two sad yes

o Oresad yes if medicdly necessary.

o Oreindicaed that it did not know.

When asked it they provided information to teens on STDs, and/or HIV/AIDS or
both:

« Two did not respond.

. Two sad both.

+ One sad both, if requested.
o Ore sad ndther.

When asked if they were talking to young women about the importance of
developing bone mass for later years to reduce the risk of osteopoross.

+ Three did not respond.

o Threesadyes

When asked at what age a woman should have her first pap smear**:
« Three of the plans did not respond.

« Two sad no age was recommended.

+ Oneplan said age 18.

When asked were the plans counsding teens on delaying or limiting their sexual
partners to reduce STD risk:

+ Three did not respond.

o Threesadyes

** The correct answer is when they become sexually active or about age
18, whichever comes first.
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Women’s Health

Too often, women's hedth has been defined in terms of reproductive functions and

organs WHERE,, therefore, developed a list of some of the leading causes of
deeth in women and asked the hedth plans to regpond to these concerns

A. Heart Disease

Heart disease Kills 240,000 women every year compared to 49,000
from lung cancer and 43,000 from breast cancer.

when asked if ther physicians regularly screened women for risk of heart

discase, and specifically, if cholesterol/lipid streening is a regular part of an

annual exam:

+ Ornesad no.

+ Ore sad they did not know.

o Threesad yes

+ Orne sad tha it was up to the physdan but it was recommended once evaery
five years for low risk petients.

When asked if women were asked about a family history of heart discase:
o Four sad yes

« Oresad they did nat know.

+ One did not respond.

When asked if women Who were at risk of heart disease, such as smoking, family
history, high bloodpressure, abnormal lipids, cholesteral, little exercise, were
counsded on heart disease z

+ Hvesadyes
+ Ore sad they did not know.

When asked at what age annual cholesterol/lipid checks dtartedfor women:
Onesaidage35.

Two did not respond.

One sad they did not know.

One sad age 50.

One sad no age was recommended
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When asked to list the clinical guidelines/protocols they used to screen for heart

disease:

« One did not respond.

« One sad they did nat know.

o Ore sad family higory, waght, blood pressure, cholesteral/lipid testing and
exerdse.

« Onre usd the US Preventive Sarvices Task Force recommendetions.

« Ore usd internd guiddines and sad testing for cholesteral may dart
ealier than 50 if the patient is assessad as being at risk.

+ One usd guiddines on smoking cessdtion to providers and members.

The plans were asked for whom they had a risk reduction program or
intervention:

o Three sad dl paients

+ One did not respond.

« Two did not know.

When asked what risk reduction intervention they used:

+ One did not respond.

« Four sad thar member newdetter; two of which added patient education
meterids to thar member newddter.

+ Ore offered dasses in addition to patient educaion materids, even though it
did not have a newdetter.

When asked if they offered smoking cessation classes for their members:

« Four sad yes one sad yes only if they were refarred to community resources.
e Two sad no.

When asked if those resources were free of charge:

« Two sad they were covered in benfits.

+ Ore sad they were covered in thar bendfits if the patient chose the
prescription co-pay.

+ One did not respond.

« Two sad the quedion was not gpplicable, because it was covered.

When asked if they covered membership in health clubs to promote exercise:
« Two sad yes they covered the enrollment fee for both men and women.

+ Two sad no nather for men or women.

« Two sad they had agreaments with dubs for enrdiment discounts.
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When asked if they had lower premiums for non-smokers.

+ One did nat respond.

e Two sad no.

+ Ore sad they did not know.

« Ore sad they gave a $250 community wellness bendfit for the cogt of hedth
education and wellness dasses offered by paticpating providers in the
community.

+ Ore sad they offered a wellness benefit program for the price of the dasses
offered by the patidpaing providers in the community.

When aked if the plan covered pharmaceutical interventions for smoking
cessation, such as nicotine gum or the nicotine patch:

Two sad yes

One sad yes, with a co-pay.

Two sad no.

One did not respond.

When asked ifwomen are counsded on Esrogen Replacement Therapy (ERT) o
Hormone Replacement Therapy (HRI) in regard to heart disease

o Two sad yes

+ Oresadno.

« Ore sad if medicdly necessay.

« Two sad it depended on the doctor and patient.
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B. Lung Cancer

Lung Cancer is the leading cause of cancer deaths in women and Kills
49,000 women each vyear.

When asked if women were regularly asked if they smoke
e Three sad yes

+ Ore sad they did not know.

« Two did not respond.

When asked (again) if they offered smoking cessation classes:
e Two sad yes
o Four sad no.

