HOUSE COMMITTEE ON PUBLIC HEALTH
TEXAS HOUSE OF REPRESENTATIVES
INTERIM REPORT 2008

A REPORT TO THE
HOUSE OF REPRESENTATIVES
81ST TEXAS LEGISLATURE

JODIE LAUBENBERG
CHAIRMAN

RACHAEL HENDRICKSON
COMMITTEE CLERK




Committee On
Public Health

December 17, 2008

Jodie Laubenberg P.O. Box 2910
Chairman Austin, Texas 78768-2910

The Honorable Tom Craddick

Speaker, Texas House of Representatives
Members of the Texas House of Representatives
Texas State Capitol, Rm. 2W.13

Austin, Texas 78701

Dear Mr. Speaker and Fellow Members:

The Committee on Public Health of the Fightieth Legislature hereby submits its interim report including
facts, findings and recommendations for consideration by the Eighty-first Legislature.

Respectfully submitted,

Jodie Laubenberg

e 400

Jim/}élcksoﬂ ’ Garnet Coleman
Vicki Truitt ' Dora Olivo

%j\w\(@ M/ %%Aar G)\Q/V\
Veronica Gonzé}és Ellen Cdhen =

Susan King

Members: Jim Jackson, CBO, Garnet Coleman, Dora Olivo, Ellen Cohen, Veronica Gonzales, Susan King, Vicki Truitt



TABLE OF CONTENTS

INTRODUCGTION. ...ttt ittt et et se et esesbesesae et saestsssessesessssessene 2
INTERIM CHARGES........ccooiiiiiiiiiiicttectnectrteetsae ettt saesestesessenesassssesssss st snessenens 3
WELLNESS AND HEALTHY LIFESTYLES .....ccoviiiiiniincentnereneennereeseenneesiesens 5
BACKGROUND......ccooiiiitiiietteietsteteteee ettt et eae et ettt et e ae et sestsesesseneeseneen 6
INTERIM STUDY ..ottt ettt ettt e st sse s et saesssse s snesnenas 7
FEDERAL LEVEL ACTIVITY ..ovitiiietitnetreeteteeteteeeeeste e essesee e st e sne s s e 9
STATE LEVEL ACTIVITY ..ottt stesestssesessesesssseseesessosesaene 9
LOCAL LEVEL ACTIVITY ...oviiiiiiiicitnctrtectnteesteietieeeesetsseseseesesessesssesesesessesenne 10
PRIVATE SECTOR ACTIVITY ..cooviiiiiiineiniicteeteteeneetee et siesnessesesaessesaesnes 11
TEXAS LEGISLATIVE HISTORY .....ccvoiiiiiiiiniiiiiciteceeieietciiteseseeseisseesssnesesessenens 12
COMMITTEE FINDINGS .......c.coiiiiiiiiiiininieininettnentsreeereeteresessesessesessssesssssessssesssssens 12
COMMITTEE RECOMMENDATIONS ......oiiiitiiirieininieninieicrterentseereeereeeneseseesesesesseeene 13
INDIGENT HEALTH CARE AND TREATMENT ......cooiiriniinineiniccrinctnreenreeeerennenenes 15
BACKGROUNDL.....coiiitiiiiiitctettetetsee et seesr e ss e e s ssesesssresssbessssess 16
INTERIM STUDY ..ottt ettt sttt setssessssesesssessenesnesenns 16
COMMITTEE FINDINGS .......coiiiiiiiiicinteietnineenteesteeeenteaesesseeseesesessesssseensssessssessesenne 22
COMMITTEE RECOMMENDATIONS ......c.ccniiniiiininreinieietnretnreretsretsneesssessssesnesenne 25
ACCESS TO CONTROLLED SUBSTANCES ......cocecirieinieienineenieneinteenseeesseessesteseseenens 26
RECENT LEGISLATION IMPACTING TEXAS ......ccoiiinnirineieneneertnreeneereeereteseseeaenne 27
INTERIM STUDY ..ottt ettt ettt s st saesssss s esnens 29
COMMITTEE FINDINGS ..ottt st et esesesae et sese s s seene 30
COMMITTEE RECOMMENDATIONS .....cooviniiiieiiininirteeeiereentnteiesesestsesseseesesessssesessesens 31
ANATOMICAL GIFT ACT ...ooiiiieieeriiririeeeieicreteeseessesestestses e sesestsesssesesenesessesesensesescssssens 33
BACKGROUND.......ccociitiiiiiiiinteeeiecetststseeeeseseesestsaeseseeseseaesesestseeseseessssssesesessesens 34
INTERIM STUDY ...ooomiiiiiiiiiniiincieeteerteeste et sessest e see e s sesnessesessesaessessens 34
COMMITTEE FINDINGS .....ooviiriiiiiinieininietnteieeseesestssesestssesesessesteseeesesessesessssessssessesenne 38
COMMITTEE RECOMMENDATIONS ......cciiiiitninieiiiietnreteteeneessisssnesisnesesaesaenens 38
ASTHMA MANAGEMENT AND PREVENTION ......ccccoviininnininriinininiieinieiiennenenens 40
BACKGROUND......occiiiiiiiiiiiittctteteess ettt esse sttt et esaesne s sassssss s ssssas s saens 41
INTERIM STUDY ...ttt et et sse s sss s saessones 41
SCHOOL-DISTRICT LEVEL ACTIVITY ..coeoeiiiiiiirinriicctntnercneesiesenssnssnesiescnens 45
COMMITTEE FINDINGS ......ccoviiiiniiiiinieinieeiteieinteeeeeeeteseeseesseesssisssssssssssssesssnes 46
COMMITTEE RECOMMENDATIONS ......cciiiiiiniennenetnenteeeresteesesiessessssssesssssesaesnens 46
TEXAS MEDICAL BOARD ..ottt sassaesse s sssae s ssenens 47
BACKGROUND.......oociriitiiiiiitittieteeeeeeessetssesnen et saestssesse s ssssnsssssssssssssssssssaesnens 48
INTERIM STUDY ...ooiiiiiiiiiiiiiiiiniciicintneteietsrnsetesetescsassess s s ssss s nenens 48
COMMITTEE FINDINGS ......cciiiiiiiiiriiieinetninrcininieteresetsiese s sssssesesse s ssssseaennens 48
COMMITTEE RECOMMENDATIONS ......coiiiniirinietiitiinnctiiiescnsnenaeteneeseesesseeseenes 49
PUBLIC HEALTH EMERGENCY PREPAREDNESS ........ccccoomimiininiiiiincniceeicneenn 50
BACKGROUND.....c.oociiiiiiiitiincitcttete ettt sessesssns s e ess e e se s 51
INTERIM STUDY ..ottt ssssstesss s sse s e be s 51
COMMITTEE FINDINGS ......ooiioiiiiiinenenicenetnestetneisesetsietessssssessessese e ess e ese s 54
COMMITTEE RECOMMENDATIONS ......coiiriiiniiiiniiineineienennireseeeseeseese e ese s 54
TRAUMA SYSTEM INFRASTRUCTURE/DRIVER RESPONSIBILITY PROGRAM....... 55

iii




INTERIM STUDY ..ottt ettt ssss st be st snens 56
COMMITTEE RECOMMENDATIONS ...ttt essestsee e sseseseeseseesessenes 61
HEALTH WORKFORCE ISSUES ......oooiiiiirineireneenreteentee st seeeesessese et esessesnenenes 62
BACKGROUND......c.ooiiiiiiciiitnctnie ettt ettt ss e sse s e saesesss s sssssnes 63
INTERIM STUDY ..ottt ettt eseess et sse st sese st et e saesesnnes 63
COMMITTEE FINDINGS ...ttt ettt esteseessesessesessesessesessesesenes 65
COMMITTEE RECOMMENDATIONS .......ccotiiiniiiieereninieeieeneeetsnesesretesessssensenens 65
PUBLIC HEALTH COMMITTEE OVERSIGHT ......ccooiiiiiiinteentcceneceeeceeeeeees e 67
INTERIM STUDY ..ottt ettt et ss et e sse e ssesessnes 68
APPENDIX ..ottt ettt sttt 69
ENDNOTES ..ottt ettt ettt sttt sttt nnne 70

iv




INTRODUCTION

On January 26, 2007, the Honorable Tom Craddick, Speaker of the Texas House of
Representatives, appointed nine members to serve on the House Committee on Public Health for
the duration of the 80th Legislature. The following members were named to the committee:
Chairman Dianne White Delisi, Vice-Chairman Jodie Laubenberg, CBO Jim Jackson, Garnet
Coleman, Dora Olivo, Ellen Cohen, Veronica Gonzales, Susan King, and Vicki Truitt.
Chairman Delisi resigned her seat on July 31, 2008. On August 5, 2008,
Speaker Craddick appointed Vice-Chairman Laubenberg to the position of Chair.

Pursuant to House Rule 3, Section 34 (80th Legislature), the Committee has jurisdiction over all
matters pertaining to:

(1) the protection of public health, including supervision and control of the practice of
medicine and dentistry and other allied health services;

(2) mental health and the development of programs incident thereto;
(3) the prevention and treatment of mental illness;

(4) oversight of the Health and Human Services Commission as it relates to the subject
matter jurisdiction of this committee; and

(5) the following state agencies: the Department of State Health Services, the Anatomical
Board of the State of Texas, the Texas Funeral Service Commission, the State Committee
of Examiners in the Fitting and Dispensing of Hearing Instruments, the Texas Optometry
Board, the Radiation Advisory Board, the Texas State Board of Pharmacy, the Board of
Nurse Examiners, the Texas Board of Chiropractic Examiners, the Texas Board of
Physical Therapy Examiners, the Texas State Board of Podiatric Medical Examiners, the
Texas State Board of Examiners of Psychologists, the State Board of Dental Examiners,
the Texas Medical Board, the Advisory Board of Athletic Trainers, the Dental Hygiene
Advisory Committee, the Texas Cancer Council, the Texas State Board of Acupuncture
Examiners, the Health Professions Council, the Office of Patient Protection, and the
Texas Board of Occupational Therapy Examiners.

