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Foreword 

The Lyndon B. Johnson School of Public Affairs has established interdisciplinary 
research on policy problems as the core of its educational program. A major part of this 
program is the nine-month policy research project, in the course of which two or more 
faculty members from different disciplines direct the research of ten to thirty graduate 
students of diverse backgrounds on a policy issue of concern to a government or 
nonprofit agency. This "client orientation" brings the students face to face with 
administrators, legislators, and other officials active in the policy process and 
demonstrates that research in a policy environment demands special talents. It also 
illuminates the occasional difficulties of relating research findings to the world of 
political realities. 

This Policy Research Project was conducted during the 2005-2006 academic year with 
funding from the St. David's Community Health Foundation. The project examined 
initiatives that might have the effect of reducing the cost of uncompensated inpatient care 
while also improving health status in the greater Austin area. This volume includes both 
the technical papers that the project developed as well as the proceedings of the 
conference on this topic that the class organized, which was held at the LBJ School on 
March 24, 2006. 

The curriculum of the LBJ School is intended not only to develop effective public 
servants but also to produce research that will enlighten and inform those already 
engaged in the policy process. The project that resulted in this report has helped to 
accomplish the first task; it is our hope that the report itself will contribute to the second. 

Finally, it should be noted that neither the LBJ School nor The University of Texas at 
Austin necessarily endorses the views or findings of this report. 

James Steinberg 
Dean 

xv 



XVI 



Preface and Acknowledgments 

This volume includes both the proceedings of a conference held at the LBJ School of 
Public Affairs at the University of Texas at Austin on March 24, 2006, and the 
background papers produced by a year-long Policy Research Project (PRP) at the LBJ 
School. Both the conference and the PRP addressed the question of identifying public 
health and primary care initiatives to reduce the cost of inpatient hospital use by the 
uninsured. The conference comes first in this volume and covers a variety of initiatives 
as well as some broader issues relating to the uninsured. The background papers look 
into specific projects in Austin in more detail, and in several cases attempt to lay the 
groundwork for possible initiatives. Both the conference and the PRP were funded by the 
St. David's Community Health Foundation, whose support and leadership on these issues 
is gratefully acknowledged. 

Dick Moeller, President and CEO of the St. David's Community Health Foundation and 
HealthCare System and Carol Clark, General Counsel of the St. David's HealthCare 
System, have been ideal clients in that they have been positive and supportive throughout 
while encouraging us to be creative and proactive. Genie Nyer, Director of Public Health 
Initiatives for the Foundation, has been a participating faculty member of the project and 
a co-director of the project as well. Dr. Lisa Kerber, Director of Research and Evaluation 
for the St. David's Community Health Foundation, who was also a participating faculty 
member, analyzed and presented in great detail data from the St. David's hospitals, and 
responded to many requests for data with remarkable ability and willingness. Jennifer 
Folzenlogen, also of the St. David's Community Health Foundation, provided support 
and critique for the students working on both the integrated mental health and seriously 
mentally ill initiatives. 

We also want to thank Tom Coefield, Director of Planning, David Hill, Director of 
Clinical Financial Analysis, and Steve Berkowitz, Chief Medical Officer, of the St. 
David's HealthCare Partnership, for sharing their expertise and providing data. Dr. Tom 
Jukam of AustinTrends provided invaluable help with programming. 

The class benefited a great deal from the participation of Dr. Nelda Wray and Dr. Carol 
Ashton of the Houston Veterans Administration and Baylor College of Medicine, who 
spent November and December 2005 of their sabbatical at the LBJ School and 
participated in the class, giving us a number of very valuable insights into possible 
initiatives, and continued to offer advice and help after returning to Houston. 

We would like to thank Debbie Bunch and Andrew Marks in the Office of Conferences 
and Training at the LBJ School for their help and expertise in putting together the 
conference. Betty Sue Flowers and the staff of the LBJ Library and Museum provided a 
wonderful venue for lunch at the conference. Candy Sandefur went beyond the call of 
duty in coordinating travel, publication permissions, and edits of presentations by 
conference participants. She also produced the final draft of the conference proceedings. 

xvu 



Lauren Jahnke not only edited the final version of the proceedings and the papers and put 
the book together, she worked with each of the authors of the individual background 
papers to make sure their formatting and referencing was complete and consistent. Her 
abilities continue to amaze. 

The PRP class benefited from visits from various community providers and policymakers 
who helped us to understand the issues in Austin relating to the uninsured and delivery of 
care. We'd like to acknowledge the following people for their visits: 

• Dr. Steve Berkowitz, Chief Medical Officer for the St. David's HealthCare 
Partnership 

• Dydia Burnsrd, LMSW, Medical Social Worker, St. David's Medical Center 

• Carol Clark, General Counsel, St. David's Community Health Foundation 

• Daisha Davis, LMSW, Emergency Department Social Worker, St. David's 
Medical Center 

• Ann Kitchen, Executive Director, Indigent Care Collaboration 

• Dick Klusman, Director of Health, El Buen Samaritano Episcopal Mission 

• Dr. John Marietta, VP Medical Affairs, St. David's Medical Center 

• Dick Moeller, President and CEO, St. David's Community Health Foundation 

• Dr. Shelley Moore, Staff Physician, Saint David's Medical Center Emergency 
Department 

• Regina Rogoff, Executive Director, People's Community Clinic 

• Sandy Coe Simmons, Director of Research and Evaluation, Indigent Care 
Collaboration 

Each of the background papers also benefited from the help of a number of people, as 
follows. 

Chapters 

We would like to thank the following people for help with this paper: Peter Doliber, 
Director of Community Affairs, Memorial Medical Center, Savannah, Georgia; Reverend 
Micheal Elliott, Executive Director of Union Mission, Savannah, Georgia; Deanna 
Eichler, Clinical Manager, House Supervision, Brackenridge Hospital/Seton; Rose 
Lancaster, community volunteer, FQHC Board, Austin Travis County Healthcare District 
Board; Walter Moreau, Executive Director, Foundation Communities; John Gilvar, 
Director, Health Care for the Homeless Project; Ann Kitchen, Executive Director, 
Indigent Care Collaboration; Helen Varty, Director, Front Steps; Sandy Coe Simmons, 
Director of Research and Evaluation, Indigent Care Collaboration; Mario Cortez, Case 
Manager, Austin Resource Center for the Homeless; Steve Morrow, Clinic Worker, 
Austin Resource Center for the Homeless; Duncan Cormie, Program Director, Lifeworks 
Emergency Shelter; Hillary Hunter, Associate Director, Casa Marianella; John Marietta, 
Chief Medical Officer, St. David's Medical Center; Mary Beth Meyer, Executive 

XVlll 



Director, Center for Respite Care, Cincinnati, Ohio; Mark Douglas, Director, Homeless 
Health Recovery Program for Men, Indianapolis, Indiana; Dr. David Buchanan, Head, 
Section of Social Medicine, Stroger Hospital of Cook County I Rush University; Corinne 
Velasquez, Program Administrator, Maricopa County Health Care for the Homeless, 
Maricopa County, Arizona; Lisa Thompson, Program Manager, Samaritan House Clinic 
and Respite Program, Denver, Colorado; Karin Roach, Program Director, Bowrey 
Residents' Committee, Inc.; New York City, New York; and Trudi Fajans, Program 
Analyst, Health Care for the Homeless Network, King County, Washington. 

Chapter9 

The authors of this chapter would like to thank Dr. Carol Ashton, Director of the Houston 
Center for Quality of Care and Utilization Studies, and Dr. Nelda Wray, Director 
Emeritus of the Houston Center for Quality of Care and Utilization Studies. All the help 
and guidance they provided is tremendously appreciated. 

We would also like to give a special thank you to LBJ School alumnus Alejandra Rocha, 
Program Specialist at the Texas Department of State Health Services, for all of her help 
and expertise concerning clinic models and Federally Qualified Health Centers. We 
would also like to thank to Scott A. Mabry, Administrative Director of the Golden Cross 
Academic Clinic in Dallas, Texas, for his continuous help and hospitality in providing 
information to augment our research. 

Chapter 10 

The authors would like to thank everyone who generously gave their time providing 
insight and information for this chapter: Laurie Alexander, Integrated Health Care 
Project Leader, Hogg Foundation for Mental Health; Philip DeFalco, Financial Manager, 
Community Care Services Department, City of Austin; Jacqueline Fickel, Associate 
Investigator, Veteran's Affairs Health Service Research and Development; Andres 
Guariguata, Program Director, E-Merge Program; Steve Hurd, Executive Director, 
Marillac Clinic; JoAnn Kirchner, Executive Committee Member, Department of 
Veteran's Affairs Mental Health Quality Enhancement Research Initiatives; Sandy Coe 
Simmons, Director of Research and Evaluation, Indigent Care Collaboration; Serena 
Starkey, Public Information/Research Director, Community Care Services Department, 
City of Austin; Mildred Vuris, Director of Governmental and Community Relations, 
Austin Travis County Mental Health Mental Retardation Center; and Denise Lemos 
Zaborowski, Behavioral Health Consultant, E-Merge Program. 

Chapter 11 

Thanks go to Yesenia Avila, Patient Assistance Program Patient Advocate, People's 
Community Clinic; Jodie Baldwin, Director of Pharmacy Programs, Indigent Care 
Collaboration; Robert Brown, Pharmacy Director, City of Austin Community Care 
Services Department; Elaine Carroll, Patient Services Administrator, City of Austin 
Community Care Services Department; Lynn Ford, Purchasing Program Coordinator, 
Texas Association of Community Health Centers; Ruth Ann Herrera, Nurse Practitioner, 

XIX 



El Buen Samaritano; Kerri Hobizal, Pharmacis4 People's Community Clinic; Dr. 
Michael Johnsrud, Associate Director, Pharmacy Practice and Administration, The 
University of Texas at Austin College of Pharmacy; Martha Katz, Director of Health 
Policy, HealthCare Georgia Foundation; Dr. John Marietta, Chief Medical Officer, St. 
David's Medical Center; Gary McWilliams, Chief Ambulatory Services Officer, 
University Health Center; Dr. Shelly Moore, Physician, St. David's Medical Center; 
Regina Rogoff, Executive Director, People's Community Clinic; Sam Shore, Assistant 
Director, Center for Policy and Innovation, Texas Department of State Health Services; 
Dr. Bruce Stewart, Professor and Director, The Peter Lamy Center on Drug Therapy and 
Aging, University of Maryland School of Pharmacy; and Dr. Richard Wilcox, Assistant 
Dean, The University of Texas at Austin College of Pharmacy. 

Chapter 12 

The authors would like to thank Daisha Davis, Social Worker, St. David's Medical 
Center; Kerry Gist, Director, Social Work, Austin State Hospital; Sherry Blyth, 
Psychiatric Emergency Services Manager, Austin Travis County Mental Health Mental 
Retardation (MHMR) Center; Keith Morris, Behavioral Health Services Associate 
Director, Austin Travis County MHMR Center; Dr. Debbie Webb, Austin Travis County 
MHMR Center; Charles Harrison, Chief Operating Officer/Chief Financial Officer, 
Austin Travis County MHMR Center; David Evans, Chief Executive Officer, Austin 
Travis County MHMR Center; Lynda Frost, Associate Director for Mental Health Policy 
and Law, The Hogg Foundation for Mental Health; Lori Mangrum, Research Scientist, 
The Addiction Research Institute of the Center for Social Work Research at the 
University of Texas at Austin; and Richard Spence, Director, The Addiction Research 
Institute of the Center for Social Work Research at the University of Texas at Austin. 

Chapter 13 

We would like to thank Suzanne Novak, College of Pharmacy, University of Texas at 
Austin; Terri Knox, Harriet Castro, and Renee Mercier of South Austin Hospital; Susie 
Jastow, People's Community Clinic, Jennifer Smith, Clinical Pharmacist at East Austin 
Community Health Clinic; Fang Zhang, Policy Research Project student; Becky 
Goldsmith, Nurse Instructor, Seton Diabetes Education; Karen Deckard, Diabetes 
Program Manager, Seton Community Clinics; Kathy Bracmontes, Registered Nurse, 
Rosewood-Zaragoza Neighborhood Center; Didi Bumset and Ashley Bourguet-Vincent, 
Social Workers at St. David's Medical Center; and Barbara Moran, Manager, St. David's 
Medical Center. 

Appendix A 

Thanks to Tom Coefield, Director of Planning, David Hall, Director of Clinical Financial 
Analysis, and Steve Berkowitz, Chief Medical Officer, St. David's HealthCare 
Partnership, for sharing their expertise and providing data. Thanks also to Tom Jukam of 
AustinTrends, who provided invaluable help in programming. 

xx 



Conference Presenters 

Carol Ashton, M.D., M.P.H. 
Director, Houston Center for Quality of Care and Utilization Studies, Houston, 
Texas 

Carol Ashton is the Director of the HCQCUS, one of the nation's 15 health services 
research and development centers of excellence funded by the Department of Veterans 
Affairs. She is also the chief of the General Medicine Section at the Michael E. DeBakey 
VA Medical Center, chief of the Health Services Research Section within the Department 
of Medicine, and professor of medicine and medical ethics at Baylor College of 
Medicine. Dr. Ashton received her Bachelor's of Arts in Biology from the University of 
Texas at Austin. Following completion of her Doctor of Medicine degree from the 
University of Texas Medical Branch in Galveston, she completed her Master's of Public 
Health from the University of Texas School of Public Health in Houston. 