When asked it they did not, if they referred patients to programs in the
community:

o Threesadyes

+ One did not respond.

o Ornesadno.

« Ore sad it was nat goplicable because they offered smoking cessation dasses.

When asked to whom patients were referred:

+ Three sad hospitd programs the American Lung Asoddion or the American
Cancer Asoiation.

+ One did not respond.

« Two sad it was not gpplicable, because they covered the codts.
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C. Breast Cancer

Breast cancer is the second cause of cancer deaths among women.

When asked if the plan covered the cost of mammograms.
o All 9x sad yes

When asked how offen:

« Onedid not respond.

+ Two sad when authorized by the primary care provider.

+ One sad every other year for women between 20 and 40, and every year for
women over 40.

+ Ore sad as directed by internd guiddines

¢ Ore sad anudly if medicdly necessary

When asked if mammograms covered the costs of both the technician and the lab:
o« All sx plans sad they covered bath.

When aked if there were cogt sharing or were mammograms covered at 100%:
« Fve sad they were covered a 100%.
« Onedid not respond.

When asked if they had videos for women on breast self-examination, treatment
protocols and procedures.

e Three sad yes

« One sad no, but that they had printed materids

« Ore sad that they have proactive guiddines and printed materials. ™

When asked if the plan had a breast cancer support group:
o Four sad no.

+ One did not respond.

+ Ore sad yes, induding a lesbian support group.

When asked if they referredpatients to other community support programs.
« Four sad it was not gopliceble

e Ore sad yes.

+ Onedid not respond.
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D. Colon Cancer

Colon cancer is the third leading cause of cancer deaths in women

When asked if women were given regular rectal and stool examinations:
e Three sad yes

« Two did not respond.

+ Ore sad rectd exams only.

When asked at what age these examination began:
+ Two sad age 50.

o Three did not respond.

+ One sad there was no spedified age.

When asked if colonoscopies were included in the exams.

Two sad no.

One sad no, that they usad the US Preventive Services Task Force guiddines.
One sad no, only if medicdly necessary.

Two did not respond.

When asked if coionoscopies were a fully covered benefit;
« Four sad it was nat gpplicable.
« Two did not respond.

When asked if women were screenedfor a family history of colon cancer:
o Three sad yes
+ Three did not respond.

When asked whether all women were screened or only those at risk, such as family
higory or lifedyle

+ Three sad only those & risk.

« Two did not respond.

+ One sad they usad the US Preventive Sarvices Task Force guiddines.

When asked what other tests were used:

+ Four did not respond.

+ One sad the primary care provider could choose the tedts
+ One sad they usad Hemoccult and other tedts
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E. Cervical Cancer, Sexually Transmitted Diseases (STDs) and
Ovarian  Cancer

When asked if their plan covered the codts of pap smears.
o All 9x plans sad yes

When asked if this covered the exam and the lab work:
o All 9x plans sad yes

When asked when a coloscopy was recommended:

« Two did not respond.

+ Ore sad they did not know.

« Two sad it was up to the discretion of the primary care physdan
obgetrician/gynecologis or Advanced Regigered Nurse Practitioner (ARNP).

o One sad it depended on an anormd pap smear.

when asked if there were pap smear guiddines that were gpecific to Leshians.
+ One did not respond.
e Fve sad no.

When asked if they used the new digitized screening tests for pap smears.
o Two sad yes

+ Ore sad they did not know.

« Two did not respond.

+ One was looking into the procedure.

When aked ifwomen were, regardless of ther partner’s gender, routiney
screenedfor STDs and HIV/AIDS:

+ One sad they did nat know.

« Two did not respond.

+ One sad only on request.

+ Onre sad routine screening was done on chlamydia and others by requed.

+ Ore sad routine screening and interview questions were asked, only if there
were risk factors

When asked if information about safe sexual practices were given to all women
patients, regardless of the gender of the woman's partner:

o Three sad yes.

« Two did not respond.

+ Onesadno.
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When asked if they gave information on safe sexual practice, were patients
referred to other community groups, such as s Planned Parenthood:

+ Three did not respond.

+ Ore sad this was nat gpplicable because they did not offer the information.
+ Ore had intend educationd preventive hedth guiddines

¢ Ore sad they had pamphlets and printed materids avalddle

When asked if they had clinical guidelines for ovarian cancer:
e Two sad yes

+ Onedid not respond.

« Three sad no.

21



F. Menopause

When asked if women were counsded on Estrogen Replacement Therapy
(ERT)or Hormone Replacement Therapy (HRI) at menopause

Two sad yes.

One did not respond.

One sad no.

One sad it was up to the primary care provider (PCP).

Ore sad only if medicaly necessary.