Speaker Craddick issued ten Interim Charges to the Committee on November 30, 2007 to study
and report back with facts, findings, and recommendations.

This final report is the culmination of the Committee's hearings and investigations. The
Committee wishes to express appreciation to the agencies, associations and members of the
public who contributed their time and effort on behalf of the report. The Committee would also
like to thank Phil Fountain and Kyle Dingman for their work on this report's first drafts.

Finally, the Committee would like to extend its sincere well wishes for Chairman Dianne White
Delisi, who expended much effort towards the completion of this report, and who has dedicated
so much time to the cause of Texas' health care.
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CHARGE:

CHARGE:

CHARGE:

CHARGE:

CHARGE:

CHARGE:

CHARGE:

CHARGE:

HOUSE COMMITTEE ON PUBLIC HEALTH
INTERIM CHARGES

Monitor and evaluate the full array of wellness initiatives undertaken by the State
of Texas to include the newly adopted state employee wellness and prevention
legislation (HB 1297, 80th Legislature, Regular Session) and a pilot program to
encourage healthy lifestyles, such as smoking cessation within the Medicaid
program (SB 10, 80th Legislature, Regular Session) and for state employees.
Develop strategies for maximizing potential health benefits and optimizing the
return on the State of Texas' investments in wellness. Include a review of other
state and private sector programs for employee wellness that result in prevention
cost savings.

Research issues relating to the Indigent Health Care and Treatment Act (Chapter
61, Health and Safety Code) and related local health care initiatives (Chapter 534,
Government Code), and make recommendations to address any imbalance
between counties for the provision of health care.

Review issues relating to federal changes for tamper-resistant prescription pad
requirements, and monitor the activity of the Texas Department of Public Safety
Controlled Substances Advisory Committee in response to SB 1879, 80th
Legislature, Regular Session.

Examine issues related to the Texas Anatomical Gift Act (Chapter 692, Health
and Safety Code).

Examine the status of asthma in Texas, and make recommendations to prevent
asthma and to assist children and adults with asthma to more effectively manage
their disease. Develop strategies for decreasing the direct medical and indirect
related costs associated with asthma.

Examine activities at the Texas Medical Board as they relate to the protection of
public health and the practice of medicine, and the status of implementation
requirements established by HB 1973, 80th Legislature, Regular Session. The
committees should consider any findings by the Texas Sunset Commission. (Joint
Interim Charge with the House Committee on Appropriations)

Examine the State of Texas' preparedness level to handle a public health
emergency. (Joint Interim Charge with the House Committee on Defense Affairs
and State-Federal Relations)

Review the effectiveness of the Driver Responsibility Program, and provide
recommendations for increasing the collection rate of assessed penalties. Provide
recommendations for amnesty and incentive programs established by the passage
of SB 1723, 80th Legislature, Regular Session. Examine the status of Texas'




CHARGE:

CHARGE:

current statewide trauma system infrastructure and how the system may be
optimized to meet future trauma care needs in a rapidly growing state with
overburdened emergency rooms. (Joint Interim Charge with the House
Committee on Transportation)

Study the state's current and long-range need for physicians, dentists, nurses, and
other allied health and long-term care professionals. Make recommendations
regarding strategies related to geographic distribution and barriers to recruitment
of high-need professions, especially for primary care providers and long-term care
professionals. (Joint Interim Charge with the House Committees on Border and
International Affairs and Appropriations)

Monitor the agencies and programs under the committee's jurisdiction.




CHARGE #1
WELLNESS AND HEALTHY LIFESTYLES

Monitor and evaluate the full array of wellness initiatives undertaken by the State of Texas to
include the newly adopted state employee wellness and prevention legislation (HB 1297, 80th
Legislature, Regular Session) and a pilot program to encourage healthy lifestyles, such as
smoking cessation within the Medicaid program (SB 10, 80th Legislature, Regular Session) and
for state employees. Develop strategies for maximizing potential health benefits and optimizing
the return on the State of Texas' investments in wellness. Include a review of other state and
private sector programs for employee wellness that result in prevention cost savings.




BACKGROUND

In January 2007, the Legislative Budget Board (LBB) submitted the report Texas State
Government Effectiveness and Efficiency; Selected Issues and Recommendations to the 80th
Legislature. In its recommendations, the LBB proposed the creation of a comprehensive state
employee wellness program with the goal of reducing state costs and helping "individuals reduce
health risk and prevent disease." The study calculated a rate of return on the state's investment at
"$4.30 saved for $1.00 invested," and concluded that the State of Texas could expect to "save a
cumulative $80 million in [the] three to five years" following the program's implementation.'

During the 80th Regular Session in 2007, the legislature passed HB 1297 by Delisi/Nelson and
SB 10 by Nelson/Delisi. HB 1297 sought to establish a model worksite wellness program for
agencies. SB 10 enabled the State of Texas to implement broad structural reforms in its
Medicaid system. Section 531.094 of the bill also directed the Texas Health and Human
Services Commission (HHSC) to establish a pilot program and other programs to promote
healthy lifestyles within the Medicaid system.

According to the National Coalition on Health Care (NCHC), health insurance premiums in the
United States for employers rose by 7.7 percent in 2006. This number is twice the rate of
inflation, and is all the more concerning when considered in conjunction with national health
care spending projections. NCHC also estimates that health care spending will escalate to $4
Trillion by 2015, a number that equates to 20 percent of the Gross Domestic Product (GDP).*
Employers will continue to lose billions of dollars to rising health care costs and decreased
productivity if new and innovative programs are not considered.

The business sector increasingly uses worksite wellness programs to improve workforce quality
and reduce the long-term costs associated with increased health insurance premiums. In addition
to direct costs, indirect costs include presenteeism, absenteeism, short-term disabilities, and long-
term disabilities. Paul Hemp, the senior editor of the Harvard Business Review, describes
presenteeism as "the problem of workers being on the job but, because of illness or other medical
conditions, not fully functioning," and indicates that research shows presenteeism as cutting
"individual productivity by one-third or more."?

Many Texas employers offer incentives to their employees for participation in programs
promoting weight loss and chronic disease prevention. The Centers for Disease Control and
Prevention (CDC) has reported that "chronic diseases are among the most common and costly
health problems [and that] they are also among the most preventable."* The results of wellness-
related programs have shown increased employee productivity and lowered healthcare-related
costs. Employers cite rising health care costs as a hindrance to their providing health insurance
coverage to employees. Wellness and prevention programs have the potential to level or reduce
direct and indirect employer costs. Comptroller Susan Combs estimates that "companies that
invest in wellness and disease management programs experience savings within 3-5 years.">




INTERIM STUDY

Speaker Tom Craddick issued the "Wellness and Healthy Lifestyles" interim charge to the House
Committee on Public Health on November 30, 2007. The committee held a public hearing on
January 17, 2008, and heard testimony from individuals representing state agencies, institutions
of higher education, municipal government, private sector entities, and other stakeholders.

Panel 1 consisted of The Honorable Susan Combs, Texas Comptroller of Public Accounts;
Albert Hawkins, Executive Commissioner of the Texas Health and Human Services Commission
(HHSC); and Casey S. Blass, the Director of the Disease Prevention and Intervention Section of
the Texas Department of State Health Services (DSHS).

Comptroller Combs described the wellness program she instituted within her agency, and the
findings of her March 2007 Special Report, Counting Costs and Calories; Measuring the Cost of
Obesity to Texas Employers. Her robust worksite wellness program at the Comptroller's office
has set wellness goals, created a website for employees, and implemented a variety of programs.
The voluntary initiative includes a recurring Fitness Rodeo and Wellness Fair with nearly sixty
vendors, and has proven to be very helpful to her staff. Additionally, the Comptroller's office
allows time for employees to attend wellness related appointments and physical activities. While
she opposes mandating a worksite wellness program, the Comptroller suggested that the costs
associated with an unhealthy workforce necessitates action by the government. Comptroller
Combs detailed that unhealthy lifestyle issues in the workforce amount to a $15.3 Billion cost to
Texas businesses. Additionally, the Comptroller reported that there is a $4.30 return on
investment for every $1.00 invested into a worksite wellness program. Estimating the cost of an
unhealthy workforce to the State of Texas at $15 Billion, Comptroller Combs recommended that
the Committee consider tax incentives as a method to induce the private sector implementation
of wellness programs.

Executive Commissioner Hawkins provided an update on the implementation of the SB 10
healthy lifestyles pilot program. The Commissioner reported that the pilot selection site will be
made in February, and stressed that any potential incentives to participate in the program must be
tangible and positive. He opposed the idea of a direct monetary payment, but preferred a
voluntary credit-based system, with the state providing tax incentives to grocers for participation.
Selected Medicaid recipients could be provided with credits for establishing healthy lifestyle
habits such as increased exercise or participating in a smoking cessation program.