A general internist and health services researcher, Dr. Ashton has an outstanding track 
record in original research, extramural funding, peer-reviewed publication, mentoring, 
faculty development, and dissemination of research findings to health care managers and 
to community members. Her research has involved all types of study designs, including 
primary data collection and secondary analysis of health care databases, and has 
addressed topics such as quality assessment, clinical epidemiology, organization and 
financing of health care, doctor-patient communication, and health disparities. She is the 
principal investigator of the five-year (September 2000-August 2005), federally-funded 
Houston Excellence Centers for the Elimination of Ethnic/Racial Disparities (EXCEED) 
Program. The Houston EXCEED Program is the largest of nine Agency for Healthcare 
Research and Quality-funded programs in the country and compromises seven research 
projects and three support cores. The focus of the Houston EXCEED program is the 
impact of variations in doctor-patient communication as the potential driver for 
disparities in health outcomes in the United States. 

Dr. Ashton has completed a term on the Health Care Quality and Effectiveness Study 
Section of the Agency for Healthcare Research and Quality and now serves on ad hoc 
review panels for the National Institute of Health. She has served on numerous national 
VA committees. She is the co-editor-in-chief of Medical Care and recently received the 
2004 VA Under Secretary's Award for Outstanding Achievement in Health Services 
Research, the highest honor awarded to a VA health services researcher. 

Charles Begley, Ph.D. 
The University of Texas School of Public Health, Houston, Texas 

Dr. Begley is Professor of Management, Policy, and Community Health at the UT School 
of Public Health, University of Texas Health Science Center at Houston, where he has 
taught since 1984. He is also an adjunct faculty member of Economics at Rice 
University. Dr. Begley teaches courses in health policy, health services research, and 

XXl 



health economics. He has directed numerous health services and policy research projects 
at the national, state, and local level. With several colleagues at the University of Texas 
he recently completed the third edition of a popular textbook on health services and 
policy research. His current research interests include international evaluation of health 
services in epilepsy, disparities in access to and outcomes of care in epilepsy in the U.S., 
cost-effectiveness of mammography screening in older women, and methods for 
monitoring the performance of healthcare safety nets. 

Barbara Breier, Ph.D. 
The University of Texas Medical Branch, Galveston, Texas 

Dr. Barbara Breier is the Assistant Vice President for Strategic Initiatives and Director of 
the Center to Eliminate Health Disparities at The University of Texas Medical Branch at 
Galveston (UTMB). She has had faculty and administrative positions at a number of 
universities and was at the University of Texas System from 1994-2003. From 2000-
2003 she was the Executive Director of Development. Her current research interests 
include program evaluation, education and health policy and health disparities. Since 
coming to UTMB she has received funding to develop the 3-Share Plan, a health benefit 
program for the working uninsured. The program has been developed in partnership with 
the business community and the Department of Health and Human Services. Approval 
for the demonstration project is being sought from the Center for Medicare and Medicaid 
Services and if approved, will enroll approximately 5,000 individuals in Galveston 
County. 

Peter Doliber 
Memorial Health University Medical System, Savannah, Georgia 

Mr. Doliber is the Director of Community Affairs at Memorial Health University 
Medical Center in Savannah, Georgia. He is a graduate of Johnson and Wales 
University, Way College of Biblical Research, and Armstrong Atlantic State University. 

Peter has initiated or collaborated in many community activities to increase access to 
health care and eliminate disparities in health outcomes from a social determinates 
perspective. Current projects include Step Up! Savannah's Poverty Reduction Initiative 
for Senior Citizens, Inc., MedBank Foundation, Inc., Community Health Care Center, 
and the Coastal Workforce Investment Board. He is the past chair of the Chatham 
Savannah Authority for the Homeless and served as Treasurer for the Savannah Area 
Behavioral Health Collaborative. Part of the process of the initiatives is demonstrating 
the value of intangibles such as avoided costs, quality of life, reduction in overhead, and 
potential economic impacts. Peter has refined and developed a number of unique 
approaches that are low tech, high touch, and low cost to measure these intangibles. 

Rev. Micheal Elliott 
President and CEO, Union Mission, Savannah, Georgia 

Rev. Elliott is the President and CEO of Union Mission, Inc., in Savannah, Georgia. 
Union Mission exists to end and prevent homelessness in the greater Savannah area. In 
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2005, the program helped 280 people end their homelessness. Since 1992, the city's 
homeless population has been cut in half. Union Mission is a series of housing and 
supportive services for homeless persons and those living with HIV/AIDS. Under his 
leadership, Union Mission has grown from one facility in 1987 to dozens, providing 
housing and supportive services to over 1,000 people every day, and the annual operative 
budget grew from $40,000 over $8 million. Prior to Union Mission Micheal served as 
the Executive Director of the Louisville Coalition from the Homeless in Louisville, 
Kentucky (1986-1987) and the Pastor/Director of the Jefferson Street Baptist Chapel, also 
in Louisville (1970-1986). 

Micheal has published eight books, including Why the Homeless Don't Have Homes and 
What to do About It, which was recognized as paperback of the year by the Mid-America 
Book Achievement Awards. His first novel, Tour of Homes, was released in 2004. He is 
the winner of numerous awards including the Community Health Leadership Award from 
the Robert Wood Johnson Foundation. He was also selected as a Community Hero to 
carry the Olympic Torch for the 1996 Olympics. Union Mission's work was featured on 
the Today Show in April 2005. Micheal is a graduate of Georgia Southern University 
and received a Master's of Divinity and a Master's in Social Work from the Southern 
Baptist Theological Seminary. 

Betty Sue Flowers, Ph.D. 
Director, LBJ Library and Museum, Austin, Texas 

Betty Sue Flowers is a poet, editor, educator, and business consultant. Before becoming 
Director of the LBJ Library, she was the Kelleher Professor of English at the University 
of Texas at Austin and Director of Creative Writing. Her publications range from poetry 
therapy to the economic myth, including four television tie-in books in collaboration with 
Bill Moyers, among them, Joseph Campbell and the Power of Myth. She hosted 
"Conversations with Betty Sue Flowers" on the Austin PBS-affiliate, KLRU, and has 
served as a moderator for executive seminars at the Aspen Institute for Humanistic 
Studies, consultant for NASA, member of the Envisioning Network for General Motors, 
Visiting Advisor to the Secretary of the Navy, and writer of Global Scenarios for Shell 
International in London and the World Business Council in Geneva. 

Jon M. Foster, M.S. 
St. David's HealthCare Partnership, Austin, Texas 

In March 2001, Jon Foster was named president and CEO of the St. David's HealthCare 
Partnership, a $2 billion, six-hospital healthcare system, serving the Central Texas region. 
St. David's is the fifth-largest employer in the Austin area, employing approximately 
5,000 Central Texans, and is supported by more than 2,000 on the medical staff. Under 
his leadership, St. David's has undergone an ambitious $250-million, multi-facility 
expansion and the organization has been recognized nationally for its level of clinical 
care and services. 

Prior to coming to St. David's, Foster served as the executive vice president of operations 
for the Baptist Health System of East Tennessee. While there, he led the health system's 
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operations to the most successful performance results in the organization's 50-year 
existence. As a result, the system's 450-bed flagship facility was named one of the 
nation's ''Top 100 Hospitals" for four consecutive years. These and other efforts led to a 
Tennessee Governors Quality Award for Baptist, the highest award given in the state. His 
career began in 1986 at the Methodist Healthcare System in Houston, Texas, where he 
served until 1991. 

Foster earned his Bachelor's degree from Baylor University and his Master's degree from 
Trinity University. While at Trinity, he was named a Foster G. McGraw Scholar. In 
1998, Mr. Foster was named Tennessee's "Young Healthcare Executive of the Year." In 
2000, the 30,000-member American College of Healthcare Executives gave Foster the 
prestigious Robert S. Hudgens Award recognizing him as the "Young Healthcare 
Executive of the Year" for the United States and Canada. 

Foster has served on numerous national- and state-level governing boards and currently 
serves on the boards of the Texas Hospital Association, the Greater Austin Chamber, the 
Central Texas Institute for Research and Medicine, the Texas Quality Coalition and the 
Austin Symphony. He is very active in his church, and he and his wife, Laura, have two 
daughters. 

Jesus Garza, M.P .Aff. 
President and CEO, Seton Health Ministry 

Jesus Garza served as Austin's city manager from 1994 to 2002, and in 2000 was named 
by Governing magazine as one of its Public Officials of the Year. After leaving his 
position as Austin city manager, Garza became deputy general manager for the Lower 
Colorado River Authority, where he was in charge of water supplies and environmental 
policies. Today, Garza is president and chief executive officer of Seton Health Ministry 
in Austin, Texas. 

After graduating from the LBJ School of Public Affairs in 1977, Garza spent the first 10 
years of his professional life working for the City of Austin, with the exception of a brief 
term as an administrator for U.S. Congressman J. J. "Jake" Pickle. In 1988 he returned to 
his native Corpus Christi to serve first as assistant city manager and then as deputy city 
manager. Garza came back to Austin in 1992 to become the executive director of the 
Texas Water Commission. The following year, in May 1993, he returned to work for the 
City of Austin as assistant city manager, before becoming the city manager. 

Clarke Heidrick, J.D. 
Chairman, Board of Managers, Travis County Healthcare District, Austin, Texas 

In addition to working with the Travis County Healthcare District, Clarke Heidrick works 
at Graves, Dougherty, Hearon, & Moody and has worked in the law profession for 30 
years. Most recently, he worked as the President and Managing Partner as well as the 
Chair of Recruiting Committee of the firm. 
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After graduating from Vanderbilt University in 1971, he received his J.D. from Southern 
Methodist University where he was the editor of the Journal of Air Law and Commerce 
and a fellow at the Texas Bar Foundation. He is currently a member of the Austin Bar 
Association, American Bar Association, and the State Bar of Texas. His awards include 
the following: recipient of the People's Community Clinic W. Neal Kocurek Award for 
Health Care Advocacy in 2005, listed in The Best Lawyers in America from 1987 to 
2005, named Best of Bar 2003 Austin Business Journal, the Texas Monthly Super Lawyer 
in 2003 and 2004, the 2003 United Way in Texas Pioneer Award (award for best 
volunteer in state from larger metropolitan United Ways), and recipient of the Austin 
Chronicle's 2004 "Best of Austin" Critics' Award for Mild-Mannered Community 
Superhero. 

Heidrick has served as the United Way Capital Area Chairman of the Board, the 
Chairman of the Board for the Shivers Cancer Foundation, a board member for Rebekah 
Baines Johnson Center, and a board member for the Headliners Club. 

Steve Hurd, Ph.D. 
Executive Director, Marillac Clinic, Grand Junction, Colorado 

Steve Hurd serves as Executive Director for the Marillac Clinic in Grand Junction, 
Colorado. Marillac is a safety net clinic that provides comprehensive medical, mental 
health, dental, vision, and pharmacy services to a low-income, uninsured population. 
Marillac has a $5.6 million budget with 90 employees and volunteers. The clinic serves 
approximately 5,000 patients annually. 

From 2001to2004, Steve took a lead role in fully integrating medical and mental health 
services at Marillac through an innovative grant funded by the Robert Wood Johnson 
Foundation. He earned a Ph.D. in psychology from the University of Notre Dame in 
1977. He has devoted his entire career to serving people with significant mental health 
and psychosocial challenges. 

Robert Hurley, M.H.A., Ph.D. 
Professor, Virginia Commonwealth University, Richmond, Virginia 

Robert Hurley has been a faculty member in the Department of Health Administration at 
the Virginia Commonwealth University since 1990 where he teaches courses in managed 
care, health benefits coverage and financing, and organization theory. He has been 
conducting research in managed care and other health services issues for 20 years. His 
particular focus has been on public sector initiatives and reform strategies. His research 
has been supported by several federal and state government agencies and by a number of 
private foundations. He has published extensively in most of the major health services 
research journals. He has given more than 300 presentations around the country to a 
wide variety of audiences and has testified before the U.S. Senate and several state 
legislatures. 

Hurley has been a consultant to numerous federal agencies, state governments, and 
private research firms, including Research Triangle Institute, the Urban Institute, and 
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Mathematica Policy Research. He has been a senior research consultant to the Center for 
Studying Health System Change in Washington for the past six years and. also chairs the 
national review committee for the Robert Wood Johnson Foundation Medicaid Managed 
Care program. He currently serves on the editorial boards of Health Affairs, Medical 
Care Research & Review, Milbank Quarterly, and Managed Care Quarterly. Dr. Hurley 
received his master's degree in health administration from the Ohio State University and 
his Ph.D. from the University of North Carolina, Chapel Hill School of Public Health. 