When asked if ERT/HRT were covered in their benefits
« Four sad they were covered.
« Two did not respond.

Of the four that said they were a covered benefit, if they were subject to co-
payments:

o Four sad they were covered.

« Two did not respond.

When asked what guidelines or criteria were used to determine if HRT were
recommended:

e Three did not respond.

« Ore sad Ameican Coallege of Obgetrics and Gynecology (ACOG).

+ One sad US Preventive Sarvices -Task Force (USPS-TF).

« Ore sad intend guiddines

When asked what alternatives to HRT were given to women:
+ Three did not respond.

+ Ore sad they did not know.

+ Ore sad printed maeids

« Ore sad it was between the doctor and the patient.
When asked if they covered the rings and creams for HRT:
+ Three did not respond.

e One sad no.

+ Two sad yesif authorized or on a cae by case bess

When asked if Naturopathic physicians were available to women under their

benefit package for menopause counsding or diagnosis and treatment:

+ All 9x plans reponded yes
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when asked what coverage is available:
+ One sad Nauropathic doctors are a PCP in ther plan.

+ Three sad they were covered as a refard from the PCP.

« Oresadit wastreated as arefard to a specidist and had a $10 co-pay.
+ Oresad they were fully covered and hed gpplicable co-payments.

When asked if they used the National Osteoporosis Foundation 's risk factor
guidelines to determine if a woman is at risk of Osteoporosis:

e Two sad no.

« Two did not respond.

e Ore sad yes

o Oresad it was up to the physdan.

When asked on what bass women were screenedfor osteopoross.
+ Four did not respond.
+ Two had internd guiddines

When asked if women with known riskfactors have access to bone density tedts.
+ Four sadyes
« Two did not respond.

When asked which tests are used:
+ Four responded Dexascan.
« Two did not respond.

When asked if those tests were covered:

+ One did not respond.

+ Three sad yes dl were covered.

« Two sad some of the codts were covered.

When asked it they had recommended guidelines for Endometiral biopsy,
Ogteopoross Risk Reduction, Risk of Heart Attacks and Strokes, Diet Counsdling;
such as calcium sources and soy products, Low Fat Intake and Exercise

o Four sad yes

+ One did not respond.

« Onesad wellness dasses only.
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G. GERIATRICS

Women live on the average, seven years longer than men.

When asked ifwomen were counsded about diseases associated with aging, such
as arthritis and Alzheimer's discase

+ Four sad yes.

« Two did not respond.

when asked what clinical protocols they used to counse women on diet and
nutritional needs for the ederly:

« Three sad they usad the US Preventive Sarvice Task Force Report (1996).

+ Ore sad they did not know.

+ One did not respond.

o Ore sad they were currently planning the welness programs for thar seniors

When asked if they had a Medicare Risk Contract (Medicare HMO):
o Four sad yes

e One sd no.

+ One did not respond.

When asked what wellness/prevention plans they wused for seniors

« Two liged mdl waking and exerdse and nutrition programs.
« Three did not respond.

+ Ore gave out hedth education information.

When asked if they provided information on senior housing:
¢ Onesadyes

+ One did not respond.

e Four sad no.

When aked if they provided information on long-term care insurance:
« Onesadyes

e Three sad no.

+ One did not respond.

« One sad they did nat know.

When asked if medications were periodically reviewed with seniors
o Three sad yes

+ Oresadno.

« Two did not respond.
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when asked who did the review:
« Oreindicated it was not goplicable, because they did not do the screening.
+ Ore sad the physdan did the review.

« Two liged physdans nurses and pharmecss

« Two did not respond.

When asked if seniors were screenedfor depression:

+ Ore indicated yes, if medicdly necessary.

o Three did not respond.

¢« Ornedid not know.

When asked what insruments were used:
« Two indicaed thet guiddines were baing developed.
+ Four did not respond.

When asked if the tests were based on patient self-referral or other indicators:
« Fvedid not respond.

« Oreindicaed that it was a combination of sdf-referrd and other routine
asesInents.

When asked if seniors were screenedfor alcoholism or medications abuse;
« Three sad yes one of which sad only when medicdly necessary.

+ Ore sad they did not know.

« Two did not respond.

When asked how they were screened:

+ Four did not respond.

« One sad it was patient/doctor choice.
+ Ore sad by quedionnare.

When asked if adult children were involved in the annual health examinations of
thelr parents:

« Four did not respond.
+ Oresad it was up the patiert.
o Ore sad they did not know.

When asked if they had a respite benefit for caregivers:
+ Ore sad yes through ther hospice program.

« Three did not respond.

e Two sad no.
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When asked if their plan covered a hospice benefit:
+ Four sad yes both in-patient and out-patient.
« Two did not respond.