Speaking on behalf of Commissioner David Lakey, Director Blass detailed the steps that DSHS
has taken to implement HB 1297 (80R) by Delisi/Nelson. Although the legislature did not
appropriate direct funding, Mr. Blass reported that the agency is proactively moving forward
with existing agency resources to comply with the legislative direction. The agency is currently
in the process of rulemaking, hiring a wellness coordinator, and appointing the members of the
worksite wellness advisory board. Mr. Blass said that a significant benefit of worksite wellness
programs is the increased number of annual physical exams for each individual, and that this
leads to early detection and quicker treatment of previously undiagnosed ailments.




Panel 2 was comprised of Paul B. Handel, MD, Medical Director of Blue Cross Blue Shield of
Texas, and speaking on behalf of the Texas Coalition for Worksite Wellness; Ken S.
Malcolmson, a Texas-based Market CEO for Human, Inc.; Gerald Cleveland, MA, Director of
Health Promotion and Associate Faculty within Preventive Medicine and Community Health at
The University of Texas Medical Branch - Galveston; William B. Baun, EPD, FAWHP, Director
of the Wellness Program at The University of Texas M.D. Anderson Cancer Center, and serves
as Chair of the Houston Mayor's Wellness Council; and Darrell Wells, Director of Risk
Management for the City of Odessa, Texas.

Dr. Paul Handel reported to the committee that the United States is spending $700 Billion
annually in the treatment of easily preventable diseases. In his presentation, Dr. Handel
described obesity as a disability that "decreases quality of life, productivity and strongly predicts
increased health care utilization and costs."® He further added that obesity is a steadily rising
health risk factor, and that it will soon become the leading cause of cancer in the United States.
Ken Malcolmson added to Dr. Handel's assessment, reporting that twenty-five percent of the
Texas workforce is obese. He estimated that obesity results in $92 Billion in lost productivity
and $75 Billion in direct costs. The National Center for Chronic Disease Prevention & Health
Promotion has documented that Texas has exceeded a 10 percent increase in the prevalence of
obesity between 1995 and 2006.”

Gerald Cleveland, William Baun, and Darrell Wells described specific worksite wellness
initiatives that they manage on a daily basis. Their assessment was that a "one-size-fits-all"
program would be less effective, and that program designs should be more flexible. Each
mentioned implementing smoking cessation programs that are not arbitrarily limited. Mr. Baun
reported that that it takes the average smoker at least eight attempts to quit smoking. Mr. Wells
suggested that the state institute multiple worksite wellness pilot projects to see what works.

Panel 3 included Eduardo Sanchez, MD, MPH, Director of the Institute of Health Policy for The
University of Texas Health Science Center at Houston's School of Public Health, and speaking
on behalf of the Texas Medical Association (TMA) as a member of the TMA Council on Public
Health; David Atkinson, Vice President and Executive Director for the fitness management and
wellness consulting division of The Cooper Aerobics Center in Dallas, Texas, Cooper Ventures;
Jerry Meece, RPh, FACA, CDE, owner and director of clinical services of Plaza Pharmacy and
Wellness Center in Gainesville, Texas, and speaking on behalf of the Texas Pharmacy
Association; Cleaves Bennett, MD, founder of No More Medicines, and a member of the Austin
Mayor's Wellness Council; and Bill Hammond; President and CEO of the Texas Association of
Business (TAB).

Dr. Eduardo Sanchez testified about the economics of prevention, and explained the enormous
toll on American business poor employee health takes. He reported that the increased rates of
obesity have caused dramatic growth in diabetes and cardiovascular disease over the past 20
years. Dr. Sanchez noted that potential preventive solutions include clinical services such as
counseling on physical activity and worksite wellness programs that incentivize workers to
increase physical activity. Speaking for the Dallas-based Cooper Aerobics Center, David
Atkinson discussed health trends in Texas, and suggested connecting wellness with need.
Atkinson concluded that wellness programs must look at risk factors, but also include broad
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workforce screenings.

Jerry Meece described the Texas Pharmacy Association's Rx-perts program. The association
operates diabetes care management programs in collaboration with local employers and their
insurers, physicians and area pharmacists and has locations in San Antonio, Pittsburg and Mt.
Pleasant, Texas. The program's goal is to improve health and well-being by helping patients
better manage their diabetes. In this approach, the physician directs patient care, the patient
takes personal responsibility for making healthy lifestyle choices, and the pharmacist supports
the patient through education and counseling. Employers cover the patient's medication co-pays
and other costs (depending on the funding structure) for this voluntary patient-centered program.
After operating for six months in San Antonio, positive outcomes have already become evident.
Participants have reported improved quality of life, better understanding of their disease and
medications, and increased participation in recommended exams.

Dr. Cleaves Bennett, a retired Stanford physician, explained his view that the food industry
negatively impacts the nation's health. He contended that access to wellness programs alone
does not equate to good health, and that tax credits for heart-healthy foods would complement
such programs. As president of the Texas Association of Business, Bill Hammond discussed
how the business community is realizing the importance of worksite wellness, and that his own
office has instituted a basic program for its employees. Mr. Hammond expounded that the
average person is not aware of the true cost of health care. He opposed the idea of a health
insurance mandate on private industry, but did suggest that a role for the state could include
quantifying savings produced by wellness programs. Mr. Hammond argued that wellness
programs can be beneficial to the bottom-line of small businesses. Furthermore, he advocated
for additional tax incentives within the newly created margins tax system.

FEDERAL LEVEL ACTIVITY

Every decade, the United States Department of Health and Human Services (HHS) performs a
research project, called Healthy People to provide science-based, 10-year national objectives for
promoting health and preventing disease. Since 1979, Healthy People has set and monitored
national health objectives to meet a broad range of health needs, encourage collaborations across
sectors, guide individuals toward making informed health decisions, and measure the impact of
prevention activity. Currently, Healthy People 2010 is seeking to achieve increased quality and
years of healthy life and to eliminate health disparities.

HHS is currently developing Healthy People 2020, which will assess the major risks to health
and wellness, changing public health priorities, and emerging technologies related to the nation's
health preparedness and prevention. The Healthy People process is inclusive and collaborative.
The development process strives to maximize transparency, public input and stakeholder
dialogue to ensure that Healthy People 2020 is relevant to diverse public health needs and seizes
opportunities to achieve its goals.®

STATE LEVEL ACTIVITY

On January 18, 2008, Joseph W. Thompson, MD, MPH, the Surgeon General for the State of
9




Arkansas, spoke before the 2008 Texas Public Health Policy Forum, in Austin, Texas. Dr.
Thompson has served as a senior advisor to two Arkansas governors, and is the director of the
Arkansas Center for Health Improvement. The center's mission is to improve "health through
evidence-based health policy research, program development, and public issue advocacy." Dr.
Thompson has been involved in the development of health promotion and disease prevention
programs undertaken in that state.

The state of Arkansas has put together a comprehensive plan to identify specific areas for
behavior changes that result in healthier citizens. By targeting tobacco use, obesity, and physical
inactivity, the Healthy Arkansas program attempts to counteract the burden of chronic diseases
like diabetes, stroke, lung and heart diseases, and cancer. A user-friendly website provides
strategies to reduce and/or eliminate the three primary behavior-related causes of these diseases
with information on nutrition, physical activity and smoking cessation. '

The Arkansas Departments of Health and Human Services piloted a state-employee worksite
wellness program, which was later replicated in all state agencies. The state employees self-
initiate a health risk appraisal assessment, identify risk factors and targets, and track personal
progress via the internet. When individuals achieve personal health goals, they receive a reward
according to a tiered system. The highest achievable reward consists of three personal leave
days (wellness days). Additionally, Arkansas has established a Child Health Advisory
Committee and local parent advisory committees at each school in the state. The state also
limited vending machine content and access on school campuses, increased physical activity and
education requirements, added professional education as a requirement for cafeteria workers, and
legally requires public disclosure of "pouring contracts”" between school districts and soft drink
vendors. Lastly, each school district is required to send a confidential child health report
annually to parents that assesses their child's body mass index.

Dr. Thompson noted how wellness programs can increase the health of a state's workforce, and
added that a healthy workforce could increase the economic competitiveness of a state in
attracting new economic development.

LOCAL LEVEL ACTIVITY

In the written and oral testimony to the Public Health committee on January 17th, Darrell Wells
described the Family Health Project, a worksite wellness initiative operated by the City of
Odessa for city employees and their families. Created more than ten years ago, the Family
Health Project has six components ranging from a family health clinic, which provides free
primary care, to a fitness and wellness center. The project also networks with local health care
providers through direct contracts, which allows the Family Health Project to be administered
internally.

Since its inception, the Family Health Project has realized a number of savings for the City of
Odessa, both in terms of the total costs of claims covered by the city and in costs per-member-
per-year (PMPY). These savings are significant when compared to other "benchmark cities".
Both measures of savings were described by Mr. Wells in his testimony:

10




Total Claims: Mr. Wells explained in oral testimony that the City of Odessa's healthcare
claims for FY 2004 were $ 6 Million. He noted that these claims fell to $5 Million in FY
2005, $3.4 Million in FY 2006, and $3.8 Million in FY 2007. He observed that over a
two-year period, the City of Odessa could boast a $2 Million savings. Mr. Wells' written
testimony indicated that this constituted a $4 Million difference between Odessa and the
average total cost of the benchmark cities.

Per-Member-Per-Year (PMPY): Mr. Wells explained that the PMPY cost for the City of
Odessa in 2005 was $1795. He compared this in written testimony to benchmark cities
whose PMPY costs ranged from $2947 to $2316.

Finally, according to testimony provided by Mr. Wells, the Family Health Project is well suited
for duplication in other cities. Cities would uniquely benefit from replication of Odessa's results
due to the need for "day-to-day," "close-in" management of each city's unique membership.