Gary McWilliams, M.D. 
Medical Director, CareLink, San Antonio, Texas 

Born and raised in west Texas, Dr. McWilliams came to San Antonio in 1970 to enroll in 
the South Texas Medical School at San Antonio (now UTHSCSA). Following medical 
school, he completed his Family Practice residency at UTHSCSA in 1977 and moved to 
rural Wharton, Texas. Between 1977 and 1998, in addition to being a full-time country 
doctor, he was both President and Medical Director of a small medical group that grew 
from 13 physicians to over 60 physicians located within six communities. 

Dr. McWilliams returned to San Antonio in 1998 to serve as Medical Director of 
CareLink, which is University Health System's program for the uninsured residents of 
Bexar County. In 2004, Dr. Mc Williams became Executive Vice President and Chief 
Ambulatory Services Officer and now oversees operations for six of the Health System's 
ambulatory sites. Dr. McWilliams is married with four grown sons. 

Carol Paret 
Vice President, Memorial Hermann Healthcare System, Houston, Texas 

Carol Paret is the Vice President of Clinical Information Management and Medical 
Education as well as the Privacy Officer at Memorial Hermann Healthcare System in 
Houston. She did her undergraduate work at the University of Houston and her graduate 
studies at the University of Texas School of Public Health in Houston. Her career in 
healthcare began with a community health planning emphasis, and for the past 25 years 
she has been with Memorial Herman Healthcare System. 

Eduardo Sanchez, M.P .H., M.D. 
Commissioner, Texas Department of State Health Services, Austin, Texas 

Eduardo J. Sanchez, is commissioner of the Texas Department of State Health Services 
(DSHS). As commissioner and chief health officer for the State of Texas, Dr. Sanchez 
oversees programs that address prevention and treatment of mental illness and substance 
abuse, disease prevention and bioterrorism preparedness, family and community health 
services, environmental and consumer safety, and regulatory services. 

The Texas Department of State Health Services combines the former Texas Department 
of Health, the Texas Commission on Alcohol and Drug Abuse, the Texas Health Care 
Information Council, and the mental health component of the Texas Department of 
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Mental Health Mental Retardation into a department of more than 11,500 employees with 
an annual budget of approximately $2.3 billion. 

Hurricanes Katrina and Rita presented enormous challenges to DSHS employees, who 
staffed emergency preparedness and response activities 24 hours a day for weeks in the 
aftermath of the storms. More than 250,000 Hurricane Katrina evacuees arrived in Texas 
needing food, shelter, clothing, and medical care. In the midst of ramped-up efforts to 
meet these needs, DSHS joined with other state and local government agencies to help 
manage the evacuation of 2.5 million residents from a 17-county region along the Gulf 
coast of Texas. Dr. Sanchez considers this sustained and collective effort to be one of the 
most outstanding chapters in the more than 100 years of Texas public health service. 

The American Academy of Family Physicians presented Dr. Sanchez with the 2005 
Public Health Award for his contributions to public health in Texas and beyond. He also 
received the Louis B. Russell Memorial Award in 2004, from the American Heart 
Association for outstanding service to minority populations. 

Dr. Sanchez became commissioner of health in November 2001. He is a board-certified 
family practice physician, actively practicing in Austin from 1992 to 2001. Dr. Sanchez 
also served as health authority and chief medical officer for the Austin-Travis County 
Health and Human Services Department from 1994 to 1998. 

Dr. Sanchez received his medical degree in 1988 from the University of Texas 
Southwestern Medical School and holds master's degrees in Public Health from the UT 
School of Public Health, and in Biomedical Engineering from Duke University. He also 
has bachelor's degrees from Boston University in biomedical engineering and chemistry. 
Dr. Sanchez grew up in Corpus Christi, where he graduated from Mary Carroll High 
School. He is married to Katherine Sanchez and has four children. 

Ken Shine, M.D. 
Executive Vice Chancellor for Health Affairs, The University of Texas System 

Dr. Kenneth I. Shine joined The University of Texas System as Executive Vice 
Chancellor for Health Affairs in November 2003. In that capacity he is responsible for 
the six UT System health components and their aggregate operating budget of almost 
$5.3 billion. 

Dr. Shine, former President of the Institute of Medicine (IOM), was the founding 
Director of the RAND Center for Domestic and International Health Security, where he 
led the Center's efforts to make health a central component of U.S. foreign policy and 
guide the Center's evolving research agenda. Dr. Shine brings to this new role decades
long experience working with international health experts on global issues such as 
emerging infectious illnesses, bioethics, and access to care. Under Dr. Shine's 
leadership, the IOM played an important and visible role in addressing key issues in 
medicine and healthcare. IOM reports on quality of care and patient safety heightened 
national awareness of these issues. IOM researchers led studies on nutrition, food safety, 
and child development, and examined availability and side effects of vaccines. 
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Dr. Shine also focused attention on meeting the healthcare needs of all Americans; he 
organized symposia to underscore the importance of cultural sensitivity in healthcare and 
supported programs to increase immunization rates, decrease use of tobacco among 
adolescents, and improve care of the dying. He emphasized communication of scientific 
findings and recommendations. Under his guidance, IOM staff developed CDs, 
videotapes, guidelines for community-based research, and publications for researchers 
and practitioners, policymakers, and the public. 

Dr. Shine is Professor of Medicine Emeritus at the University of California, Los Angeles 
(UCLA) School of Medicine. A cardiologist and physiologist, he received his M.D. from 
Harvard Medical School in 1961. Before becoming president of the IOM, he was Dean 
and Provost for Medical Sciences at UCLA. Dr. Shine is chair of the Food and Drug 
Administration's Scientific Advisory Committee, and he is a member of the Scientific 
Advisory Committee of the Department of Homeland Security. 

Dr. Shine is also a member of many honorary and academic societies, including Phi Beta 
Kappa and Alpha Omega Alpha, Fellow of the American College of Cardiology and 
American College of Physicians, and was elected to the Institute of Medicine in 1988. 
He served as Chairman of the Council of Deans of the Association of American Medical 
Colleges from 1991-1992, and was President of the American Heart Association from 
1985-1986. 

Juanita Simmons, M.A. 
Executive Director, CareLink 

Juanita M. Simmons is Board Certified by the American College of Health Care 
Executives and received her master's in Organizational Management from the University 
of Phoenix. She also received her Bachelor's in Business Administration from the 
University of Phoenix. Currently she is the Executive Director of the CareLink program 
at the University Health System. CareLink is a health care assistance program for 
uninsured residents of Bexar County. Ms. Simmons is also a member of the Regional 
Advisory Council for Children's Health Insurance Program and a member of the Health 
Care for Every Child Coalition. 

James B. Steinberg, J.D. 
Dean, LBJ School of Public Affairs, The University of Texas at Austin 

James B. Steinberg became dean of the Lyndon B. Johnson School of Public Affairs in 
January 2006. Before joining the school, he was the vice president and director of 
Foreign Policy Studies at the Brookings Institution in Washington, D.C. (2001-2005), 
where he supervised a wide-ranging research program on U.S. foreign policy. 

From December 1996 to August 2000, he served as deputy national security advisor to 
President Bill Clinton. During that period he also served as the president's personal 
representative to the 1998 and 1999 G-8 summits. Prior to becoming deputy national 
security advisor, he served as chief of staff of the U.S. State Department and director of 
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the State Department's policy planning staff ( 1994-1996), and as deputy assistant 
secretary for analysis in the Bureau of Intelligence and Research (1993-1994). 

Steinberg has also been a senior analyst at RAND in Santa Monica, California (1989-
1993), and a senior fellow for U.S. Strategic Policy at the International Institute for 
Strategic Studies in London (1985-1987). He served as Senator Edward Kennedy's 
principal aide for the Senate Armed Services Committee ( 1983-1985); minority counsel, 
U.S. Senate Labor and Human Resources Committee (1981-1983); special assistant to the 
U.S. Assistant Attorney General (Civil Division) (1979-1980); law clerk to Judge David 
L. Bazelon, U.S. Court of Appeals for the D.C. Circuit (1978-1979); and special assistant 
to the assistant secretary for planning and evaluation, U.S. Department of Health, 
Education, and Welfare ( 1977). 

Steinberg received his bachelor's degree from Harvard in 1973 and a J.D. degree from 
Yale Law School in 1978. He is a member of the Washington, D.C. Bar. Steinberg has 
written numerous books and chapters on foreign policy and national security topics, 
including Protecting the American Homeland and An Ever Closer Union: European 
Integration and Its Implications for the Future of U.S.-European Relations. His 
publications on domestic policy include "Urban America: Policy Choices for Los 
Angeles and the Nation," and "Were You Counted?-Civil Rights and the 1990 Census" 
in One Nation Indivisible: The Civil Rights Challenges for the 1990s, published by the 
Citizens' Commission on Civil Rights in 1989. 

David C. Warner, M.P.A., Ph.D. 
Wilbur Cohen Professor, LBJ School of Public Affairs, The University of Texas at 
Austin 

David Warner's major teaching and research interests are in economics, health policy, 
and health finance. A graduate of Princeton University and Syracuse University (Ph.D. 
in economics), he formerly taught at Wayne State University and Yale University and 
was Deputy Director of the Office of Program Analysis of the New York City Health and 
Hospitals Corporation. 

Professor W amer has served as a consultant to a number of organizations in the health 
sector, and for six years was a member of the Board of Directors of Austin's 
Brackenridge Municipal Hospital. In addition, he was Chairman of the Texas Diabetes 
Council from January 1985 to December 1989. He has also served on several editorial 
and advisory boards and been appointed to other state level advisory committees. 

At the LBJ School, Dr. Warner has directed policy research projects on a variety of 
health and mental health topics. Among his publications are Toward New Human Rights, 
more than 40 articles and book chapters, and 16 books, monographs, and policy research 
project reports. He is currently working on projects related to improving health insurance 
coverage, the integration of the U.S. and Mexican health care systems, diabetes policy, 
public health funding, and U.S.-Mexico border health. 
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Nelda Wray, M.P.H., M.D. 
Director Emeritus, Houston Center for Quality of Care and Utilization Studies, 
Houston, Texas 

Nelda Wray is a professor of medicine and medical ethics at the Baylor College of 
Medicine. She was the founding director of the Houston Center for Quality of Care and 
Utilization Studies, a Veterans Affairs Health Services Research and Development 
Center of Excellence. HCQCUS has both a national and international reputation in the 
use of large administrative databases to assess the quality of care and, particularly, the 
statistical analysis of rates of outcomes as markers for the quality of health care. She is 
the past chief of the Section of Health Services Research at the Baylor College of 
Medicine and the past chief research and development officer for the Department of 
Veterans Affairs in Washington, D.C. Dr. Wray has participated in many federally 
funded grants and has published over 95 articles in peer-reviewed literature. 

Dr. Wray is board certified in internal medicine and pulmonary medicine and she also 
serves as an adjunct professor at the University of Texas School of Public Health. As a 
medical student, she.was elected to the Alpha Omega Alpha Honorary Medical 
Fraternity, and she received the American Women's Association Outstanding Medical 
Student Award. Dr. Wray was the first woman chief resident in the Department of 
Medicine (serving Methodist Hospital), and in 1995, she became the first woman 
physician to be named professor of medicine in Baylor's Department of Medicine. Dr. 
Wray is an outstanding clinician educator who participated in the training of a generation 
of Baylor College of Medicine medical students and residents. 

In addition to her academic roles, Dr. Wray has been asked to fill important policy roles. 
In 1994, Dr. Wray served as a Robert Wood Johnson Health policy fellow to Senate 
Majority Leader Robert Dole. In 1995, Governor George W. Bush appointed Dr. Wray 
as chair of the Texas Health Care Information Council, and subsequently, Dr. Wray was 
appointed by Governor Bush to the Texas Board on Aging. In 1997, Dr. Wray was 
appointed by Donna E. Shalala, U.S. Secretary Council (NAC), for the Agency for 
Healthcare Research and Quality. In 1999, Dr. Wray was appointed to the Robert Wood 
Johnson Clinical Scholars Program National Advisory Committee. 

Dr. Wray is the principal investigator and senior author of the study entitled "A 
Randomized, Placebo-Controlled Trial of Arthroscopic Surgery of the Knee" published 
in July 11, 2002, in The New England Journal of Medicine. She is now acting in an 
advisory role to investigators in the United Kingdom, where the NHS is planning to 
replicate this clinical trial. Dr. Wray has received numerous research awards, including 
the 2000 VA Under Secretary for Health's Award for Outstanding Achievement in 
Health Services Research and the 2002 Michael E. DeBakey Award for Excellence in 
Research from the Baylor College of Medicine. 
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Chapter 1. Welcome and Introductions 

"Care That Pays For Itself! 
Community Initiatives to Reduce the Cost of Uncompensated Health Care" 

March 24, 2006 
LBJ School of Public Affairs, Austin, Texas 

David Warner: I am very happy to welcome you today to this conference. First, I 
would like to introduce James Steinberg, the dean of the LBJ School, to do the formal 
welcome, and then I will take you through the program. 