When axed if there were a difference in co-payment between the in-patient and
out-patient  benefit:

e One sad yes.

e Three sad no.

« Two did not respond.

when asked if the plan covered home hedlth care:

+ Four sad yes, one had a co-pay of $5, 10, or $15; one had a co-payment of
$15.

« Two did not respond.
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VI.

Mental Health

Women are three times more likely than men to have episodes of clinical
depression.

When asked if clinicians regularly checked for depression in women patients:
o Three sad yes

« Two did not respond.

o Ore sad if medicdly necessay.

When aked if this was done by the primary care provider or ifpatients were
referred to a mental health specialist:

« Two sad primay care provider.

. Two sad hath.

« Two did not respond.

When asked if their mental health benefits were in the plan or offered through a

mental health “carve out’* benefit

+ Three sad they usad carve out benefits one of which sad that the carve out
bendfit was for chemicd dependency (dcohol and drug abuse) only.

+ One sad the used thar own providers,

« Two showed a mixed of hedth plan providers and carve out bendfit.

When asked what process the patient had to use to obtain services through the
carve out:

One sad there was a 24 hour, sHf-referrd number.

One sad the patient could cdl the number on the back of their member card.
One sad Hf-refard. "

One sad arefard from the primary care provider was required.

One usd thar own providers, nat a carve out and they hed internd guiddines.
One sad the patient had access through a 800 telephone triage number.

When asked how the carve out gave value to the patient:

+ Onedid not respond.

+ One sad that is was not goplicable (they did not use one).

One sad the carve out provided in-patient vigts and brief focused thergpy.
One sad the carve-out provided reviews and recommended options.

One sad that it provided a wide range of sarvices

One sad by refard, preauthorizations and case management process.

*A “carve out” benefit is one that is not provided directly by the plans. In these
cases, they contract with other organizations thatprovide mental health services
with providers that are members of that specialty organization.
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when asked whether the primary care doctor or the mental health carve out
screens the patient for mental health disorders:

One did not repond.

Two sad the carve out company.

Two sad the primary care provider.

One sad both.

when asked if mental health screening was part of the amnual exam:
e« Two sad yes

+ Ore sad they did not know.

e One said no.

« Two did not respond.

When asked what tests were used:

« Two sad this was not gppliceble

+ Three did not respond.

~ o Ore =d they used internd guiddines

when asked if mental health counsding were provided, ifit had limits:
o All sx plans indicated they hed limits

When asked if they had limits, what were they:
« Fve sad 20 mentd hedth vidts per year.
+ Ore sad the limits were 10, 15, or 20 vigts,

When asked how many hospital days per year were allowedfor mental health
vists:

One sad 10 days. -

One sad 60 days.

One did not respond.

One sad it varied by the plan sdected, @ther 10 or 30 days.

One sad 5-10 cdendar days.

One sad it varied by contract, but largdy 12 days a 80% of the cog.

When asked what teds were used for panic attacks:

« Two did not respond.

o Three sad Hf-rfard.

+ Ore sad Hf-referrd and/or evaluation by the primary care provider.

When aked if the tedts for depresson and anxiety attacks were from a patient's
sdf concern or part of standardized testing:

o Two responded dandardized exam.

« Two did not respond.

o Two sad sdf-concern only.
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When asked what examinations were used:

One sad they did nat know.

Two did not respond.

Two sad the quesion was not goplicable.

One sad they used the HH 1-5, subset of Q 45 Hamilton scae*.

When asked if pharmaceutical or mental health referrals were covered in their
benefit package:
« All answered yes one nating tha only if it were in-house.

If yes the plans were asked who had prescriptive authority:
¢ Three sad primay care provider, mentd hedth specdig and psychiaris.
« Three sad primary care provider and psychiatris.

When asked if the plans covered SSRI medications (new anti-depressants):
+ Hve sad yes and one of the five had a co-payment requirement.
« One did not respond.

When asked if the plan covered other psycho-pharmaceutical products:
« All sx plans ad yes

When asked who couldprescribe those medications:
* All sad psychidrig, family prectice provider, and other primary care provider.

when asked it they had a "prior authorization"** requirementfor SSRI products:
¢+ Onesadyes
» Fve sad no.

When asked what the “prior authorization ”* * requirements were:

e The one plan with the prior authorization reguirement sad patients were
directed to Formulary drugs but paients could use non-Formulary drugs, if
ordered.

*These are dandard mental health tedts.
**Prior authorization means the physician must have approval from the health
plan before they can prescribe certain medications.
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VII. Drug Formularies

Drug formularies are essentially the list of medications a health plan will
cover/pay for its members.