PRIVATE SECTOR ACTIVITY

The Texas Coalition for Worksite Wellness is a statewide organization that includes a cross-
section of "Texas businesses, health care advocates and chambers of commerce,"'! and was
established in response to increasing public and private sector health care costs. The vision of
the coalition is to promote "a healthier Texas workforce" that "produces a stronger, fiscally
healthier Texas economy poised to compete in the global marketplace."'? Additionally, a
coalition goal is to increase "the number of Texas businesses that incorporate employee wellness
into their corporate business and health care strategies.""

Ken Malcolmson testified before the committee about the worksite wellness program in place at
Humana, Inc. Each employee is enrolled into a patient-centric wellness program, and is
administered a health risk assessment. The employee has access to their program via the Internet
and telephone. At Humana, when an individual participates in a physical activity, it is
documented and rewarded. Rewards include $75 for telephone coaching, which has proven
critical to the program's success.'* The program has shown that 53 percent participants have not
returned to smoking after 180 days in the Humana smoking cessation program, and 58 percent of
participants have lost weight in the weight management and physical activity program.
Additionally, 95 percent of enrollees indicate that they have made positive changes to their
eating habits."> Mr. Malcolmson detailed the successes at Humana, but stressed the importance
of individual privacy and information protection.

Sabre Holdings is the parent company of Travelocity. In 2004, Sabre began an employee
wellness program that includes fitness, nutrition, stress relief and weight-loss challenges.
Located in Southlake, Texas, the company's headquarters includes a gym and walking/running
trails, as well as free Active Relief Technique sessions with a chiropractor. Employees earn
credits toward health insurance premium discounts by participating in health activity programs,
including aerobics classes, completing Internet-based wellness assessments, having an annual
physical examination, and attending personal development activities (i.e., company-sponsored
health fairs, flu shots, blood donations, and community charity efforts that include physical
activity). Sabre's wellness program has economically benefited the company by keeping health
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care costs down. In 2006, the company's health care costs rose far less than the national average
increase of 9 percent. For their results, Men's Fitness named Sabre Holdings one of America's
15 fittest companies in January 2008."

TEXAS LEGISLATIVE HISTORY

The State Employees Health Fitness and Education Act of 1983, Chapter 664, Government
Code, allows a state agency, department, institution, or commission to use public funds for health
fitness education and activities and available facilities for health fitness programs. These
programs may be developed to diminish the risk factors associated with disease, develop greater
work productivity and capacity, reduce absenteeism, and reduce health insurance costs.

HB 727, 78th Legislature, Regular Session, by Delisi/Janek, amended Subchapter B, Chapter 32,
Human Resources Code, Section 32.059, and directed the Texas Health and Human Services
Commission to launch a disease management pilot program for its Medicaid population with
certain chronic diseases. These diseases include asthma, diabetes, heart failure, coronary artery
disease and chronic obstructive pulmonary disease. The Texas Medicaid Enhanced Care
Program provides patients with 24-hour access to a nursing hotline and personalized preventive
care treatment plans.

HB 952, 79th Legislature, Regular Session, by Delisi/Barrientos amended Subtitle B, Title 6,
Chapter 671, Government Code, and established an on-site nurse clinic within the Texas
Commission on Environmental Quality (TCEQ). As a result, the agency now offers an advanced
practice nurse clinic at its headquarters complex in Austin. The clinic, which opened in March
2006, is testing the merits of providing state employees access to an advanced practice nurse
clinic at their work locations. This program was modeled after similar on-site clinic that has
been operating successfully at the Texas Capitol Complex since 1992.

HB 1297, 80th Legislature, Regular Session, by Delisi/Nelson amended Chapter 664,
Government Code, and has directed DSHS to designate a statewide wellness coordinator, and
create a model statewide wellness program to improve the health and wellness or state
employees. DSHS is required to report program findings and results to the legislature biennially.
Additionally, the executive commissioner of HHSC is charged with appointing a 13-member
worksite wellness advisory board.

SB 10, 80th Legislature, Regular Session, Section 531.094, by Nelson/Delisi, amended Chapter
531, Government Code, and has directed HHSC to prepare a report on the operation of the
healthy lifestyles pilot program to the legislature not later than December 1, 2010. In addition to
describing the operation of the program, the report is to include the effect of the incentives, and
recommendations as to whether the pilot program should be continued or expanded.

COMMITTEE FINDINGS

Upon review of the DSHS February 2008 report, Chronic Disease in Texas, the House
Committee on Public Health concludes that the primary cause of death and disability in Texas is
chronic disease. The most prevalent chronic diseases include cardiovascular disease (stroke and
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heart disease), cancer, chronic respiratory diseases and diabetes. 75 percent of all medical
spending in the United States is dedicated to treating chronic disease. Beyond direct personal
health and direct medical costs, the impact of chronic disease extends to reduced workforce
productivity.

In the report, Working Towards Wellness, PricewaterhouseCoopers detailed the proactive role
multinational companies have taken to promote behavioral health changes. The report identifies
the workplace as "an important location for successful prevention strategies because of the
growing amount of time" and the workplace's ability to leverage existing resources to provide a
low-cost options in a supportive environment. PricewaterhouseCoopers promotes the concept of
embedding a "culture of health" at the organizational level and contends that "[w]ellness must be
inseparable from business objectives and long-term mission."!’

The committee identified successful publicly-directed programs in place addressing issues
related to workforce health and chronic disease management. Successful programs that promote
long-term behavioral changes include:

e A Texas Comptroller of Public Accounts initiative instituted in 2007 that provides
voluntary employee incentives to establish a culture of wellness. Comptroller Susan
Combs provides participants with information, incentives, and tools to improve health
outcomes. Approved offerings incorporate wellness fairs, a website, earned time off for
healthy behavior changes, and on-site equipment and facilities.

e A City of Odessa project allowing eligible participants access to primary care, a fitness
and wellness center, and educational offerings at no cost to the employee. The Odessa
program has been credited with reducing healthcare claims costs by more than an average
35 percent, or $2 Million, every two years.

e A plan implemented by the State of Arkansas. As part of the Healthy Arkansas initiative,
all state employees participate in a health risk appraisal, identification of risk factors and
targets, and internet-based tracking of personal progress. Public schools limit vending
machine content and access, increase student's physical activity, increase professional
education for cafeteria workers, disclose contracts between districts and soft drink
vendors, and send a confidential report to parents detailing their child's body mass index
annually.

COMMITTEE RECOMMENDATIONS

The House Committee on Public Health recommends that the 81st Texas Legislature reduce the
healthcare costs from chronic diseases by directing all state agencies to advance a culture of
wellness and promote long-term behavioral changes among state employees. The legislative
guidance should include a charge to the Texas Department of State Health Services with input
from the Employees Retirement System of Texas to develop an evidence-based model wellness
plan that incorporates best practices with the goal of incentivizing voluntary healthy behavior
participation by state employees.
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The House Committee on Public Health recommends that the 81st Texas Legislature combat

obesity by directing the Texas Education Agency to establish minimum standards for physical
education in all grades, kindergarten through 12th.

The House Committee on Public Health recommends that the 81st Texas Legislature strengthen
the implementation and accountability of coordinated school health and nutrition programs.
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CHARGE #2
INDIGENT HEALTH CARE AND TREATMENT
Research issues relating to the Indigent Health Care and Treatment Act (Chapter 61, Health and

Safety Code) and related local health care initiatives (Chapter 534, Government Code), and make
recommendations to address any imbalance between counties for the provision of health care.

15




BACKGROUND

Texas County government is the primary provider of indigent health care for those not served by
a hospital district. In 1985, The Texas Legislature created the Texas indigent health care
program (IHCP) through the adoption of Chapter 61 of the Texas Health and Safety Code
(Chapter 61). The IHCP mandates health service provision to those Texans who do not qualify
for other assistance programs, and cannot afford health care by their own means.

Public hospitals and hospital districts are required to provide indigent health care. Counties must
also develop indigent health care programs, unless the county is covered by a public hospital or
hospital district.

The statute provides minimum eligibility standards at 21 percent Federal Poverty Level (FPL);
however, the counties and hospitals may expand their requirements if they choose. It also sets
out basic health care services that must be provided but counties and hospitals may choose to
provide a number of optional services.

Counties choose their own methods to administer their indigent programs. If a county spends 8
percent or more of its general revenue tax levy (GRTL) on the state-mandated indigent services,
then the State may provide assistance funds upon application. Department of State Health
Services (DSHS) allocates these assistance funds, and determines the state’s contribution based
on a formula that considers the amount of indigent health care provided and the care recipients’
average poverty level.

The matching funds are extracted from the State Assistance Fund. In fiscal year 2007, DSHS
spent $2,604,110 in matching dollars.

INTERIM STUDY

On November 30, 2007, Speaker Tom Craddick issued an "Indigent Care and Treatment" charge
to the House Committee on Public Health. In June, 2008, and in accordance with House Rule 4,
Section 6, Subsection 2 (80th Legislature), Chairman Dianne White Delisi appointed
Representative Jim Jackson to chair a subcommittee to monitor the "Indigent Health Care and
Treatment" interim charge. In addition to Representative Jackson, the subcommittee members
were Chair Jodie Laubenberg and Representatives Ellen Cohen, Susan King, and Dora Olivo.
The subcommittee held a public hearing on October 13, 2008. The subcommittee heard
testimony from agency officials and stakeholder groups.

Oral testimony during the hearing was presented by a series of five panels.