Jim Steinberg has been at the LBJ School since January 2006. From 2001-2005, he was 
the vice president and director of Foreign Policy Studies at the Brookings Institution in 
Washington, D.C. Before that, he was Deputy National Security Advisor for President 
Clinton, and before that was Chief of Staff in the State Department. Earlier in his career, 
he worked in the Office of the Assistant Secretary of Planning and Evaluation at HEW, in 
the '70s for the RAND Corporation, and served on the staff of the Senate Committee of 
Labor and Human Resources. 

James Steinberg: I want to welcome everyone to the LBJ School and to this terrific 
conference that you will be participating in. I want to pay particular tribute to Dave and 
his leadership in the school and also to the St. David's Community Health Foundation, 
which has played a critical role and has been a wonderful partner in this project. 

Genie Nyer has been part of the faculty in this project and this is really the kind of thing 
that the LBJ School is all about: partnering with people in the community and trying to 
take ideas from research and put them into practice. 

It comes out of what we call a policy research project here at the LBJ School that 
involves students and faculty working together on real-world problems, to try to 
contribute to the debate and to make a difference in our communities. This is clearly an 
issue that is very worthy of our attention. 

I am also delighted that we have such a distinguished group of panelists and Dr. Sanchez 
and Dr. Hurley participating. This really represents an effort to bring together a full 
range of perspectives on the problem. 

Uncompensated care is not exactly a new issue. I worked for the Assistant Secretary for 
Planning and Evaluation, Henry Aaron, in the 1970s when the agency had a different 
name. It was then the Department of Health, Education, and Welfare (HEW), and we 
spent a lot of time on this issue as part of the broader problem of the uninsured-how we 
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pay for care in this country. It is a problem we have not dealt with nearly as well as we 
need to. 

I happened to see in the Washington Post yesterday another new study focusing more on 
physicians and charity care. The article recognized that the number of physicians who 
provide charity care has gone down, though interestingly, the largest group of physicians 
who provide charity care are surgeons. That is a reflection of the fact that the hospital 
and emergency room settings are the critical places for uncompensated care and that 
impacts not only the well-being of the individuals who don't have health insurance or 
other ways to pay for their care, but also on the system. 

Although at the end of the day, I'm convinced that we will need to have more systematic 
reforms to try to address this critical problem, we've all seen how difficult systematic 
reform is to try to deal with great pragmatic issues. That you all have identified ways of 
dealing with this problem, part of an imperfect system, is very good. We can't let the 
least be the enemy of the good. This kind of practical work is enormously important. 

We are very proud of and grateful to St. David's because these policy research projects 
have the twin benefits of providing our students with an opportunity to get their hands on 
and understand the real world side of policy-making, but we hope, also, because they are 
real world problems, that they are also contributing to helping deal with the problems that 
our communities are facing. 

So once again, welcome, and thanks for coming to the LBJ School. 

David Warner: Thank you, Jim, and now a word from our sponsor. It is a pleasure to 
introduce Dick Moeller. He is president and CEO of the St. David's Community Health 
Foundation and HealthCare System and he serves as a member of the board of governors 
of the St. David's HealthCare Partnership in Austin. He has held these positions for 18 
months now. Before that, he had a career in high-tech and venture capital. He has a 
bachelor's degree in industrial engineering from UT Arlington and an MBA from 
Harvard. He has worked with Texas Instruments, started a couple of companies on his 
own, and worked in venture capital. 

I just want to say that the St. David's Community Health Foundation has been a perfect 
client in that they gave us a problem, gave us money, and gave us some staff to do a lot of 
the heavy lifting. I am going to say more about Genie Nyer later, but Lisa Kerber has 
really crunched a tremendous amount of data and has made what we have been doing 
compliant with HIP AA, which is no easy task. In addition, Jennifer Folzenlogen has 
been providing expertise on the mental health initiative. 

Dick Moeller: St. David's Community Health Foundation is really excited to have 
everyone here today. We are thrilled to be able to initiate a dialogue about some very 
innovative programs that can have a dramatic effect on health care for the uninsured. 
Thanks to all of the panel members who will be participating this morning and 
throughout the day. 
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As Dr. Warner mentioned, we started over a year ago with a pretty straightforward 
question: Could we, by analyzing the treatment protocols and diagnostic codes of 
uncompensated care that was delivered in our hospitals over the last five years, find 
programs in other places around the country that could both potentially reduce the cost of 
the uncompensated healthcare that our hospitals provide as well as improve the outcomes 
for the patients being treated? 

The exciting thing for us today is to hear in-depth about some of these programs from 
caregivers actually running the programs. This is the result of the year-long project of 
both analyzing data and searching for programs from around the country. Of greatest 
benefit will be the potential dialogue in the work sessions this afternoon after we hear 
about these programs. Our collective challenge will be to find ways in this community to 
fund some of these programs that really have an impact on the delivery of healthcare for 
the uninsured. We're excited about being a partner with the LBJ School and really look 
forward to the outcomes today. 

David Warner: Today's program is in several parts. The first session will be the 
presentation of some specific initiatives that we've identified that seem to pay for 
themselves and also have a good impact on people's health. These will be presented in 
the first panel. 

This afternoon, we'll have breakout sessions for each of those, so there will be a breakout 
session for integrating mental health and primary care, one on 21-day clinics for the 
uninsured post-hospitalization, and one for health respite care and healthcare for 
homeless persons post-hospitalization, and there are draft background papers associated 
with each. In the second panel, Carol Paret is going to talk about what the Hermann 
Memorial Health System is doing in Houston with regard to uninsured persons. We then 
have Dr. Gary Mc Williams and Ms. Juanita Simmons who are going to talk about 
CareLink in San Antonio. 

Next, Dr. Ken Shine is going to talk about what the UT system is doing for the uninsured. 
Then, we are going to have responses from the CEOs of both St. David's and Seton 
HealthCare Systems and the chairman of the board of the Travis County Healthcare 
District. There will be a separate breakout session this afternoon on public-private 
initiatives to deal with the uninsured. Students have prepared draft papers on issues 
related to the seriously mentally ill in Travis County, access to free and low-cost 
pharmaceuticals, and diabetes management to help provide background. 

In addition, in that breakout session, Chuck Begley from the School of Public Health in 
Houston, who is heading up the research project related to the Houston partnership, is 
going to present some of the initiatives that the Houston partnership is doing in 
conjunction with the hospitals, chamber of commerce, and the hospital district. Barbara 
Breier is also going to present the three-share program that they developed in Galveston. 

After the second panel this morning, Dr. Eduardo Sanchez will talk about public health. 
In other words, it is not all about acute medical care, and I think we can count on him to 
raise some important issues with regard to public health. 

5 



Finally, the keynote speaker at lunch will be Dr. Robert Hurley. He is going to talk about 
indigent care ecosystems across communities. He has been working with the Center for 
Health Systems Change in Washington. They have been going to communities, mostly 
big cities, around the country to look at changes due to managed care and due to new 
arrangements as related to levels of coverage. I think he'll help us put a lot of these 
things in context. Then we're going to get reports from each of the workshops, and have 
some time for other questions and issues that people want to raise. 

Let me say something about policy research projects. Basically, policy research projects 
are typically 12 to 15 students and a faculty member. Ideally, you also have a client who 
will provide someone with expertise, a participating faculty member who looks at a 
problem. It is student-run, so students take the initiative, students run the class, with a 
certain amount of guidance, and students produce the report. As an educational 
innovation, it is something that the LBJ School is known for, and generally it has worked 
out well. 
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Chapter 2. Panel on Initiatives that Work 

David Warner: I'd like to introduce PRP student Jayme Meyer, who will introduce the 
first panel. Jayme is a native of New Orleans, Louisiana, who went to the University of 
Texas, was involved in debate, and is still one of the coaches of the UT debate team. 
She's been working on the 21-day clinic project and she has also taken an active part in 
putting together the folders for the conference. 

Jayme Meyer: In our first panel this morning our guests will be telling us about 
innovative community health initiatives. First, let's welcome Dr. Steve Hurd, joining us 
from Grand Junction, Colorado, where he is the executive director of Marillac Clinic. 
Marillac is a safety-net clinic that has undergone a full integration of mental and health 
services. Dr. Hurd is recognized as a leader in this area. 

We also have with us today Peter Doliber. He is the director of community affairs at 
Memorial Health Center in Savannah, Georgia. We also have Reverend Micheal Elliott, 
President and CEO of the Union Mission in Savannah. They are here to talk about their 
experiences with initiatives concerning the homeless in Savannah. 

Our final speaker is Dr. Carol Ashton. She is the executive director of quality care and 
utilization studies and the deputy chief of staff of research at the Houston Veterans 
Administration. She is also a professor of medicine at Baylor College of Medicine. Dr. 
Ashton will discuss the VA hospital's post-discharge clinic as well as a 21-day post
discharge model that is based on the VA clinic. 

Steve Hurd: Thank you for the opportunity to share some of the experiences we've had 
in Grand Junction, Colorado, over the last several years. I am the executive director of 
Marillac Clinic, and before that I was the director of the Integrated Care Program. 
Marillac received a Robert Wood Johnson grant in the year 2000 that lasted for five 
years. The goal of the grant was to integrate primary healthcare with behavioral 
healthcare. Marillac delivers primary care at a site that serves uninsured, low-income 
people. We've been fortunate to be able to be extremely creative working with the 
foundation, as well as other community partners. In terms of how we deliver care, we 
really turned things inside out. Clinicians who had received formal training to do things 
one way had to totally change their culture in order to accomplish the integrated care 
project. 

Let me share a bit more about Marillac Clinic. Marillac is not a federally qualified health 
center. We are a safety-net clinic in the state of Colorado. We are licensed as a 
community health clinic rather than a federally qualified health center. We're sponsored 
by the Sisters of Charity in Leavenworth, Kansas, and we partner with the large, level
two regional hospital in Grand Junction called St. Mary's. This facility is also sponsored 
by the Sisters of Charity, and because we are affiliates under the same organization, we 
are able to exchange data between the outpatient clinic and the hospital. What makes us 
unique is that we work in a laboratory-like setting. We have only one safety-net clinic in 
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town, which is Marillac, and we have only one hospital in town that provides psychiatric 
emergency room and inpatient care. Because we share a common database, we are able 
to track all of the patients who presented at the emergency room and those admitted to the 
psychiatric facility over the course of the project. 

So, this is not a randomized double-blind controlled study, but we feel pretty confident 
about our data, so much that the hospital eventually provided us with continued funding. 
Now, we're able to continue the project even though the Robert Wood Johnson grant has 
expired. 

At Marillac Clinic, we serve those people whose incomes are below 200 percent of the 
federal poverty level. We only serve Mesa County residents. Our county has 
approximately 125,000 people, and approximately 100,000 people live in the valley 
itself. Our medical program serves adults who are uninsured between the age of 18 and 
64. We blend medical and mental health programs together rather than separating them. 
Because we are a safety-net clinic, our dental program accepts people of all ages. We 
treat patients funded by the Consumer Health Initiative, which is a state of Colorado 
project that helps parents access healthcare for their children under the age of 18. 

What prompted our transition into integrated care was a study that we conducted in 1999. 
Using the Patient Health Questionnaire (PHQ)-a popular, well-standardized, reliable 
instrument used throughout the country in primary care settings to assess mental health 
disorders-we compared our data against the data published by Robert Spitzer, who 
helped develop the instrument. We administered the PHQ to 500 consecutive medical 
patients in 1999, and we measured the percentage of people who met threshold DSM-N 
criteria (Diagnostic and Statistical Manual, 4th edition) for diagnosis of emotional 
disorders (see Figure 2.1). 

The patterned bar in Figure 2.1 indicates the Robert Spitzer data, which shows that in a 
typical primary healthcare setting, approximately 30 percent of the people were 
simultaneously functioning with a significant mental health diagnosis. What we found in 
the 1999 study at Marillac was that the percentage was nearly 60--or nearly twice the 
rate Spitzer measured-of the low-income, uninsured population who were functioning 
with a diagnosable mental health disorder. Most of these diagnoses consisted of 
depression and anxiety disorders. 

This instrument is not tailored to diagnose psychotic disorders, but through further 
assessment, we found out that a number of people were affected by psychotic or severe 
mood disorders. Chronic depression and poverty go hand-in-hand with chronic physical 
disease. Because chronic mental health disorders are highly associated with chronic 
disease, treating only one aspect of the patient's presenting problem is really being unfair 
to the patient. 
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Figure 2.1 
Prevalence of Mental Health Problems, Marillac Clinic, 1999, 
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A project like this cannot begin only with clinicians or administrative staff or financial 
staff. All three of these entities have to be at the table and align their incentives, and we 
made sure this happened before we undertook the project. This is something that I would 
recommend for anybody who is thinking of doing an integrated care project. What was 
absolutely key in our capability to achieve full integration was our ability to blend dollars 
upstream before we saw the patient. We were able do this through the Robert Wood 
Johnson Local Initiative Funding Partners Grant. This capability of blending dollars 
before the patient came to the clinic was absolutely crucial to the success of the project. 
When we delivered integrated care, we didn't have to ask whether this was diabetes or 
this was depression. We didn't have to waste time figuring out how to code procedures. 
We didn't have to waste any time having providers worry about productivity or what kind 
of credit they were going to get for this. 