When asked if thelr plan used drug formularies which defined the medications
clinicians could order for ther patients.
o Fve sad yes

When asked if their plan used a mail-order pharmacy:
o All sxsadyes

When asked how patient education material were provided for the mail-or&r

pharmacy:

« Onedid not respond.

« Onesad by direct mail to their members

+ Ore sad it was maled with the medication.

« Three sad information was provided through the welcome packets » one sad
they did updates in member newdetters one sad they st patient informetion
and one sad the pharmacist provided patient information.

When asked if a particular drug was not included in their Formulary, and the
provider and patient wished to use another drug, what percentage of the cost did
the patient have to pay:

+ Orne sad they had an open Formulary.

+ Ore sad they mugt use a geneic, if avalable

« Orne sad mog of thar products did not have a Formulary, but for those that
did, the medicd director must gpprove the authorization and co-payments were
required.

+ One sad tha no cod differences were gpplicable if the member hed the
prescription benfit rider, that the co-payments were the same,

+ Ore sad there was 0% co-payment or the norma co-payment was required.

+ One sad co-payment was gpplied.

when asked what appeal procedures were in place for patients who wanted to
appeal a medication that was not on the Formulary:

e Three sad yes

+ One did not respond.

+ Two sad they were not needed, because the formularies were open.
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When asked if the medication prescribed by plan physicians had to have prior
approval in order for them to prescribe medications.

e Two sad no.

+ Onesad no, if it was on the Formulary.

One sad yes, but for a very few drugs

One sad yes such as growth hormone medication and MG drugs.

Ore sad yes
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VIII.

Domestic Violence

When asked if their providers received training on domestic violence:
o Three did not respond.

+ Ore sad they did not know.

e One sad yes.

+ Orne sad yes for certan groups.

When asked from whom the providers received the training:
« Four did not respond.
o Oresad intend family hedth teams with RNs, and MSWs.

+ Ore sad they usad grants, dudies and other doctors to train providers and thet
two doctors were dedicated to this work,

When asked what information was provided in the clinics about community

resources for child abuse and domegtic violence:

+ Three did not respond.

+ One sad they did not know.

« Oresad intemnd guiddines such as Family Heath Teams, Criss lines, Shdters-.
Resources for Leshians and Police Resources,

+ Ore sad they had printed maerids with protocols and dso dinicd sodid
workers.

When asked jf their providers knew how to screen for domestic violence in
Lesbian couples:

+ Four did not respond.

+ Ore sad they did not know.

¢+ Oresadyes

When asked if they knew of community resources for lesbian victims of domestic
violence:

« Three did not respond.

+ Twosadyes

+ Ore sad they did not know.

When asked to lig what the resources are

« Ore liged the datewide domedtic violence hat line,
« Four did not respond.

« One sad they did not know.
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Women of Color

Women of color are at higher risk for certain diseases, such as diabetes and
hypertension, than’ Caucasian women

When asked ifwomen of color were screenedfor: diabetes, hypertenson and
uterine fibroids:

o Three plans sad yes
+ Three did not respond.

When asked if they had outreach programs for people of color or women of color:
o+ Four plans sad no.

« Two did not respond.

When asked if their providers referred women to community programs that
offered creening and testing for women of color:

« Two sad yes if necessaxy.

+ Three did not respond.

+ Oresadno.

When aed if they worked with community groups that did outreach programs to
women of color:

e Two sad yes
e Two sad no.
« Two did not respond.

When asked what groups.

+ One named the coss-culturd hedth project, and volunteers on dinics and
boards.

« Three did not respond.
« Two sad it was not goplicable

When asked what trandation services they provided:

« Two did not respond.

« Two sad dl languages liged.

+ Ore sad they usad US Wedt Trandaion Sarvices

« Ore sad they had maerids in Spanish, Vietnamese and Laotian.

When asked how these services were provided:

« Two sad through phone and AT&T, and locd trandation services
« Two did not respond.

« One sad they had some in-house sarvices and some contracted sarvices

+ Ore sad they only trandated maerids for Hedthy Options (Medicad)
members
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Alcoholism, Substance Abuse and Chemical Dependency

When asked if their clinicians regularly checkedfor alcohol and drug abuse in
women:

o Two sad yes

+ Ore sad yes if medicdly necessry.

+ Three did not respond.

When asked what clinical protocols were used to check for alcohol and drug
abuse in women:

+ Onesadthey did ates every four years

+ Four did not respond.

+ Ore sad they did not know.

When asked if alcohol and drug abuse diagnosis was part of the annual exam:

o+ Three did not respond.

e Three sad yes one indicated only if medicadly necessary and one indicated thet
teting for substance abuse is done every four years.