Panel One was composed of Jim Allison, Texas County Judges & Commissioners; Don Lee,
Conference of Urban Counties; and Rick Thompson, Texas Association of Counties.

The panel members gave an overview of historical county involvement in indigent health care.
The panel focused on three points:
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Geographical Differences: Texas is a geographically complex state. Panel members
pointed out that attempting to uniformly define indigence in Texas, as opposed to setting
a minimum standard, would be difficult. Any attempt to set a uniform definition would
be arbitrary, because the definition of indigence is different across regions of the state.

Local Accountability: Panel members also noted that the current system promotes local
accountability and efficiency. The county-based model ensures that taxpayer dollars are
spent close to where those dollars are collected. The system importantly encourages each
indigent dollar to be spent in the most effective way.

Property Tax Funding: Panelists also made clear that the method of funding indigent
health dictates local direction and control. If the state were to expand its mandate on
counties for indigent health care, this would increase the property tax burden on county
residents. The panelists stressed that the dependence on property taxes for funding
necessitates that counties be free to address indigent health care as they see fit.

Panel Two consisted of Connie Berry, Primary Care Office, Department of State Health
Services; Karl Eschbach, PhD, State Demographer of Texas; and Jan Maberry, County Indigent
Health Program, Department of State Health Services.

Dr. Eschbach related his findings pertaining to the indigent population in Texas. His office
undertook to detail the number of truly needy in Texas. Dr. Eschbach explained his
methodologies, which included extracting populations either incorrectly accounted for as poor by
the U.S. Census, or eligible for other programs than the IHCP.

Once these populations were extracted, Dr. Eschbach found that the number of individuals at or
below 25 percent FPL and eligible for the IHCP amounted to approaching 186,000. The number
of individuals at or below 100 percent FPL equated to approximately 976,000 (see Table 1).

Table 1 U.S. Citizen Adults, Excluding Unmarried Mother with Children < 6 years old, enrolled college
students, persons ages 65 or older receiving Social Security payments, persons with Supplemental Security
Income, unmarried partners with non-poor spouses

ALL Number Percent
<25%of poverty 185,951 1.77%
<50% of poverty 367,196 3.50%
<75% of poverty 637,398 6.07%
<100% of Poverty 976,364 9.30%
Poverty

Denominator 10,502,024  100.00%

In their testimonies, Ms. Berry and Ms. Maberry covered the variety of county and state
providing health services available to the indigent and working poor.

In addition to Chapter 61, the Legislature also enacted Chapter 31 of the Health and Safety Code
in the late Eighties. Chapter 31 established a Primary Health Care Program (PHCP),
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administered through the Department of State Health Services. The PHCP serves Texas
residents ineligible for other assistance programs and with an income of 150 percent FPL or less.
DSHS currently contracts with 60 Federally Qualified Health Centers (FQHCs), local health
departments and other entities in 144 counties to provide statute-driven basic primary care
services for the purpose of reducing ER visits.

FQHCs are private non-profit or public clinics that receive competitive grant funding from the
federal government and offer health services to all individuals at 200 percent FPL and below.
FQHCs must work towards four key missions:

1. To improve the health status of underserved populations.

2. To assess the needs of underserved populations and design programs and services for the
underserved.

3. To measure the effectiveness and quality of their services.

4. To operate as efficiently as possible and collaborate with other organizations.

FQHCs provide integrated health and social services, including help for substance abuse and
mental health. FQHCs accept Medicaid and Medicare patients and charge others according to a
sliding-scale schedule. The sliding scale can move down to $0 for those with no ability to pay,
and FQHCs must be open to all regardless of their ability to pay.

FQHCs can receive up to $650,000 a year in grant funding. Additionally, they receive several
benefits from FQHC status:

Enhanced Medicare and Medicaid reimbursement

Medical malpractice coverage through the Federal Tort Claims Act

Eligibility to purchase prescription and non-prescription medications for outpatients at
reduced cost through the 340B Drug Pricing Program

Access to National Health Service Corps

Access to the Vaccine for Children program

Eligibility for various other federal grants and programs

The federal government has also established the FQHC Look-Alike Program. FQHC Look-
Alikes meet all the requirements for FQHC status, but have not been awarded grant funding.
Often, Look-Alike certification acts as a stepping stone to FQHC designation. While FQHC
Look-Alikes do not receive grant funding, they do receive several of the other FQHC benefits,
including enhanced reimbursement, reduced-cost medications and automatic designation as a
Health Professional Shortage Area.

To encourage the establishment of FQHCs in underserved areas, the Texas Legislature enacted
the FQHC Incubator Grant Program in the 78th Legislative Session. Since 2006, the Incubator
program has awarded millions of dollars in grants to nearly 100 health service entities, 50 of
which have attained FQHC or FQHC Look-Alike status. Ms. Berry explained that the Incubator
Program relieves some of the challenges of establishing FQHCs, and that FQHCs are particularly
beneficial to underserved areas because of the emphasis on quality and on defining and meeting
needs particular to the FQHC's community.
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Panel Three consisted of Jose Camacho, Texas Association of Community Health Centers; Dr.
John Guest, Teaching Hospitals of Texas; Dr. John Holcomb, Texas Medical Association; and
Richard Schirmer, Texas Hospital Association.

Panelist testimony relating to indigent care centered on the importance of collaboration between
counties, private clinics and hospitals. Hospital missions are increasingly moving towards

prevention in the community, through the use of satellite clinics, community programs and
mobile vaccination units.

Panelists pointed out that the 10 highest property-tax levying hospital districts are in Bexar,
Dallas, Ector, El Paso, Harris, Lubbock, Midland, Nueces, Tarrant and Travis counties. These
10 hospital districts, which include hospitals and medical schools, levy $1.4 Billion of the $2
Billion levied by all Texas hospital districts.

Testimony indicated that a significant challenge to access to health is that health care, rather than
being cohesive, is subject to a silo effect. Agency programs do not always communicate well
with each other, and aspects of the health care system can be isolated. The FQHC model is
effective in remedying this and addresses all aspects of care.

Panel Four was composed of the Honorable Arlene Wohlgemuth, Texas Public Policy
Foundation; the Honorable Ann Kitchen, Indigent Care Collaboration; and Rita Kelley, Texas
Indigent Health Care Association.

Panelist testimony brought several points to light:

e Focusing Resources: Ms. Wohlgemuth discussed in depth the importance of focusing
resources on helping the neediest. She relayed the work of the Bexar County Hospital
District through the establishment of the Carelink program. Carelink is a prime example
of efficiently focusing resources to assist the county's neediest citizens. While serving up
to 200 percent FPL, the Carelink program operates budget-consciously and gears its
program to provide help while insisting on individual responsibility and pride.

Ms. Wohlgemuth also noted that expanding government assistance programs above the
100 percent FPL carries the dangers of wasting resources and pushing away private
responsibility and charity. She remarked on a recent Congressional Budget Office (CBO)
report, which concluded that between 25 and 50% of children enrolled in the State
Children's Health Insurance Program (SCHIP) had been previously enrolled in private
coverage. The CBO concluded that enrollment criteria should be redefined to ensure that
SCHIP was insuring the target population. Ms. Wohlgemuth pointed to the SCHIP
"crowd-out" situation as an example of how expanding government assistance beyond the
neediest levels of citizens can unintentionally act as a disincentive for private solutions.

o Creativity and Collaboration: Panelist testimony stressed that counties are increasingly
doing more with the resources at their disposal. The counties are able to do more through
creativity and collaboration. Ms. Kitchen discussed the Integrated Care Collaboration
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(ICC), a non-profit entity that assists counties and hospital districts in coming together to
share relevant patient information to provide more efficient care and preventative
treatment. Forty-four entities have joined the ICC to amplify their resources.

Ms. Kelley of the Texas Indigent Health Care Association (TIHCA) discussed her
organization's developing role as a resource to the counties. TIHCA, although a
relatively new organization, aims to bring creative solutions already in practice to the
attention of all counties. Ms. Kelley noted that the counties' "story is not being told," and
that counties are increasingly collaborating on a local and regional level to provide better
and more extensive care to their indigent citizens.

Carelink uses creative solutions to keep individuals invested in the care system. Every
individual is assigned a medical home, and this medical home works closely with
Carelink patients to ensure that they are following through with treatment, and regularly
keeping their primary care appointments. Carelink importantly uses a realistic sliding
scale fee for all its patients. For some patients a clinic visit may be for as little as 50
cents, but the fee is an integral part of instilling individual pride and responsibility for
their own care.

County Reporting: Panelist testimony revisited the problems with current reporting to the
state. The reports taken in by DSHS are used to determine a county's eligibility for state
matching funds. However, the report does not reflect the full extent of county resources
being used to care for the indigent. This is especially true for counties that extensively
use volunteer doctors and nurses to provide care for its indigent.

Panel Five consisted of the Honorable Chad Adams, Ellis County Judge; the Honorable Keith
Self, Collin County Judge; Diana Buckley, Ellis County Human Services; Eddie Olivariez,
Hidalgo County; and Bride Roberts, Williamson County & Cities Health District.
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Ellis_County: Judge Adams and Ms. Buckley provided testimony concerning Ellis
County's innovative community-driven program. Since 2005, Ellis County has contracted
with a local non-profit volunteer clinic, the Hope Clinic, for its indigent services. The
County pays Hope Clinic an annual lump sum for pharmaceutical, physician, mental
health and preventative services. This sum has been the seed money for the clinic's
continual expansion since 2005.