We did count everything that we accomplished to demonstrate to the Robert Wood 
Johnson Foundation that we were delivering integrated care. But, when the patient was 
being seen, we didn't have to figure out who is going to pay for this, who is going to bill, 
or how to code. We simply considered what was is in the best interest of the patient. 
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This planning work is absolutely essential. We found it took us a good two years of 
working together before we developed a completely integrated team. Many cultural 
changes are required of both medical and mental health providers. In reviewing literature 
written in 1992, I would say that Marillac was collaborating at level two prior to 
receiving the Robert Wood Johnson grant. At level 2, we would refer people who might 
complain of an emotional problem or some psychosocial stressor to a clinician out in the 
community. Probably 10 percent of our people, at most, were able find a mental health 
provider. During the course of the grant we were able to move from level two to level 
five. Level five is full and complete integration of medical and mental health services. 
We were proud of the progress that we made over the course of the grant. 

I need to discuss Marillac's guiding philosophy, and again, this has evolved over time. 
Our guiding philosophy is exactly contradictory to the typical way that health care is 
provided now. Let me briefly describe the way I receive my own medical care. 

When I go to my medical provider, there is a medical office assistant who calls out my 
name and escorts me to the exam room. She will interview me and will help me narrow 
down my chief complaint. When the physician comes in, I generally have an opportunity 
to speak for a few seconds before the physician starts to ask questions. Generally, my 
time is restricted to my presenting problem. I think there was an actual research study 
that found that a physician typically listens to the first eight words of the patient before he 
starts to formulate questions. The obvious explanation is that the fee-for-service model 
forces medical providers to deliver care in 10-15 minute appointments. 

Marillac' s philosophy is exactly the opposite. We have found that care is delivered more 
cost-effectively and at a higher quality when providers address as many needs as possible 
under one visit. This is absolutely essential for the successful outcome of the patient and 
the system. 

Low-income, uninsured people have difficulty with transportation and need help to 
navigate their medical needs, their pharmacy needs, their optical needs, their mental 
health needs, and their dental needs. Having to travel to many places in the 
community-like the rest of us have to do-is extremely hard for people with few 
resources. 

So, what we've done at Marillac is to put all five of these services under one roof. We 
are able to deliver all of these services with one visit. Some people might come in with 
one presenting problem and through the health history questionnaire, we discover other 
problems. Initially, they may complain of a sore toe, but during the same visit may see a 
mental health provider, dental provider, and receive their medication all in one visit. 
They walk out of the clinic with a comprehensive treatment plan, and many healthcare 
needs addressed. 

So, again, this flies in the face of the way health care is typically delivered. This 
fundamental difference is the absolutely crucial concept that Marillac understands. 
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I want to describe Marillac Clinic in greater detail. We are not a large team. It doesn't 
take a tremendous amount of resources to deliver integrated care. We have one medical 
director, who is a physician. We have five mid-level providers. We have four mental 
health providers. The annual cost of the mental health staff is approximately $200,000. 
This amounts to a 3:2 ratio in terms of medical to mental health providers. Marillac may 
be unique with respect to how the integrated team is staffed. 

One thing I've found absolutely essential in behavioral health is that the team must have 
a variety of experienced professionals. When the collaborative care concept was initially 
conceptualized, in the early 1990s, family therapists were thought to bring the skills 
needed to work with medical providers. Initially, Marillac hired only family therapists. 
However, as the project evolved, we found we really needed a wide range of skills at the 
behavioral health level, just like the medical providers have different specialty areas 
within the clinic. Another critical discovery is the necessity of bringing psychiatry to the 
clinic. 

Our local community health center, as part of the Robert Wood Johnson grant, helped 
fund part of the psychiatrist's time. The community health center donated additional 
psychiatric time to us. We used psychiatry for complex patients. We generally had the 
psychiatrist perform one face-to-face consultation with a patient, often with a medical 
provider present. The psychiatrist outlined a comprehensive treatment plan during the 
consultation. 

Over the course of the four years, our medical providers and our mental health providers 
became much more confident about our ability to serve extremely complex patients. 
Many people with psychotic and mood disorders can be treated at Marillac rather than 
referring them to the specialty clinic. This is why the community mental health center 
was willing to fund us after the RWJ grant ended. 

I have what I call the Steve Hurd bathroom rule. When I walk into a clinic for the first 
time, I ask where the bathrooms are located. A clinic is likely to achieve full integration 
if the medical and mental health providers have access to the same bathrooms. Our clinic 
is laid out in a square, with medical exam rooms lined up on opposite sides and 
behavioral health along another side. In the middle are bathrooms and spaces for medical 
providers to do their dictation. In the hallways around this is where the spontaneous 
contact occurs between the providers. 

This afternoon I will get into much more detail about how this program was 
implemented. Folks who want to learn the real nuts and bolts of implementing integrated 
care are encouraged to attend this presentation. 

Audience Member: How many square feet does the clinic have? 

Steve Hurd: The clinic has about 5,000 square feet. 

Audience Member: Can you tell us how many patients you see per year? 
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Steve Hurd: We serve about 6,000 patients per year. Robert Wood Johnson asked us 
for deliverables in the grant. I like the word "deliverables" because it has a much more 
positive connotation compared to what I encountered in my previous clinical life with 
Medicaid and Medicare, where their requirements did not always help the patient 
expenence. 

The medical director and I describe ourselves as refugees from the Medicare and 
Medicaid system, and we've wanted to spend the last part of our careers doing things that 
were more meaningful than passing audits, which did not lend to better outcomes for the 
patients. I want to show you our accomplishments over the past four and a half years (see 
Figure 2.2). 

The top line is the amount of patients-this is all Marillac medical patients. You can see 
that prior to starting the RWJ project, 22 percent of our patients would go to the 
emergency room. Part of the reason for this is that we only served the medical problem 
and not the behavioral problem. For example, we treated diabetes, but not the 
accompanying depression. Patients would still use the emergency room to address their 
depression because they didn't have anywhere else to go. Over the course of the study, 
that rate dropped to 13 percent. 

Figure 2.2 
Usage of St. Mary's Services by Marillac's Collaborative Care Patients 
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We counted use of the ER for all medical conditions, not only mental health and 
substance abuse conditions. Any of us can get sick suddenly or have an accident that will 
require us to go to the ER. Similarly, the rate of hospitalization for all Marillac medical 
patients dropped from 9 percent to 4 percent over the four and a half years of the project. 

We have great confidence in these numbers because we have a shared database with the 
hospital that is affiliated with Marillac. This hospital is the only place in the community 
that provides emergency room and inpatient care for psychiatric patients. 

In the last year of the project, we studied the precipitating reason for hospitalization. 
During year four, only 17 percent of the admissions were for mental health or substance 
abuse reasons. We didn't know the precipitating reason prior to the study, but providers 
and the hospital starting feeling pretty good. We were treating a low-income, uninsured 
population with high rates of anxiety and depression. To have only 17 percent of our 
admissions be mental health-related made us proud. 

The affiliated hospital was interested in the cost-effectiveness of the integrated care 
program. They conducted their own analysis with their own data. The project was 
measured between January and April 2003 versus the same months of 2004. They looked 
at the total number of inpatient days for all Marillac patients, and found that the number 
dropped from about 140 days to just around 50 days. The hospital realized that we were 
making a large impact in reducing the amount of unreimbursed care. 

Regarding the amount of mental health hospital days, for the same four-month periods in 
2003 and 2004, the costs assigned to mental healthcare dropped from nearly $350,000 to 
just a little over $100,000. If you annualize this amount, approximately $750,000 in cost 
savings occurred for the hospital. Administrative staff at the hospital continues to 
provide financial support for this project, as the RWJ funding ended in July 2005. 

In January and February 2004, Marillac conducted a quality study. We sampled 500 
consecutive medical patients in the same way we sampled 500 consecutive medical 
patients in 1999. We conducted thorough chart reviews and compared the results of both 
samples. We found that in 1999, mental health providers provided only 16 percent of the 
mental healthcare. The types of problems for which they hadn't received specific 
training overwhelmed the medical staff. In 2004, mental health specialists delivered 48 
percent of the mental health services. 

The clinic transformed its model of service delivery because we had behavioral health 
specialists placed at the location where medical services were being provided. In 1999, 
we provided 5,599 visits. By 2004, we nearly tripled the number of visits to 14,820, 
while increasing the number of medical staff by only 66 percent. Medical providers 
became much more efficient after establishing confidence in the skills of behavioral 
health providers. 

Marillac has six medical providers and four mental health providers. Prior to this talk, I 
was discussing this 3:2 ratio with a person from another program. He indicated that they 
had one behavioral health provider for nine or ten medical providers. I would say that is 
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mighty lean. I don't know how effective or comprehensive a behavioral health provider 
can be in that environment. My concern is that this single provider is putting on Band
aids for the people who experience mental health problems. 

The following shows a model of stepped care. This model comes from Wayne Katon and 
his colleagues at the University of Washington. The whole idea of stepped care is people 
are provided different levels of care based on the complexity of their diagnoses. 

• Step I: Screening, diagnostic, and preventative services; parental education. 

• Step 2: Active treatment in primary care, involvement of care-giver and allied 
health professional to prevent relapse. 

• Step 3: Psychiatric consultation at the primary-care setting when emotional or 
behavioral problems persists or complications occur. 

• Step 4: Referral to specialty setting for highly complex presentations or when 
poor outcomes occur at Step 3. 

People with a relatively simple diagnosis who present with a mild mental health disorder 
receive step I care. Step 2 care is where you begin the integrated care approach. Step 3 
occurs when psychiatric consultation is required because the patient presents with a 
complex mental illness. Step 4 involves an out-of-clinic referral to a specialty clinic like 
a community mental health center. The specialty clinic can provide assertive outreach 
and community support that is beyond the capability of an outpatient clinic. Complex 
care can start at level 3 or level 4, based upon our assessment. 

Getting back to Marillac's 2004 quality study, we found in 1999 that complexity of 
diagnosis was not at all related to the amount of mental health services provided to the 
patient. By 2004, the integrated care program had matured. A variety of behavioral 
health providers-including psychiatric consultation-were available to provide mental 
health care in the medical exam room. We evolved to a model of stepped care by 
titrating the dosage of mental healthcare according to the level of patient complexity. 

With psychiatry involved, we became more sophisticated about treating people with 
severe thought and mood disorders in an outpatient setting. Also, as people stabilized in 
the specialty clinic, they were referred back to Marillac. Our team felt good about using 
our resources wisely. 

We have three journal publications to date, and we recently submitted our quality study 
to a nationally distributed peer-reviewed journal. We hope this data will be published 
soon. 

Micheal Elliott: Good morning. I am a Baptist minister and I'm the president and CEO 
of Union Mission, which is a series of homeless services in Savannah, Georgia. 

In the mid '90s, I was in the courtyard of our men's shelter one day, and I noticed that 
there were a lot of sick people there. There was a guy with his head bandaged, there was 
a guy that was hacking and spitting, and there was a guy that was scratching some sore 
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that had a bandage on it. There were all of these sick people, and I looked at them and I 
said, "You guys should go to the hospital." 

Now, I erroneously thought at the time that the purpose of the hospital was to make 
people well. That is not the purpose of a hospital. The purpose of a hospital is to manage 
someone's illness in a cost-effective manner that has a positive impact to the hospital's 
bottom line. 

That's important to know. Had I known that, I would not have sent all of these homeless 
folks to the emergency room so they could get well. The hospital sent them back. Now, 
as I said I am a Baptist minister, and there is a great phrase in the Old Testament, 
"righteous indignation," and I had it. So I sent them back to the hospital again. The 
hospital sent them back. Now I was mad, so I sent them back again, and the hospital sent 
them back again. There was one guy named Keith. He was a homeless, mentally ill, 
Vietnam veteran with lupus, and he was the sickest of the bunch. I sent him back a fourth 
time. The hospital sent him back the fourth time. On the fifth time, I said, "I need to 
intervene; let me call the CEO of the hospital and we can work this out CEO to CEO." 
He did not take my call. 

There is a great law in the United States that if you have a heart attack and you present 
yourself in the emergency room, they have to give you a complete and thorough physical. 
So, the next morning, about 50 homeless people showed up with heart attack symptoms 
all at the same time. 

The CEO of the hospital called me immediately. We had our first meeting. I was armed 
with information from a study that was done in New York indicating that the homeless 
stay hospitalized 4.1 more days than other patients. There are a couple of reasons. 
Homeless people are sicker when they get to the hospital. That is one part of it. Also, 
once they are admitted, they don't want to give up things like the TV remote control so 
they figure out ways to stay longer. So in a conversation with the president and CEO of 
the hospital, I said, "We can build a better mousetrap here," and he said, "Let's test this 
theory." 