When asked how patients were screenedfor alcohol and drug abuse:

+ Onedid not respond.

o Two sad HHf-rdfard.

o Three sad Hf-refard with family intervention and blood and urine teds.

When asked what treatment protocols for alcohol and drug abuse were used:
Three did not respond.

Ore sad they did not know.

Ore had internd guiddines -

One used the todls of a behaviord hedth sarvice

When asked what drug dependency programs were covered by therr benefits
+ One did not respond.

« Four sad they covered both inpatient and out-patient benefits

+ Ore sad they had internd guiddines

When asked if their providers screenedfor eating disorders:
¢+ Oresadyes

o Oresad yes if medicdly necessaxy.

+ Three did not respond.

+ Ore sad they did not know.
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When asked about the treatment protocols they used for eating disorders:
+ Ore sad they did not know.
« Four did not respond.

+ Ore sad they had a quesionnarre for the patient and a handbook that helps the
doctor to evduae.

When asked if the treatments were covered under therr benefits:
+ One sid they did nat know.

« Four did not respond.

« One covered trestment as an out-patient benefit.
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Xl.

Patient Education Materials

When asked 10 identify what patient education materials were sent to patients:

Hve plans sad they sent information to thar members quatery.

One st informetion every other month.

All 9x sad they sant family care handbooks, such as Care Wise

Four sad they had hedth fars and patient education wellness dasses nurse

triage, phone refards and a consulting nurse

+ Ore sad they had a newdetter and handbook

+ One did an outreach campaign for women on mammograms and pgp Smears in
addition to the member newdetter and handbook.

When asked what materials were in ther providers offices that were specific to
women and what form were they in:

Ore sad they did not know.

One did not respond.

One sad the information was not avalable

One sad the information varied widdy by group practice and dinic sygem.
Ore sad many items were avalable and al were avaldde in print form.
One sad the items were availadle, but they were not sure of the format.

When asked if ther health plan offered community education seminars on health
Issues:

o Threesadyes

e Three sad no.

when asked the costs of the program:

+ Three sad it was not gpplicable. '

+ Ore offered members a $250 annud dlowance for community programs
+ Ore sad thars were generdly free

+ Orne sad they had had a pilot project that was no longer on-going.

When asked if their plan covered the cost of obesity/weight reduction programs.
+ One did not respond.

e Ore sad no.

« Onesd it vaied with the plan the patient chose

o Three sad yes.
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When asked if the plan covered nutrition counseling as a covered benefit:
+ Fvesadyes
+ Onedid not respond.

When asked if thelr educational materials depicted racial and sexual minorities.
« All 9x plans sad yes

When asked if their providers had lists of community resources in ther provider
offices:

o wO K END
« Three did not respond.
+ One sad they did not know.

When asked which directories were used:

Two did not respond.

One did nat know.

One sad is was not goplicable.

One sad it varied by physdan group.

One sad it hed internd ligtings and directories.

When asked if there were health professonals associated with the provider's
office that could answer patient questions:

+ One sad they did nat know.

+ Two did not respond.

e Two sdd yes

+ Oresad yes but that it varied by group.

When asked who conducted most of the patient education/prevention programs:

« Four sad ather nurses, socid workers, hospital staff and dititians, physidians,
pharmacss, hedth education specidiss and other consumers

+ Ore sad tha they had a Qudity and Education Unit a the hedth plan.

+ Onedid not respond.
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XI1. Alternative Therapies

When asked if their plan covered the cost of acupuncturists, naturopathic
medicine, chiropractic medicine, and other alternative therapies:

o Fve sad yes

+ One did not respond.

When asked to identify the co-payments associated with that coverage:
Three sad they were covered a& 100% like regular providers.

One had a $300 per year limit.

One did not respond.

One sad they had co-payments assodiated with the vists

When asked if these providers were drictly for special services, such as pain
management and smoking cessation:

« Two did not respond.

« Four sad yes, one of which sad they had some redrictions.

When aked if these vists must be made under referral by the primary care doctor
to be covered in the bendfitpackage:

+ One did not respond.
o Four sad yes.

When asked if visits to these providers were time limited, or limited to a specific

number of vists

+ Onedid not respond.

+ Hve had liits ranging from 60 days to $300 annud limit, to other limits
depending on the trestment and benefits

When asked if their providers recommended calcium supplements to women or
jus women entering menopause;

+ Four plans did not respond.

« Two sad dl women.

When asked if ther providers recommended vitamin therapies to women who were
not pregnant or menopausal:

« Four did not respond.

+ Oresad they did not know.

¢ Onesadyes
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When asked on what basis they made those recommendations:

. Fve did not respond.