Ellis County's indigent program serves at 21 percent FPL; however, Hope Clinic serves
to 200 percent FPL. Since 2005, the contract with the county has enabled Hope Clinic to
hire a full-time doctor and full-time nurses, and to expand the number and types of
services offered. The clinic additionally works closely with hospitals, doctors, and local
specialists for volunteer time and donations. County participation and community
volunteerism allows the clinic to offer a wide breadth of specialty and primary services to
both the county indigent and working poor. While Ellis County technically provides
indigent care up to 21 percent through the IHCP, the partnership with Hope Clinic means
that the County is effectively subsidizing care for county residents up to 200 percent FPL.
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Ellis County has remarkably benefited since the contract with Hope Clinic. Judge Adams
reported an initial 81 percent drop in ER visits by indigent patients in the partnership's
first year. This rate has been sustained, as has the significant drop in indigent care costs.
The County is now expanding its contract with Hope Clinic to include dental care, and
yet the County still spends less on indigent care than it did before its collaboration with
Hope Clinic.

Collin County: Judge Self recounted Collin County's approach to caring for its indigent
population. Collin County's goal is to provide the indigent with health care, keep
individuals out of ERs as much as possible, and to protect the county's taxpayers from
unnecessary costs. Collin County has taken several measures to achieve these goals.

In 2006, the Collin County Commissioners Court voted to expand its indigent eligibility
from 25 to 100 percent FPL. The County conscientiously verifies applicants' information
to ensure that taxpayers are protected from fraud and that the County is expending its
resources to those who truly need help.

Collin County also entered into contact with PrimaCare that same year. The PrimaCare
contract works alongside the County's indigent health care program and gives patients
five locations throughout the counties where they can receive family and urgent care 7
days a week during day and evening hours. Judge Self noted the importance of patients
participating in their care with a $20 co-pay, and also remarked at willingness patients to
contribute to their care. An important part of the PrimaCare partnership is that it helps
the County identify individuals who qualify for the indigent program, and gives the
working poor a medical home they can remain at if they move off the indigent program.

Collin County also uses service agreements with local non-profit organizations on a fee-
for-service basis. Judge Self emphasized that collaborating with these entities allowed
the County to create a network of care within the county for patients. He also noted that
the next step for Collin County is the incorporation of mental health care into the indigent
care network. The County is currently exploring methods to improve the accessibility of

mental health services and to increase awareness of options within the County for mental
health help.

Williamson County: Ms. Roberts spoke of the two programs that Williamson County and
Cities Health District (WCCHD) uses to serve its indigent and working poor. All
residents requesting assistance are prescreened so that they can be efficiently directed to
the appropriate venue for help. Wilco Care is the program that WCCHD uses for its
indigent, defined as those with incomes under 25 percent FPL. Wilco provides many
elective services, including provision of diabetic supplies and education.

To control indigent program costs and to increase efficiency, WCCHD contracted with a
third party administrator and pharmacy benefits manager. These contracts have helped
WCCHD expand its provider network and its primary and specialist care options. The
County has since become timelier in its payments to providers, and further benefited from




a much more sophisticated reporting system. Since these contracts, WCCHD has reduced
its total expenditures by 13 percent.

WCCHD also cares for those individuals at or below 200 percent FPL and are ineligible
for other programs through the Community Clinics Services Program (CCS). Local
clinics apply to the Commissioners Court for a fee-for-service contract, and the County
uses interest from Tobacco Settlement Funds to finance these contracts. Each clinic is
provided with an automatic screening software tool to more efficiently direct patients to
available social services.

Ms. Roberts finally remarked on a newer tool that has been beneficial to both the county
and the local private hospitals. When two participating private hospitals provide care to
county program clients, WCCHD pays for those services into the hospital's Upper
Payment Limit (UPL) fund to receive federal matching dollars. This partnership has
drawn down additional federal dollars for health care in the area.

e Hidalgo County: In past years, Hidalgo County was one of the largest recipients of state
matching funds. However, the County recently started partnering with private hospitals
to draw down federal matching funds through UPL dollars. This has enabled Hidalgo to
drastically improve its services and expand the area in which those services are provided.

Mr. Olivariez related the complexities of making sufficient care available to needy
individuals in a fast-growing county with low property tax revenues and little
infrastructure in terms of philanthropy or hospital facilities. ~The public-private
partnership has enabled Hidalgo County to make strides in developing such resources.

Mr. Olivariez noted that his department focuses on integrating indigent care into all
aspects of into health care. Within the county, officials have endeavored to break down
any silos of care, and Mr. Olivariez suggested that such integration within DSHS would
be helpful to the operation of state health care programs.

Hidalgo has made several improvements to their health care system in recent years. The
County has expanded the review of indigent care applicants to both target fraud and to
make sure that individuals are taking advantage of all the programs available to them.
The County has incorporated substance abuse and mental health treatment into its
program, with the help of volunteer physicians and staff. The County also integrates
prevention techniques into its network, using results-oriented approaches to determine the
effectiveness of programs.

COMMITTEE FINDINGS

The Subcommittee's research and hearing brought the subject of indigent healthcare into three
particular categories: who are the indigent, what care is being provided, and if counties are
adequately responsible for their indigent. While the Subcommittee believes that other closely-
related subjects are important to indigent care, it also found that its interim charge warranted a
closely-defined scope of work related to Chapter 61 and the role of the counties in indigent
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Who are the Indigent: Perpetual confusion exists because informal discussion often uses
the words "uninsured" and "indigent" interchangeably. While these measures are
difficult to untangle, they are indeed different and require a degree of separate
consideration by public health policymakers. The subcommittee heard repeated
verification of the fact that those who do not have ready access to health care or are
uninsured are not necessarily indigent by any other measure. By the same token, those
who have access to health care and programs but opt out of that care are not medically
indigent.

The state demographer confirmed that the number of uninsured and possibly
medically indigent Texas citizens hovers at about 1 million, when using a high
estimate of 100 percent poverty level. Closer to the state-mandated floor, this
number would be as low as 186,000 for 25 percent FPL.

What Care is being Provided: The committee heard extensive testimony, and discovered
through various research, a considerable number of community offerings for the indigent
population, whether indigence be valued at 21 or 100 percent FPL. Community-based
clinics such as FQHCs, local government programs such as county indigent programs,
and local tax-supported hospitals all serve this population. Witness testimony and
research evidenced that much thoughtful and creative service is being provided to the
medically indigent population throughout Texas. Certainly some areas face greater
challenges than others. However, even more certain is that the answer to these challenges
lies at the local level, and the State's role should be to facilitate local development in a
way that preserves local community independence and self-reliance.

Community-based clinics of the FQHC model provide valuable tools for localities.
These clinics can serve individuals in a personal fashion, and can give comprehensive
care while providing other social services. When local communities coordinate clinics,
volunteer programs and hospitals, the care for the indigent is truly functioning at the
highest level.

To What Extent are Counties Meeting their Responsibility: The structure of the state
assistance fund has led many to assume that county indigent programs can be judged
according to how close to 8 percent of General Revenue Tax Levy the county spends on
its program. The assumption is that the nearer to 8 percent a county spends, the better job
that county is doing. This measure is not meaningful in determining a county's
commitment to its indigent, and does not accurately reflect the resources being expended
by a community to help their indigent.

The 8 percent measure is an arbitrary statutory ceiling to limit county liability, and
prevent counties from getting into a situation where budgets are unable to sustain a
community's needs because of the indigent program alone. The 8 percent also serves as
an indicator for State assistance when a county's need for indigent care resources far
outweighs the ability to raise sufficient property tax-generated revenue. While the 8




percent measure is useful for these purposes, it should not be used solely to determine
county efforts.

Throughout its considerations, the Subcommittee maintained a distinction between the
Uninsured and the Indigent. Witness testimony and Subcommittee research focused on
determining if a third category, the Underserved Indigent, was a significant problem in
the State. Counties are by and large being diligent in their efforts to serve not only their
indigent but also their working poor. Most indigent, in fact, are being served by their
counties. Counties have found ways to serve their indigent directly through their indigent
programs, while also subsidizing care for the working poor indirectly. Counties have
partnered with local hospitals and volunteer organizations to provide comprehensive care
for their neediest residents. While these gauges are not as easy to measure as one
number, they do provide a realistic view of county efforts and show the creativity
counties are employing to the great benefit of their poorest residents.

While the Subcommittee's work identified areas of misconception, it also identified two distinct
ways to continue on a path towards more efficient and effective indigent care. As heard in
testimony, policy can take two directions: State and Federal government control or local and
community action. The Subcommittee heard testimony that suggested the expansion of
Medicaid. The Subcommittee also heard testimony about current community-driven efforts.
The research and testimony considered by the Subcommittee has led the Subcommittee to firmly
believe that communities are leading creative solutions to care for citizens in need of help. The
Subcommittee believes that further expansion of State services would threaten to push out
existing community programs, and discourage new and innovative local efforts. This unintended
consequence would hurt community spirit and self-reliance, which is vital to the functioning of
society.

The State's role in this issue should be to encourage and promote community-based programs.
The State should not risk displacing the existence or the creation of locally-driven projects.
Grassroots-level efforts can recognize the particular needs of communities, and more ably
address those needs with less bureaucracy and more efficiently-allocated resources.