He gave me seed money to do a series of shelter-based clinics throughout our community 
and we measured the utilization of the ED during that demonstration period. We came up 
with a figure of the cost of ED visits and we attached that to the end of reductions. 

At the end of the period, we saved the hospital $2 million in unnecessary ED visits for 
homeless folks. He said, "I like this." I said, "Your real savings are going to be on the 
inpatient side because the study from New York said the average hospitalization costs 
hospitals $1,600 per day." 

And so we built a 32-bed respite care facility; our program is both inpatient and 
outpatient. There are a couple of ways to access the respite care beds. One is a series of 
shelter-based clinics. We capture people who are sick in the shelters and redirect them to 
J.C. Lewis Health Center, a primary care center for homeless folks, and then we calculate 
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the savings compared to the costs that the hospital would have incurred if they had gone 
to the hospital. The other way is hospital discharge. 

Obviously, homeless folks are still going to access EDs, but now the hospital has an 
appropriate place to send these folks upon discharge. Most hospitals have an interesting 
policy on homeless discharge. It is called shelter dumps. They dump these patients into 
the shelter, or ifthe shelters can't take them, they dump them across from the shelter, 
because the hospitals are supposed to have an address to discharge folks to. Now, we 
have addressed that, so they can send them to the respite center where we calculate the 
savings to the hospital. In time, we got an RWJ grant that made the hospital feel good 
because it brought notoriety. And the hospital CEO decided to allocate a staff person to 
work with the homeless folks; that would be Peter Doliber. 

When Peter and I met, he came into my office the first time and said, "I am the principal 
funder of this program and this is what we're going to do." I called the CEO of the 
hospital and I said, ''Take this guy back, he's terrible." Nevertheless, Peter and I have 
since become great friends and partners because he's been able to take the economic 
argument that we've made to the next level. So with that, I turn it over to Peter. 

Peter Doliber: Mike and I come from very divergent backgrounds, but what has 
happened through this partnership has not only mutually benefited us; it is like oil and 
vinegar that has become a fine vinaigrette. We have been able to translate information 
from one culture to another, because we're able to take the information that happens on 
the social service delivery side and unscramble it into something that the hospital 
administration board can accept; and it may be able to take something that the board 
wants done and translate that back into a way we can share and work with it. 

My job, as I see it, is to help things like that happen and move them forward, so I want to 
quickly walk you through a history of how we got this far. I want to walk you through 
the numbers. This is only to prove back to the hospital the savings to the hospital at cost. 
Hospitals don't like to talk about what things cost or talk about RCCs, and they don't like 
the fact that people find out it costs a lot less than what they're charging because it gets 
complicated. By the same token, when you are working with the board, who are business 
people, you have to put things into those terms, so Mike and I made compromises. 

One of the compromises was that we have fixed costs to specific events. The costs were 
accepted by the hospital-reluctantly accepted by Micheal only because they're so 
understated-but it gives us an opportunity to prove back to the hospital that we're really 
giving something. See Table 2.1-the 1.8 million comes from 2004 figures and it is 
different for 2005-we didn't have final 2005 figures yet. This is based on $375,000 
yearly investment with a $1.8 million return. Let that sink in for a second, $375,000 and 
$1.8 million. And it is so grossly understated it is not even funny. 
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Table 2.1 
J.C. Lewis Health Center Savings Based on Hospital Costs, 2004 

Hospital Referred Admissions: 
$350,304 $960.00 per day x 89 patients x 4.1 days 

Shelter- Based Admissions: 
$885,132 $1,300 first day x 207 patients 207 + 3.1 x $960 

Diverted Emergency Department Visits: 
$227,500 $350 per visit x 650 patients 

Health Care Encounters: 
$345,800 $50 oer visit x 6,916 encounters 

TOTAL $1,808,736 

Here's how we do it. We take hospital-referred admissions. This is the 4.1 days Micheal 
talked about. What I did with our folks in the hospital is I figured from day four forward, 
what does an indigent inpatient person cost us? It's much more than $960, but I had to 
get the CEO to agree to $960, which is maybe $500-$600 less than it should be, but we 
agreed to that. So, in 2004, we referred 89 patients from the hospital directly to J.C. 
Lewis. So, $960 a day at 89 patients at 4.1 days is $350,000. 

Next, we have the shelter-based admissions. These are people who come right from the 
shelter to the center and bypass the emergency department. Now, there is criteria we use 
because the hospital is very strict. We have a strict criteria of what defines this person. 
But, we saved $350 the first day, which is still grossly understated. Then, we have the 
$960 for the next 3.1 days. 

Also, when we.started these numbers were flipped and had about 330 people a year 
coming from the hospitals and not from the shelters. Now it is opposite. In fact, that is 
one of the things we had to work through, we started with 24 people in 12 rooms, and we 
couldn't get people out of there fast enough to put the next people in. After about two 
years, we had empty beds and went into the next phase. Taking care of people with 
primary care keeping them out of the hospital, this is flipped, so this is the $885,000. 

Next we see emergency department visits. We looked at, again, very strict criteria. 
Someone who didn't go to the emergency department: $350 for a cost. Can anyone tell 
me that a visit to the emergency department costs only $350 to the hospital? That is so 
understated that it is embarrassing to show, but that is the number I could get everybody 
to agree to on our end, $350 times 650 patients equals $227 ,500. 

Healthcare encounters is the primary care piece. Anybody who is at any primary care 
facility would find it very hard to do a health encounter for $50 at cost, but that is the 
number that we agreed to. So $50 times 6,916 encounters totals $345,800. 

I can sell that back to the board of directors because the numbers are so conservative. 
When they do have a conversation, they say, "Does it really cost $350?" "No, it really 
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costs $750, be quiet." So this works: $375,000, $1.8 million. That's what we sell back 
to the hospital to continue. 

The next data I want to discuss are based upon a form we use on charges. The hospital 
gave the J.C. Lewis Center a computer program that is a charge master program. We put 
it in and we trained the staff how to work with coding, and we did this purposefully 
because we felt we had to. Georgia has no regulations over what we do. I think we're 
considered a day shelter. There is no consensus of what we can and can't do, but we felt 
it was imperative that we handle it as though we were under JCAHO accreditation, so the 
charts, the reviews, the audits, and the recordkeeping is standard and level. It does add 
time, but it also gives us credibility and access to more information in the future. We are 
ready for whatever may come down the line. 

This charge system is based upon average charges of physician practices within our area. 
It, again, is still understated. We have been doing this for five years now, I think, with 
this system, and I've only updated it once. Those of you who work in this world know 
you update at least annually if not every six months, so, again, very understated, but we 
determined respite care ancillary was $7 .9 million in charges. That's $7 .9 million that 
did not end up in the hospital's door. 

Hospitals love, on one hand, to say we had $100 million in uncompensated care this year. 
It cost us $3 million, and we had $100 million in uncompensated care. On the other 
hand, they want to say you only saved $1.8 million. Again, understated-$ 7.9 million 
worth of care that didn't show up in the $100 million of uncompensated care in the 
hospital. When you add in charges for case management services, cancer screening, 
behavioral health, dental services, and HIV I AIDS care, the total of averted charges 
amounts to $9 million. 

When we started with the respite care, just like Micheal said, the concept was that we 
have people who are hurting and not getting appropriate care. I appreciate that what 
Micheal didn't talk about was the people we were dropping off across the state line. He 
didn't tell you about the people sitting in the emergency department having an aneurism, 
having a real heart attack, or a stroke, while people were coming in and being taken care 
of before them. He didn't tell you about the people we lost in the hospital. That is the 
way hospitals operate with people that they don't want to see. We changed that picture, 
thanks to the work that we do. 

We started with respite care because our first, most immediate need was to get these 
people care and get them out of there where they could get better, more appropriate care. 
It allows us to reach people at their most vulnerable point, the ones we otherwise would 
not normally reach. 

We don't have statistics, but we know that we had people who were homeless and not 
within our system, but within our area, who got sick and came in. They saw the love and 
compassion, and that we were able to accept them. But, then we realized there is more to 
a person than just the absence of disease, and there is more than one disease per person. 
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Nobody has siloed. The program can't be siloed, so we grew into cancer screening; we 
grew into behavioral health. Behavioral health is probably now the larger part of what 
we do, and we wrap that around primary care services, like Steve discussed. When a 
person comes in with a scratch or a cut or a headache, that is the starting point, not the 
ending point. These numbers all demonstrate what it is worth in dollars not showing up 
at the doorstep of the hospital. 

You've got a person in behavioral health and you've got them in treatment and under 
care. What we haven't even begun to measure yet is what we have avoided from the 
people if they had no care. This is so low and conservative; it is amazingly low and yet, 
it is still significant. 

What we did from the hospital side, taking the model that Micheal had done, we now 
worked out across the community. What we're doing with Micheal's leadership and our 
behind-the-scenes work is building a network within the community that strengthens and 
serves and de-silos our community and truly creates a safe haven for people. 

With an annual investment of $375,000, Union Mission provided $11 million in annual 
cost savings. Memorial Hospital also started the Community Healthcare Center, which is 
a primary care facility, and turned $250,000 of costs into an estimated $1 million in 
savings to Memorial. That is a big number, but it is partly due to MedBank. MedBank 
helps people get pharmaceuticals. We give them $60,000 and the organization provides 
$3.7 million of free medications, a savings that doesn't take into account people that are 
chronically ill on medications who don't come into the hospital. That is just the 
pharmacy value. 

The behavioral health collaborative between Memorial and Union Mission has leveraged 
$2 million in state funds into $20 million in services. These services, in turn, are 
leveraged because the people that Mike and his folks take care of no longer show up on 
our doorstep. We have the only freestanding behavioral health hospital in our region. 
We have dropped from 94 beds to 22 beds, and it is not because of stopped services. It's 
because Mike is taking care of the people. 

The Continuing Care Coordinator Program is the internal program that we use. These are 
folks placed in the emergency departments that seek out people that come in without a 
primary care provider. They get with them between the physician visit and discharge to 
find out: Why are you here? Why don't you have a primary care home? What are your 
barriers to access? Then, we educate them as to what services they can get. 

We measure from when that person had the intervention and 6 and 12 months prior to 
that. How often do they use the hospital and what were the average charges for that time 
period? Then we look 6 and 12 months post, and we find $6 million in savings, from a 
$350,000 investment: $6 million saved when people didn't come back because we 
educated them. 

The piece that Mike and I would like to leave you with is that there is a way to bring back 
to the various parties that you have to work with that care can pay for itself. You can 
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make an investment in the community and you can get a hard line return that is 
quantitative. You can also get a qualitative return in what happens in people's lives. The 
qualitative return is most important, but the quantitative return is what allows you to 
sustain yourself. 

Hospitals generally do not work well with the public health side. Public health generally 
does not work well with the hospital side. We could probably have a whole class on why 
that is the case. Bottom line of it is: public health is trying to stop people from getting 
sick and hospitals are trying to keep people from spending too much money while they 
are. I am not trying to be critical of either one, it is just the culture they have grown. If 
we want to marry those viewpoints, we have to find where the overlap is. The overlap 
we found is that Micheal has people that need care and deserve care, and the hospital has 
people that cost them too much money. 

So, we continue to put it into terms of care provided/cost saved. That allows us to grow 
and expand and look for ways we can serve. It is snowballing in the community and 
happening beyond the J.C. Lewis Center. It is a community effort to link everybody 
together. 

Three weeks ago we launched a program called the Care Navigator Program. We are 
electronically linking five facilities in the community that serve indigent individuals, and 
we can track them individually for what services they receive, when they receive them, 
and where they have been. They have an individual that works with them not only for 
medical concerns but also the whole host of social services in the community. It also 
allows to us to measure what we are missing when we do this. Thank you for your time. 

Carol Ashton: I am going to talk about the problem of unplanned early readmission and 
a potential solution that we have been exploring at the Houston Veteran Affairs Medical 
Center. 

The first thing I would like to say is that unplanned readmission is a problem that affects 
not only people who have to pay for their own care, but also those who have no health 
insurance. In fact, it is one of the most common factors that drive up hospital care costs 
in this country. It is a very thorny problem. 

When I finished my medical education and went on staff at the Houston VA Medical 
Center back in the early '80s, the problem I started working on was the problem of early 
readmission. The Houston VA is one of the five largest V As in the country. There are 
160 medical centers throughout the country, and they are part of the safety-net system. 

We did a survey in the early 1980s and found that 35 to 49 percent of the patients who 
were in those medical beds had been hospitalized within the prior six months. This 
recurrent admission problem is not only a factor in VA Medical Centers. When you go to 
the literature, you find that one of the major drivers of healthcare costs is patients who are 
recurrently admitted to the hospital. 
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What I am going to cover today is a little bit of background, the period for greatest risk 
for early readmission, some causes, some proven ways to reduce the risk for readmission, 
how we run the 21-day post-discharge clinic at the Houston VA, and then some critical 
elements for an Austin trial of a 21-day clinic. 