« Ore sad it was bassd on the medica condition and diet of the patient & the
time of the initial assessment.
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SECTION IlI: THE SURVEY
MANAGED CARE AND WOMEN'S HEALTH SURVEY

. BACKGROUND

In mid-1997, Women for Healthcare Education Reform and Equity (W.H.ERE)
designed a survey to examine the broad range of women's hedth needs and how these
needs were bang met in managed care organizations

Managed care organizations are desgned to provide hedth promotion, diseese prevention,
ealy diagnogs and sreening in a primary care sygem of care in which one primary care
provider oversees dl the patient’'s hedthcare needs These providers dther offer the
sarvice themsdves or refer the patient to spedidid for care

Women's hedth treditiondly has been lagdy defined in terms of those hedth needs that
ae diget from men: reproductive hedth, maternity care, breest and carvicd cancer.
While these are important hedth issues, women's hedith is broader than these concarns.

Each year:

e 240,000 women die from heart disease.

o 43000 women die from lung cancer.

e -women die from colon cancer.

o 49000 women die from breast cancer.

o Women are three times more likely than men to have episodes of clinical
depression.

Women ae ds0 the primary caregivers for themsdves and ther families  They are the
mgor caregivers for thar parents and parentsinlaw. Thereforee WH.ERE. wanted to
examine hedth issues for children, teens, adults and seniors to address the full range of
women's hedth and hedth care-giving needs.

We know that:

o infant andpediatric asthma is on the rise.

o adolescent depresson, suicide, alcohol and drug use among teens is rising.

o 81% of all pregnancies prior to age 19 are unintended and 57% of all
pregnancies are unintended

o 78% of all cases of depression and/or alcoholism in the elderly are overlooked

WHERE. wanted to identify, therefore, what managed care organizations are doing for
the life-goan hedth needs of women and the people they care for in thar families
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. WHY THIS STUDY?

o Maedicd sthod curriculum hes little in it gpedfic to women's hedth.

o Addescat medicing which focuses on teen hedthcare issues, is conddered to be a
Ubspecidty of pedidrics.

«  Women ae three times more likdy than men to have episodes of dinicd depresson,
0 redrictions on mentd hedth coverage could possbly have an adverse dfect on
women.

« Nealy 30% of dl women will experience episodes of domegtic violence

«  Women live an avarage of saven years longer than men.

Thee isues warant examingion and planning as Ameican hedthcare moves into a
predominantly managed care environment.

WHERE. assembled a pand of women's hedth speddids to examine what the mgor
managed care plans in Washington dae are doing in women's hedth rdated issues We
sected managed care organizations because these they use a primary care gpproach
which focuses on prevertive care, hedth promotion, and early screening and diagnoss

In short, managed care organizations are more likdy to offer sarvices that hdp prevent
diseeses than the traditiond feefor-service sysem which pays for sarvices based on the
disease for which patients are being treated.

WH.ERE. wanted to devdop a basdine sngp shot of what managed care organizations

ae doing. We wanted to identify the range of preventive and hedlth promotion coverage
managed care plans are offering, and any aress of unmet nesds or gaps.
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1. OUR GOAL

This survey was desgned to provide informaion to consumeas purchaesars public policy
officas and providers as wel as to be an educationd effort for the hedth plans aout the
full range of women's hedth and the hedth needs of children, adolescents and the dderly.
Our gad is to educate, not to rate, endorse or blame hedth plans.

It hes been a rdadivdy short time in the higory of American hedthcare snce we have
moved from a feefor-sarvice sysem to a managed caeprimary care sysem. We hope to
work with plans to create a road map of ways to offer hedthcare sarvices that meet the
nesds of women and families

WH.ERE. ams to increese the consumer voice in hedthcare decisons We bdieve it is
imperdive that the consumer take a more active role in he/his own hedthcare By
providing a basdine of what maneged care organizations cover we can dealy show the
range of regponses and identify areas of common coverage or Sgnificant differences.
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IV. METHODOLOGY

W.H.ERE. assambled some of the leading public, private and academic conaultants in the
devdopment of the survey. It is one of the most complete and comprehensve surveys on
women's hedth, to date It is the fird of its kind in the naion, and probably the firg
assessment of what maneged care plans are doing on many issues rdated to the hedth of
women and families

Thoe who reviewed and added to the survey induded public hedth professonds
academic researchers with speddties in women's hedth; dinidans teen hedth speddids
providers of color; nurses and physdans and leshian hedthcare spedidids