Public health policy should encourage two ideas for communities: collaboration and best
practices.

o Collaboration: A repeated theme throughout witness testimony was "the silo effect.”
The silo effect is often pronounced at the state level. Programs and agencies simply do
not coordinate with each other well. Counties and communities, however, can break
down these silos through their combined efforts. Counties have much to learn from each
other, and they should expand efforts to learn from each other how to best structure their
programs.

e Best Practices: County collaboration and communication will help further identify best
practices that communities can employ to better serve the indigent. During the hearing,
the Subcommittee heard a breadth of best-practice techniques currently in use. Realistic
sliding-scale fees for patients increase individual responsibility and pride. Verification
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tools not only help protect taxpayers from potential fraud but also help ensure that needy
citizens are receiving the services for which they qualify. Partnerships with local
charities, volunteer clinics and providers encourage a wider gambit of services, while
bringing county government and community members together. Case management and
third party administrators allow county to better direct patient care while achieving cost
savings and reducing redundancies.

COMMITTEE RECOMMENDATIONS

The House Committee on Public Health recommends that the 81st Texas Legislature direct the
Department of State Health Services to use its County Indigent Health Program (CIHP) as a
resource for county best practices. This should include expanded use of the CIHP website and
facilitated sharing of county experiences.

The House Committee on Public Health recommends that the 81st Texas Legislature require
state matching funds for indigent health be attached to best practice requirements, in addition to
the 8 percent of General Revenue Tax Levy trigger.

The House Committee on Public Health recommends that the Department of State Health
Services gather county stakeholders to create a reporting mechanism that is not overly-
burdensome to reporting entities, but that also gathers information useful to both the State and
counties. Changes to the reporting mechanism should be designed to more accurately portray the
full extent of county efforts for its indigent healthcare programs.

The House Committee on Public Health recommends that each fiscal year, any unexpended
money in the State Assistance Fund be transferred for use by the FQHC Incubator Grant
Program. Incubator Grant Program models should focus on working with counties to serve both
indigent and working poor populations.
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CHARGE #3
ACCESS TO CONTROLLED SUBSTANCES
Review issues relating to federal changes for tamper-resistant prescription pad requirements, and

monitor the activity of the Texas Department of Public Safety Controlled Substances Advisory
Committee in response to SB 1879, 80th Legislature, Regular Session.
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BACKGROUND

Since 1981, Texas has been tracking Schedule II drug prescriptions. Schedule II drugs are the
most potent drugs with medical uses, such as morphine or oxycodone. Because these drugs can
cause severe psychological or physical dependence, the Legislature passed a law that required
doctors to write all prescriptions for Schedule II drugs on a special three-part or triplicate form.
Each prescription for Schedule II was required to have a Texas Department of Public Safety
(DPS) identifying number, and these prescriptions were mandatorily reported to and monitored
by DPS. In 1999, as a result of technological advances, DPS replaced the triplicate prescription
with an official DPS prescription form.

Since the implementation of this program, Texas has seen a significant drop in Schedule II drug
abuse. However, correspondingly, the national rate of prescription drug abuse has increased.
The 2003 National Survey on Drug Use and Health recorded a more than five-fold increase in
prescription pain killer abuse since 1990." The National Institute on Drug Abuse estimates that
20 percent of the U.S. population 12 and over hasabused prescription medications.”’
Prescription drug abuse has at least partially shifted from Schedule II drugs to "drug cocktails" of
lower-risk scheduled drugs. Thus, many states have instituted electronic monitoring of Schedule
I through Schedule IV/V drugs.

The federal government has taken several steps in the fight against prescription drug abuse. The
United States Department of Health and Human Services (HHS) required all providers to include
the National Provider Identification (NPI) number on their prescriptions as the standard unique
identifier for health care providers. Beginning May 23, 2007, the NPI was required in lieu of
legacy provider identifiers in the Health Insurance Portability and Accountability Act (HIPAA)
standards transactions. The change to NPI was mandated for administrative simplification and
better security.

More recently, the Centers for Medicare & Medicaid Services (CMS) implemented tamper-
resistant prescription pad guidelines. Starting on October 1, 2008, Medicaid outpatient
prescriptions must comply with these guidelines in order to be reimbursable. Congress also
voted to incent doctors to use electronic prescriptions for Medicare prescriptions. Beginning
Jan. 1, 2009, the federal government will boost Medicare's payments to doctors that send
prescriptions electronically to a pharmacy rather than writing them out on paper and handing
them to the patient.>! Congress and CMS are ultimately encouraging providers and pharmacists
to move all prescriptions, over time, to completely electronic systems.

RECENT LEGISLATION IMPACTING TEXAS

The federal U.S. Troop Readiness, Veterans' Care, Katrina Recovery, and Iraq Accountability
Appropriations Act of 2007 changed a part of the prescription drug reimbursement requirements
within the Medicaid program. Congress mandated that all written prescriptions for Medicaid-
covered outpatient drugs must be executed on tamper-resistant pads in order to be eligible for
reimbursement. The Centers for Medicare and Medicaid Services (CMS) began to implement
the new prescription pad rules on April 1, 2008.
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As of April 1, 2008, to be considered tamper-resistant, the prescription pad were required to
contain at least one of the following three characteristics:

1. One or more industry-recognized features designed to prevent unauthorized
copying of the completed or blank prescription form;

2. One or more industry-recognized features designed to prevent the erasure or
modification of information written on the prescription pad by the prescriber; or

3. One or more industry-recognized features designed to prevent the use of
counterfeit prescription forms.

By October 1, 2008, a reimbursable written prescription must be ordered on a pad that contains
all three of these characteristics to be considered tamper-resistant. This requirement does not
apply to prescriptions that are transmitted to the pharmacy electronically, by telephone, through a
facsimile, or as a refill of a written prescription that was initially dispensed at the same pharmacy
prior to April 1, 2008.%

The Texas Health and Human Services Commission (HHSC) published a notice and updated
their Internet website with the new prescription pad requirements for Texas Medicaid providers.
HHSC sought an exemption to this new rule, but CMS determined that they did not have the
authority to grant an exemption to federal law. Although the rule change was initially protested
by the Texas Medical Association®, the organization has since encouraged their members to use
the new tamper-resistant prescription pads for all patients, not just those in the Medicaid
program.**

The intent of SB 1879 (80R) by Williams/Hamilton is to combat the rise of prescription drug
abuse, and its effects on law enforcement, health care, social services, and court costs to the
state. This legislation expands DPS monitoring of prescription drugs from Schedule II drugs to
include Schedule III through V pharmaceuticals, and established administrative penalties for
noncompliance.

SB 1879 established a Controlled Substances Advisory Committee to advise the Texas
Department of Public Safety on implementation. The bill statutorily defined membership of the
committee to include the following:

1. The public safety director of the Department of Public Safety of the State of
Texas or the director's designee;
A physician appointed by the governor;
A pharmacist appointed by the governor;
A physician appointed by the lieutenant governor;
A pharmacist appointed by the lieutenant governor;
A physician appointed by the governor from a list of names submitted by the
speaker of the house of representatives;
7. A pharmacist appointed by the governor from a list of names submitted by the
speaker of the house of representatives;
8. One member from each of the following boards:
e Texas Medical Board

SIS ol ol
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e Texas State Board of Pharmacy
e State Board of Dental Examiners; and
e Board of Nurse Examiners

Governor Rick Perry made the following appointments to the Controlled Substances Advisory
Committee on February 13, 2008: Aaron Calodney, MD, of Flint; E. Alan Thornton of
Lumberton; Catherine Scholl, MD, of Austin; and John Chaddick of Temple. Lieutenant
Governor David Dewhurst has not appointed members to fill his physician and pharmacist slots.
The Controlled Substances Advisory Committee has met twice, but has not indicated a timeline
for the issuance of recommendations. Pursuant to SB 1879 (80R) by Williams/Hamilton, the
Controlled Substances Advisory Committee will be statutorily disbanded on September 1, 2009.

INTERIM STUDY

On November 30, 2007, Speaker Tom Craddick issued the "Access to Controlled Substances"
charge to the House Committee on Public Health. In June, 2008, and in accordance with House
Rule 4, Section 6, Subsection 2 (80th Legislature), Chairman Dianne White Delisi appointed
Representative Vicki Truitt to chair a subcommittee to monitor the "Access to Controlled
Substances" interim charge, and to report as necessary. In addition to Representative Truitt, the
subcommittee members are Representatives Ellen Cohen and Susan King. The subcommittee
held a public hearing on September 19, 2008, and heard testimony from individuals in the law
enforcement and medical sectors.

Panel 1 included two representatives from HHSC. Andrés Vasquez, Deputy Director of the
Medicaid-CHIP Vendor Drug Program and Loretta Disney, Regional Manager, provided
testimony regarding the implementation of the tamper-resistant prescription pad requirement.

Mr. Vasquez emphasized that HHSC's initial concern with the program had to do with decreased
access for legitimate patients. HHSC did not want pharmacies to be forced to deny a valid
patient prescription because of an incorrect prescription pad alone. Thus, in the process of
implementation, HHSC stressed to doctors and pharmacies the importance of verification. If a
pharmacist receives a non-compliant prescription, that pharmacist can merely call the doctor's
office and verify the prescription. In this way, pharmacies can count that prescription as
electronically submitted, and fill the prescription without undue burden to the patient.

Panel 2 consisted of Johnny Hatcher, Manager of DPS Narcotics Regulator Programs and
Patrick Knue, Program Administrator. ~ Mr. Hatcher commented on the progress of the
Controlled Substances Advisory Committee, which has not yet made any recommendations as to
the implementation of SB 1879 provisions. Mr. Hatcher also reported on the steps DPS has
taken technologically in moving towards accessibility. He highlighted DPS' goals for the new
database: real-time access to law enforcement to assist in the apprehension of deviant activity.