As to the risk for early unplanned readmission, when I say the word "early," I mean 
within 30 days. And, when I say "unplanned" that means that the readmission occurs not 
as a part of a planned set of sequential hospitalizations. 

The risk for readmission varies greatly by the patient's primary diagnosis, and that is also 
interwoven with how effective medical treatments for the conditions are. Heart failure is 
the largest health problem driving readmissions in the entire country. In fact, heart 
failure is the number one discharge diagnosis among our 42 million Medicare 
beneficiaries. It is also the diagnosis that incurs the greatest risk for readmission. In fact, 
in the Medicare population a few years ago, 21 percent of beneficiaries who were 
hospitalized for heart failure in Alabama returned to the hospital for another stay within a 
month. 

Psychiatric stays are also frequently followed by readmissions. In some studies the 30-
day readmission rate after a psych stay is 7 percent; in other studies it is 17 percent. 

The greatest risk for readmission is right after discharge. I think most clinicians would 
say that, after about 30 days after the hospitalization it is harder and harder to attribute 
the patient's deterioration or return to the hospital to something that happened either in 
the immediate post-discharge period or during the prior stay. 

When I was a medical resident and we saw the same patients over and over again, we 
would always think something happened or failed to happen during the prior stay that 
could have kept the patient out of the hospital. We spent a lot of time reviewing the 
extant literature and doing our own studies to try to determine whether or not we were 
right. 

So let's go to remediable causes of early readmission. There are probably 500 studies on 
readmission and most of them are descriptive rather than analytical studies of causes of 
readmission. Few of them are experimental. 

Colleagues and I from the VA did a study in 12 VA Medical Centers in the southwest in 
which we tried to use the best methods we could to test our hypothesis that something 
happened or didn't happen during the prior stay that drove the risk for readmission. We 
took that tack, because if it were true, then we might be able to reduce the risk for 
readmission by changing something during the prior stay. 

In fact, our 12-hospital study showed that for heart failure patients in our hospital system, 
one out of five readmissions within 14 days were attributable to something that failed to 
happen or did happen during the prior stay. Generally, it was being discharged before the 
patient was clinically stable. Since we conducted this study, prospective payment and 
other kinds of systems that shorten hospital stays have been instituted. We have really 
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started to use the hospital not as a place to get better, but as a place to manage a crisis. 
Then we transfer the patient to some other kind of safety-net system. 

The reason I bring up the issue of quality of care during the prior stay is that to the extent 
that you have control over quality of care during the index stay, for example, by using 
clinical pathways to control what happens, you can make sure that things happen the best 
possible way for the patient. This may reduce readmission risk. 

When you go to the literature to look for interventions that have been tested in 
standardized randomized control trials as ways to reduce readmissions, there are not 
many there. Yet, if you are a payer facing a decision about instituting a new intervention, 
like the 21-day post-discharge clinic, you would like assurance from the literature that 
you will not be wasting your money. 

So here is what we know about interventions to reduce readmission. Believe it or not, the 
time-honored approach of discharge planning in a recent systematic review done by the 
Cochrane collaboration was found to have no real effect in reducing readmission. If there 
is an effect of discharge planning it is a very small effect, and it probably works best in 
preventing very early readmission. I am not saying we should cancel discharge-planning 
processes, but I am saying we need to be looking at this effort with a more skeptical eye. 

A randomized controlled trial came out in 2004. This study included heart failure 
patients over the age of 55. The intervention linked comprehensive discharge planning to 
post-discharge support, and found a reduction in readmission risks by 25 percent. The 
study design is very strong and the findings are believable. I was greatly comforted by 
this. 

In fact, most of the experimental work in reducing readmissions has been done in patients 
treated for heart failure and, in fact, post-discharge support systems seem to work. In 
some studies, just calling people after discharge or sending a pharmacist out to the house 
to look at the medication regimen in heart failure patients reduces readmissions. 

When we turn to the Houston VA's 21-day post-discharge clinic, the clinic that we are 
talking about is in the general medicine section that takes care of 6,000-7 ,000 unique 
patients. 

This is the general medicine outpatient teaching clinic for residents-we are a major 
teaching affiliate of Baylor College of Medicine. There are five or six staff physicians 
who precept medical residents and also take care of their own panels of patients. But, we 
have a situation where these residents not only are trainees, but they have many, many 
obligations all across the Baylor system. Some are rotating; they are not at the clinic all 
the time. They're there a half-day a week. This can cause a problem with continuity of 
care that is especially important for recently discharged patients. 

Although we take care of many veterans who have service-related illnesses or injuries, 
most of the people in our VA clinic are, in fact, medically indigent. The VA is a safety
net provider. Our patients tend to be of low socioeconomic status even if they have 
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health insurance. And, they have great amounts of medical co-morbidity; they have five, 
six, seven chronic illnesses, take a lot of medication, and are extraordinarily complex. 
When somebody like that is admitted to the hospital, they are ill and complex, and 
serious things happen inside the hospital. The patient is then discharged to the hands of 
the outpatient provider who faces a big challenge in trying to figure out what exactly is 
the status of this patient right now and what happened during the prior stay. 

One of the benefits that we have in the VA system is that we have fully electronic 
medical records, and those records are integrated across the inpatient and outpatient 
setting. So, if a patient is discharged from the hospital and sent to me in the clinic, all I 
have to do is type in the last four digits of the identification number and I can see the 
entire hospital record, including test results, doctors' notes, and the discharge summary. 

When Katrina hit New Orleans and displaced all of the veterans using large VA facilities, 
we were able to take them into the VA system and care for them easily because we had 
their medical records. The VA medical records system is a world leader. 

Any 21-day post-discharge clinic that tries to operate without access to what happened 
during the prior stay is doomed to failure. Patients don't know what happened to them in 
the hospital. None of us would know the details if we were hospitalized, let alone people 
who have issues with low socioeconomic status and incomplete understanding of the 
medical system. 

We had to establish this 21-day clinic because our providers are working over capacity 
already. If you have to string along somebody who is recently discharged from a · 
hospitalization for 30, 60, or 90 days until the next available clinic appointment, you 
would certainly lose the gains achieved during the hospitalization and increase the risk 
for readmission. Our 21-day clinic can also shorten the length of stay because the 
upstairs provider can call the post-discharge provider and say, ''This patient needs a lab 
test in a few days. Can you handle that?" 

We can work with the inpatient doctors to shorten length of stay because we can provide 
the observation that patients need post-discharge. A physician assistant staffs the post
discharge clinic. He works in an area where many primary care doctors are working so 
he is able to get help, if needed, with a complex patient. 

When we see patients in the 21-day clinic, we find patients who didn't get their 
prescriptions filled, for whatever reason, or they are not taking the doses ordered. 
Sometimes they're taking twice as much because they're trying to be compliant. They 
had a whole bag of medication before they entered the hospital and now they have 
another bag and it can get very confusing for them. When people are put on diuretics for 
heart failure, for example, they get out of whack because the doses could not have been 
adjusted properly in the hospital because of the short stay. These are the kind of issues 
that drive readmission to the hospital and can be handled in the post-discharge clinic. 

This clinic is meant to be an easy way--easy is the operative word here-for people to 
access health information or information about themselves and the health provider. The 
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patient should have an appointment in hand for the 21-day clinic when he leaves the 
hospital because there is this thing called rationing by inconvenience. Have you ever 
tried to call a VA hospital? Now, we've tried to make it as easy as possible, but we have 
3,000 employees at the Houston VA. It is a tough system to navigate. So research by my 
colleagues shows that if you give the patient an appointment when he leaves the hospital, 
it reduces the no-show rate from 25 percent to about 13 or 14 percent. In the clinic you 
are considering setting up, it would be great if the patient had phone access and referral 
webs. This has to be worked out beforehand so you can work out problems of 
homelessness, other kinds of crisis management, lab test needs, and so forth. 

Because there are investments made in any 21-day clinic system, the purpose and goals 
must be clearly set out. Since all of us are struggling with the same thing, to the extent 
that we can contribute to the medical literature and describe our experiences we can learn 
from one another across this country. As an egghead researcher, I am advocating for 
formal evaluation and sunset clauses to be built into initiatives of something like 21-day 
clinic initiatives. We need to go on to something else if it doesn't work. Thank you very 
much. 

Audience Member: I have a question for the first speaker, Dr. Hurd. Why did you opt 
not to do an FQHC at your clinic? 

Steve Hurd: Because we are sponsored by the Sisters of Charity. We have a unique 
arrangement in Mesa County. People with Medicaid are able to access any medical 
provider in my county because of the close relationship between the independent 
physicians association and a large managed care organization. Medicaid patients are able 
to access anyone in the community because providers receive the same rate of 
reimbursement as they would receive treating a commercial patient. 

We have no desire to replicate or compete with any other entity. We are strictly a safety
net clinic. Our philosophy is to serve those who have no other access to care. We 
believe that the regulations and requirements in becoming an FQHC would stifle our 
creativity. We enjoy the flexibility that funding from foundations gives us. 

Audience Member: Your answer prompts a second question, which may be more 
interesting, actually. How did you get Medicaid to reimburse at a commercial rate? 

Steve Hurd: One of the early HMOs was established in Mesa County in 1974. This 
HMO has a unique arrangement with the state of Colorado. The HMO manages the 
healthcare benefit for Medicaid patients in Mesa County. This HMO has a penetration 
rate of about 62 percent of all of Mesa County being covered by the plan. 

The two negotiated a better rate because of the administrative cost offset. In our 
community, there is HMO Medicaid and state Medicaid. Our goal is to convert as many 
Medicaid recipients as possible into HMO Medicaid. 

Audience Member: For Dr. Ashton, on your 21-day discharge clinic, do you have any 
cost data or cost savings that has resulted from the VA having that? 
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Carol Ashton: We have not analyzed the clinic in a formal way at this point because we 
can't imagine a world without that clinic. Regardless of what it would show, we have the 
administrative latitude to create that clinic, and as long as it appears to us to keep people 
out of the hospital, we will continue it. 

Now, as far as costs go in the VA, I think the last data I saw showed that the cost for a 
new patient stay in a VA hospital ranged between $1,200-1,600 a day, and so it is not to 
say that we're not interested in reducing costs and keeping our costs under control, but I 
don't have any data for you. 

Audience Member: For those of you doing integrated behavioral care, I want to know if 
you are able to find staff trained in the model or if you have to train them yourselves? 

Steve Hurd: I can guarantee you; I was not trained in this model. I was trained in the 
'70s in the very conventional way. I would hang a "Do Not Disturb, Psychotherapy 
Session in Progress" sign on the outside of my door. Working in a medical clinic is 
extremely different. Everything occurs spontaneously and with many interruptions 
during the day. 

At the clinic, we have a rule that no session is uninterruptible. Interventions occur at the 
time the patient presents a problem. There were many times I would see more than one 
patient at once. I would be in the middle of one session and a primary care provider 
might bring me in to meet another patient who has just expressed an emotional concern. 
I'll interrupt the session I am in and meet that new patient. Because most of our patients 
have been the beneficiaries of integrated care, they do not complain about interruptions. 
They understand that someone else is in higher need than they are at that time. 

Training in the integrated care model is much more than learning in an educational 
setting. Training occurs in the context and culture of the clinic. We would love to have 
students come to our clinic and learn how we do this, but a unique culture develops at 
every clinic in terms of how integrated care occurs. Medical providers are used to being 
interrupted and mental health providers are not. Medical providers had difficulty 
appreciating how much time was spent ''just talking." Medical providers would joke 
about the secret codes and handshakes that made mental health counseling so mysterious 
to them. 

Micheal Elliott: Most training occurs in silos and most service delivery occurs in silos. 
So, we have to be very deliberate about tearing these silos down. 

Peter Doliber: It has helped to watch what Micheal has had to go through in personnel 
changes to find the right person. You must find people who genuinely care and that is 
true on the hospital side as well as the respite care side. It works best when the people 
have a passion to help others. It is easier for them to change their way of thinking about 
what works well and it goes beyond what we ever planned because it takes a life of its 
own, and the ideas and the concepts for change come out from those people. 
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Chapter 3. Panel on Texas Perspectives 

David Warner: Becky Pastner will introduce the next panel. Becky is originally from 
Burlington, Vermont, is a graduate of Haverford College, and worked for nonprofits in 
Austin before coming to the LBJ School. In the policy research project, she has been 
working on the integrated care model and she has also taken the responsibility of being 
the coordinator of this conference. 

Becky Pastner: Now that our first panel has provided us with a national perspective on 
several innovative programs that exist, let's tum our focus to Texas. This morning, our 
second panel will address the issues at hand from a Texas perspective. 

Our first speaker is Carol Paret, who is the vice president of Hermann Memorial 
Healthcare System. She will be addressing initiatives that the hospital system is taking to 
provide effective services to the uninsured. 