The survey was maled to the twdve mgor hedth mantenance organizations (HMOs)
and Preferred Provider Organizetions (PPOs) in Washington Sae. Each hedth plan
recaived three copies The man copy was st to the Director of Communications, Public
Rdations or Maketing, depending on the kind of pogtion the hedth plans had. The
other two copies were sant as carbon copies to the Medicd Director and to the Director
of Nurang. Each depatment knew the other departments hed been maled copies

Of those twelve that were sent surveys, Sx responded.  Of the Sx that responded, one was
ansvered by the Director of Authorization, one by the Director of Nurang. The responses
of the other four wee coordinged interndly within thar organiztion. Two were
coordinated through Marketing and Public Rdations and two were coordinated interndly
by Qudity Assurance Directors The survey had two mgor dages

Stage One:  The surveys were st in early July. All the hedth plans were cdled
when they did not respond to the end of July deedline. Those plans
that did not repond were cdled a leest twice once in July and
once in Augud. Extengons were granted to the end of Sgptember.

Stage Two: After the findings was compiled, W.H.ERE. sent the summary back to the
person in eech plan that responded. We indicated they were plan 1 or plan
2 or plan 3. Nore of the plans were idertified by name This way they
dearly had the opportunity to see how ther regponses compared to the
responses of the other plans

We told them that they had another two to three weeks to change or add to
any of thar responses and that we would meke any changes they mede
Three plans st in changes We tdephoned the three we did not hear from
and tdked with them persondly or left voice malls daing that if we did not
hear back from them within a week, we would proceed with the
informetion they had provided us to date
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The final report, therefore, reflects the plans firg response, as well as any
revisons they chose to meke.

The survey was 26 pages long. We know it was thorough and onerous for the plans to
complee We gopreciate the time and effort it took them to complete the survey ad
thank them for their efforts and indulgence in regponding to our reguest.



V. CHARACTERISTICS OF THE MANAGED CARE
ORGANIZATIONS

Of the sx plans tha responded, three are nationd organizations and three are locd to
Washington Sae The three naiond managed care organizdions are for-profit. The
three Washington State based managed care organizations are not-for-profit.

Of the sx plans that responded, three ae licensed as HMOs. The rest are licensad as
“Hedth Care Savices Contractors’ (HCSC). AU are managed care plans One of the
more interesting findings is that the reponses did not vary between those organizations
that are licensed as HMO's and HCSC'’s.

All except for two ae nework modd HMOs. Thee nework or group modd plans
contract with providers who have independent private practices in the community. These
same physdans often dso paticipae in severd managed care organizaions & the same

time The physdans who provide hedthcare savices for one plan may dso be the same

physdans who are providing savices for other plans & the same time. Only one plan is a
staff modd HMO. This means ther fadlities and providers trest only ther members ad

do not treat petients from other plans

In the daff modd, the physdans are Aaried rather than paid on a contract besis by the
hedth plan. This paticular gaff modd, unlike mog HMOs in the nation, is a cooperdive
modd HMO. It's policy and procedures and direction ae st by a consumer/member
Board of Directors. While the other plans have Boards of Directors, ther boards may not
be composed of people who are enrdlled in ther hedth plan. Less than ten HMOs in the
naion have the same cooperative/member modd Boad of Directors

In dhort, the organizations that responded reflect the organizationd dructures of HMOs
and other maneged care organizations throughout the United States We have every
reason to believe these findings reflect the adtivities of most managed care organizations in
other pats of the United Sates Given the length of time maneged care has bean in
Waghington Siae, nearly 50 years, we dso have reason to believe that these managed care
organizations may be more fully devdoped than maneged care organizations in other
dates.

The combined “covered lives"/members for these plans is 1,929,242 or roughly 36% of dl
people in Washington State (5.516 miillion).
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VI. NATIONAL IMPLICATIONS

This dudy is important for women and families in Washington Sae and nationdly.
Managed care was born on the West Coast. Waghington State is a heavily managed care
date and one of the fird in the nation to introduce maneged care into the hedthcare
sysdem. We can dae with confidence thet the patterns and the ranges of responses
identified in Washington State will be the same, if not worsg, in other dates

Nationdly, the mgor dhift from the traditiond feefor-service hedthcare sysem to a
managed care sysem has hgppened within the lagt three years In 1993, 48% of dl
employess naiondly who had insurance through their workplace usad the traditiond fee-
for-savice system. By 1996, only 23% of insured employees were in the traditional-fee-
for savice sysem. Conseguently, many consumers, employers, employees, providers and
managed care plans are druggling to underdand how managed caeprimay cae redly
diiers from the feefor-sarvice system.

In short, if the range of regponses we found between the plans in Washington State is

rddivedy wide, then we bdieve it is far to assume that the responses from managed plans
in other dates are the same or could be even gredier.
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