Considerable discussion in this panel's testimony centered on the numbers used for identifying
individuals and entities that possess or prescribe controlled substances. Mr. Hatcher stressed his
belief that the DPS registration number is the most secure way for law enforcement to apprehend
doctor shoppers and doctors who are inappropriately prescribing.
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Mari Robinson, Texas Medical Board (TMB) Director of Enforcement/Interim Executive
Director, also provided testimony as to the status of SB 1879 implementation. In her testimony,
Ms. Robinson applauded the opportunity presented by the passage of SB 1879. The information
collected via this process could result in a real-time, web-interactive queriable system accessible
to physicians, researchers, law enforcement and regulatory boards. If achieved, such a system
would result in a higher standard of care for all patients and decreased incidents of drug misuse.

Ms. Robinson's testimony suggested that efforts be directed towards a pharmacy-based system.
She pointed to Nevada, where pharmacies download a state-distributed software program that
dispatches prescription information every night to the state pharmacy board's database.
Nevada's methods allow the database to be updated every day. In Texas, pharmacies are
required to provide information to DPS by the 15th of the month for prescriptions written in the
previous month, meaning that associated parties do not have access to as up-to-date information
and there can be as much as a 45 day lag in information.

Public Testimony was also heard from pharmacists, doctors and emergency room (ER) staff.
The testimony fell into several broad themes: a need for interactive real-time accessibility for
doctors, pharmacists, hospitals and law enforcement; and a focus on reducing redundancies and
interruptions in patient care.

A major concern was that doctors already deposit their various identification numbers at local
pharmacies, but they are still required to inscribe every identifier on any given prescription. The
concern regarding this was two-fold. First, the number of prescriptions carrying valuable federal
and state identifying numbers constitutes a security problem by increasing the ease of fraud.
Second, witnesses stated that the act of physically writing these numbers on each prescription
pad invariably undermines their ability to dedicate their time to patient care. One witness
described the impact of these logistics as turning doctors into "clerks." Witnesses found these
problems especially troublesome considering pharmacies can easily populate these fields from
their databases as doctors send in prescriptions.

Witnesses repeatedly cited their belief that an appropriately-administered prescription
monitoring problem would be a source of positive change in medicine. However, they believed
that real-time accessibility was key for doctors to identify “doctor shoppers” before giving out
prescriptions.

COMMITTEE FINDINGS

Senate Bill 1879's passage provided a great opportunity for Texas to identify doctor shoppers
and reduce the likelihood of doctors unwittingly facilitating addicts’ drug abuse. The advisory
committee brought all stakeholders together in order that appropriated funds could be spent
effectively for the benefit of all concerned parties. Unfortunately, DPS had already begun an
upgrade in their technology infrastructure and is in the process of migrating the Narcotics
Regulatory Program (which includes the Texas Prescription Program) from an older mainframe
to a new "client-server" system. It appears that DPS has not used the advisory committee as a
resource, nor has it incorporated any suggestions into the development of the client server
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system, and in fact seems to have spent the majority of funds without any consultation with the
advisory committee.

It also seems that DPS has not sufficiently tapped into available existing infrastructure to
improve the reporting system. Many pharmacies in the state use standardized electronic systems
to store patient and physician prescription data. These systems transmit data electronically to
verify insurance coverage and provide claims data to insurance companies for payment. This
technology infrastructure often contains all of the information that DPS collects as part of their
prescription monitoring program. Integrating technology that is currently being used by
pharmacies to collect and transmit data with the DPS prescription monitoring program has the
potential for preventing pharmacies from becoming burdened with administrative tasks and
providing more frequent data updates to DPS. DPS does not seem to have taken advantage of
proven system options, but rather spent time and resources to recreate an entirely new system.

If DPS continues to act with little outside advice, make use of existing electronic systems or
refuses to incorporate any outside suggestion, Texas risks missing an opportunity to take full
advantage of the information offered by the expanded prescription monitoring. This information
should be useful not only to DPS, but also doctors, regulatory boards and pharmacists. These
groups all have an equal stake in creating an accessible and up-to-date system.

In addition to health care stakeholders, the expanded prescription-monitoring program should be
able to share information with other states and with the relevant federal agencies. Given Texas’
proximity with Mexico, and with other states, the system should not be insular but should be
compatible with other authorities’ systems. A special consideration in regards to interstate and
federal collaboration is the identifying numbers used in reporting and monitoring.

Current practices do not ensure seamless delivery of care, and place undue burdens on
pharmacies and doctors. Ensuring the validity of prescriptions and preventing doctor shopping
should not be to the detriment of most legitimate patients who have real and immediate needs for
their prescriptions. While common practice allows pharmacists to fill in missing identifying
information onto prescriptions, this does not meet the current letter of the law. However, the
intent of the law is to ensure that a prescription is valid before it is filled, not to nitpick whether
the pharmacist or doctor is the one who fills in basic, non-prescriptive information.

COMMITTEE RECOMMENDATIONS

The House Committee on Public Health recommends DPS immediately cease the expenditure of
funds for technology until input from all interested parties has been considered and incorporated
into a sound plan for an IT system that will allow the greatest benefit possible to all who need to
participate in curbing drug diversion. Serious consideration should be given to building the
reporting system around pharmacy-based electronic systems already in use around the state.

The House Committee on Public Health recommends that the Controlled Substances Advisory
Committee remain in place as the transition to expanded reporting continues and until a new
monitoring program is in place. The DPS prescription-monitoring program should be guided by
the recommendations of this committee, and the committee should be used as a resource to create
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a truly seamless and functional system of reporting and monitoring.

The House Committee on Public Health recommends that the Advisory Committee study ways
to reduce redundancies in the reporting system. This effort should particularly look at whether
the continued use of a separate DPS registration number is necessary as the key identifier in the
prescription monitoring program.

The House Committee on Public Health recommends that DPS adopt rules to make clear that

pharmacists may fill in non-prescriptive information on prescriptions. This rule should clarify
the intent of the law: ensuring that only valid prescriptions are filled.
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CHARGE # 4
ANATOMICAL GIFT ACT

Examine issues related to the Texas Anatomical Gift Act (Chapter 692, Health and Safety Code).
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BACKGROUND

The lifesaving potential of organ and tissue donation is limited by a demand for transplantable
organs that massively outweigh the supply. Each day, 19 (of more than 94,000) Americans that
are waiting for an organ will die, and the number is direr for the youngest patients.”> For
potential recipients under two years of age, approximately 30-50 percent will die while waiting
for an organ for transplant.*® Research indicates that more than 40 percent of potentially
transferable organs are unavailable due to burial or cremation.”” Additionally, estimates suggest
that only 15 percent of the population has assigned up for an organ and tissue donor card.?®

The State of Texas has take steps since the 1960s to increase of its transferable organ supply.
Following national trends, the Texas Legislature adopted major provisions of the 1968, and later
1989, Uniform Anatomical Gift Act. During the 80th Regular Session, HB 3814 by Zerwas was
introduced to model the Texas Anatomical Gift Act after 2006 revisions to the Uniform
Anatomical Gift Act. On April 11, 2007, the House Committee on Public Health considered HB
3814 in a public hearing. After negotiations between stakeholder groups, the Senate amended
and passed the companion to HB 3814 (SB 1597 by Janek/Zerwas) on May 14, 2007. SB 1597
was reported favorably by the House Committee on Public Health on May 16, 2007, and was
placed on the House Major State Calendar on May 22, 2007. Along with numerous bills, SB
1597 did not receive final consideration by the full House before the body convened Sine Die on
May 28, 2007.

In 2005, the 79th Texas Legislature passed HB 120 by Dawson/Zaffirini, which created the
Donor Education, Awareness, and Registry (DEAR) program where individuals can indicate
their desire to provide an anatomical gift when they die. In 2007, the 80th Texas Legislature
passed SB 1500 by Zaffirini/Laubenberg to rename the DEAR program the "Glenda Dawson
Donate Life — Texas Registry" in memory of Representative Dawson and to honor her
contributions to promote organ, tissue and eye donation in Texas. The registry can be access via
the Internet at: www.DonateLifeTexas.org.

INTERIM STUDY

On November 30th, 2007, Speaker Tom Craddick issued the "Anatomical Gift Act" charge to the
House Committee on Public Health. The committee held a public hearing at The University of
Texas M.D. Anderson Cancer Center in Houston, Texas, on March 12, 2008. The committee
heard presentations by government officials, organ procurement organizations (OPOs)
representatives, medical examiners, and various hospitals. Over the course of the hearing, the
committee considered written and oral testimony that revealed the shortage of transplantable
organs is a product of increasing demand and barriers to donation.

Oral testimony during the hearing was presented by three panels:

e Panel One was composed of O.H. Frazier, MD, of the Texas Heart Institute, Sam
Holtzman, of LifeGift, and John Goss, MD, on behalf of the Baylor College of Medicine.
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Panel Two was composed of Donald Less, from the Texas Conference of Urban
Counties, Sharon Derrick, PhD, from the Harris County Medical Examiners Office, and
Stephen Pustilnik, MD, on behalf of the Texas Medical Examiners Association.

Panel Three was composed of George Mallory, MD, of the Houston-based Texas
Children's Hospital, Nancy Cychol, speaking for Cook Children's Medical Center in Fort
Worth, and John Cutler, representing the Texas Transplantation Society.

Panelists testified on the problems in achieving an adequate supply of transferable organs and
suggested potential solutions. Over the course of the hearing, panelists highlighted four major
areas of concern:
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Increasing Need for Organs:

Sam Holtzman, the President and Chief Executive Officer of LifeGift, a Texas-based
organ procurement organization, discussed the increased need for donated organs and
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