Second, we will hear from Juanita Simmons and Dr. Gary McWilliams from CareLink in 
San Antonio. They will discuss how CareLink has extended coverage to the working 
poor just under and just above the poverty line in San Antonio. 

Our next speaker will be Dr. Ken Shine, executive vice chancellor for health affairs for 
the University of Texas System. Dr. Shine, who formerly was the president of the 
Institute of Medicine and earlier was dean of the UCLA Medical School, is recognized as 
a national expert in many areas including patient safety and coverage issues. He will 
discuss the role the University of Texas plays in covering the uninsured across the state 
and talk about the UT System Task Force on the Uninsured. 

Following remarks by the speakers, there will be brief comments from an Austin 
perspective from Jon Foster, president and CEO of St. David's HealthCare Partnership, 
Jesus Garza, executive vice president and chief operating officer for Seton HealthCare 
Network, and Clarke Heidrick, who is an attorney and chairman of the board of the 
Travis County Healthcare District. Thanks to all of you for participating in our panel 
today. Following the remarks and comments, Professor Warner will moderate questions 
and answers. 

Carol Paret: Through eight months of our fiscal year, $145 million of costs, not 
charges, have been incurred in charity care and bad debt. That number is well north of 
our budget and was tremendously increased from last year. The impact and drain on the 
system of safety-net providers in the community is becoming unbearable. 

Memorial Hermann has a couple of tiers of response to the uninsured. One is what we 
are doing directly to address these issues, and the other is what we are going to do in 
working collaboratively with the community. Let's explore a couple of our direct 
responses. 
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We've opened what we call a cash clinic model. It is a $45 cash model. You come in 
and know what your cost is going to be. We also want, unlike many of the models out 
there, to be your medical home. It is not urgent care; it is a continuity model. 

We want to deal with your diabetes. We want to deal with your high blood pressure. It is 
a mid-level practitioner-driven seven-day-a-week model. We're open from 8:00 a.m. to 
7:00 p.m. weekdays and from 9:00 a.m. to 3:00 p.m. weekends. If the practitioner needs 
any lab work or an injection that falls outside of the $45 fee, the costs are discussed with 
the patient. The patient has the right to say I can or can't afford that $10 today for that 
lab test. What we see is our patients are very responsible. If they can't afford it today, 
they'll be back in at payday to get it. We also discuss the prescription costs. 

A lot of uninsured don't see themselves as indigent-they may make $40,000-$50,000 a 
year. But, healthcare costs can be out of their control. When you go to the physician, 
you don't know whether it is a $50 visit or $150 visit. You walk out with three 
prescriptions; you don't know whether you have $30 in medications or $300. Our 
patients know. There are very candid conversations with these providers. If the patient 
cannot afford multiple medications, they ask which one is most important or if there is a 
cheaper alternative. 

Engaging people who are in a cash market for healthcare in the decision-making process 
enhances care delivery. It has been a very popular model. I am involved in a number of 
clinics and get my share of patient complaints. I've had one complaint in two years 
operating this model. Patients like it, they are engaged in their care, and they are very 
responsible when brought into the decision-making process. 

The price point of $45 was set that so with 1,000 visits a month, the clinic would break 
even. We don't need to make money on it; that is not our intent. Our intent is to provide 
this service in a sustainable fashion. 

We're opening a second clinic in May. Memorial Hermann has been successful in 
getting federal dollars to cover the build-out of the space and the equipment. Memorial 
Hermann supports operational loss in the first year or so until the clinic achieves the 
volume. 

When we think about Houston, there is a private sector for folks who are insured, and 
second, we are increasing the infrastructure for the indigent population. This model is 
intended to fill that middle gap in the community for the uninsured but not indigent 
population. 

Our first clinic was located very close to one of our hospitals. We anticipated a flow 
from our ER. I will tell you that is one of the worst assumptions I have made in my 
career. Patients don't flow from the ER. Instead, the clinic is growing like a typical 
medical practice by word of mouth. 

Another operational model that I hold near and dear to my heart and is certainly not a 
new concept is school-based health. We run five school-based health centers and a 
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mobile dental van serving 17 ,000 students on 23 campuses. Comprehensive integrated 
mental, medical, and dental services are provided on a full-time year-round basis. We 
typically bring a mobile building on a campus at a cost of $80,000. We have a dental 
van that travels from center to center. The need is massive. In schools served by the 
centers, those 23 schools, 73 percent of the student population is uninsured. The percent 
is in the high 90s for free and reduced lunch, a major indicator of poverty. We provide 
about 33,000 visits a year. 

But visits are not the way we measure our impact. I can show you reductions in ER 
visits, I can show you reductions in asthma exacerbations, but the critical component is 
the linkage to education. This is the way we break the poverty cycle-we all know it is 
education. 

When kids get basic mental and physical healthcare needs met, they do better in school. 
You can't learn if you' re not in a position to learn and you' re not in school. It is an 
absolute tragedy in this state that kids go without basic healthcare when we want to 
improve education. Education can't work if the kids aren't in school, so let's provide the 
basic care to get them there. 

For $250,000 a year, we can have this impact. And we need to have more of them. 
Memorial Hermann would open 12 more today in HISD alone if the funding was 
available. There are over 13 school districts in the greater Houston metropolitan area; 
many of them need the same healthcare services for their students. It is the simple things; 
we know what works. You put sealants on children's teeth and they don't have dental 
caries at the next visit. This is not rocket science. This is not new and innovative. This 
is about let's get to the basics, let's do what works, and let's make the impact on our kids 
so they have a bright and growing future. 

Let's talk about the broader community role. We can do a lot, and we do. But, Houston 
is a big, huge, complex market, so we're actively involved in several community efforts. 
One is Gateway to Care. Started through HCAP funding, Memorial Hermann has been a 
part of this collaborative. Through Gateway to Care's efforts several new FQHCs have 
opened. Gateway to Care is developing a provider health network to deal with the 
specialty care issues. 

This is a system where a physician donates his services. The provider health network 
coordinates the services required by the physician to treat the patient, including 
prescription, other ancillary tests, and hospital care. This program eliminates the hassle 
factor for the physician and his office. 

We brought great partners to this effort, such as Blue Cross/Blue Shield and LabCorp. 
Memorial Hermann is providing TPA (third-party administrator) services. Data will be 
collected, so we'll be able to measure the network's impact and to show the community 
the value of the specialty care provided. 

Gateway to Care has also been successful in bringing $49 million worth of grant funding 
to the Houston area within five years. Those have included federal, state, and private 
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foundation dollars. It really is about a community who used to compete with each other 
for the grants and now we're working collaboratively through Gateway to Care. Houston 
is being much more successful in securing funding for its efforts. Somebody mentioned 
earlier the Public Health Task Force and its efforts. One of its efforts involves some new 
insurance models that will be on the market soon to hopefully provide a lower-cost model 
accessible to employees whose companies currently do not offer health insurance. 

Another issue addressed by the task force is the coordination of care from many of the 
area agencies-the city, the county, and the hospital district. 

In summary, Memorial Hermann is working at the health system level, and we're 
working at the community level to drive and make these changes. But I'll tell you we're 
not doing enough, and we know it. 

Memorial Herman has a campus in the middle of one of the areas with high uninsured 
rates in Harris county, near the border with Fort Bend County, with $200 million worth 
of assets on the ground. It is being overwhelmed. It doesn't matter who is running the 
hospital or what kind of services are offered-it is absolutely being overwhelmed by the 
neighborhood change. Given this change, it is time for organizations like Memorial 
Hermann to get into the FQHC business. 

We have worked long and hard in our community to help small agencies become FQHCs. 
They struggle with no financial depth to weather any hiccup. They have no personnel 
depth. Memorial Hermann is exploring creating a corporation to develop an FQHC. 
Hopefully, clinics can be developed that can survive the ups and downs. Through this 
development, we can make huge differences in these pocket areas around our campuses. 
If successful, we will accomplish two things: we will affect the community dynamics in 
a very positive way, and we will affect our bottom line in a very positive way. 

As a not-for-profit, every dollar Memorial Hermann has goes back into the community to 
do the next thing and the next thing. For example, Memorial Hermann offers the only 
burn service, the only life flight services, and those kinds of things. If we don't do 
something very aggressive, Memorial Hermann will be overwhelmed, and if we get 
overwhelmed the community will be further overwhelmed by the uninsured. Moves to 
change the dynamics in this market have to occur. These are complex issues without 
simple solutions. It's not going to be easy, but, we have to try. 

Juanita Simmons: I am the executive director of CareLink Health System, which is in 
the Bexar County Hospital District. In Bexar County in the mid '90s, Medicaid managed 
care came into the community and the hospital district had the foresight to say we need to 
do things differently, as this will greatly impact one of our public revenue streams. So at 
that time, the health system, although it remains one organization, really focused on two 
divisions, that of a provider and that of a payer. Out of that payer division, the CareLink 
program was formed. The CareLink program is just one of the many programs that the 
hospital district utilizes to care for the uninsured in Bexar County. 
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We have approximately 55,000 members out of an estimated 350-370,000 uninsured in 
Bexar County. The 55,000 that we have are the sickest and often the poorest of those 
who are uninsured in Bexar County. A little bit about our demographics: we divide our 
CareLink into three groups. The first group is what we call our CareLink aid group and 
those are families below 7 5 percent of the poverty guideline. Our board of managers has 
defined that 7 5 percent level as the indigent level. What that means to us is that is the 
category as a hospital district that we have an obligation to serve regardless of whether 
they are able to contribute to the cost of their care. As long as they are meeting their 
obligation in terms of providing proof of Bexar County residency and applying for any 
other funding that they may be eligible for, they will continue to participate in the 
CareLink program. The other two groups, the B and C groups, are members that we are 
offering a payment plan and discounted services. But, we do expect them to work with 
us as partners and contribute to the cost of their care based on their ability to pay. 

Our demographics reflect our community-76 percent of our members are Hispanic and 
along with that comes all of the disease processes that are very prevalent in our 
community, such as diabetes and hypertension. These bring us unique challenges to face 
with our population. In our CareLink population, as you would suspect, we don't have as 
many children because we are able to give them Medicaid or CHIP funding. We don't 
have as many elderly because they are on Medicare. So the majority of our members 
range between 34 and 64 years of age. 

As a hospital district we have $155 million in revenue. Of that, we spent almost $93 
million on direct medical care for our CareLink members. That is not to say that the 
hospital district has a lot of extra money sitting around. Like I mentioned earlier, this is 
just one program that we support with our tax dollars. We also have the responsibility for 
jail medical services. We have the homeless population and other indigent patients or 
uninsured patients who, for one reason or another, may not qualify for the CareLink 
program. We also are the only civilian trauma facility in our community. 

One of the things that is not included in this that has quite an impact is the 
pharmaceutical costs. The pharmaceutical costs for our population also comes out of our 
tax revenue. We found with our population that it really follows the 80/20 rule, in that 20 
percent of our members account for about 80 percent of the costs. That is why one of our 
main objectives is being able to understand those costs and putting in place initiatives to 
control that cost effectively, which Dr. McWilliams will talk about in a few minutes. 

In addition to that goal of managing and controlling costs, another main objective with 
CareLink is a partnership with the members to really focus on patient responsibility. At 
CareLink, one of the unique things is the way we handle the finances. The members 
share the responsibility. We do have pharmacy co-pays and emergency room co-pays but 
in our program-although it looks like an insurance product because we have set it up as 
a managed care delivery model-we are not insurance so we don't take any premiums. 
We don't take any prepayments. The members only pay after they have incurred a 
service, and they pay on a monthly basis. They are assigned a monthly obligation based 
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on their ability to pay and that focuses on their family size, their annual income, and what 
their percent of poverty is. 

It is a formula that we have tested in focus groups periodically, and we find that it works 
very well. For example: if I was to have a $100,000 hospital bill and you say, well, we 
will put you on our sliding scale and you are responsible for only 20 percent if it, 20 
percent sounds good until you figure out that is $20,000. That is so overwhelming to a 
low-income person that often they are too overwhelmed to make a contribution. 

In CareLink, we say we will have you pay $20 a month, $30 a month, whatever it is, and 
the families realize, oh, that is something we can do. In 1996, the year before we started 
the CareLink program, the health system collected $2.4 million in revenue from this 
population. In 2005, we collected $12.2 million. And that $12.2 million is from people 
that are low-income, uninsured families. It is really heart-warming when you see these 
patients whom you have told your portion is $2 a month or a $1.65 a month and they 
come in digging change out of their pocket to pay because they have that pride of 
membership, and they want to pay for the cost of their care. They realize how important 
it is. They realize the expense of it, and they want to make contributions to their care. In 
fact, the population that is below 75 percent of poverty do not really have an obligation to 
pay, but we now have a 70 percent collection rate. They really have become our partners 
in their care. 

The other part of what we do is assign every member a primary care physician. This is 
where we get into our managed care delivery model and that we want our patients to 
focus on continuity of care and prevention. 

We have seven health system locations for primary care, and that includes the health 
science center in San Antonio and FQHCs, and we have gone out to provide care for our 
members. We also have a very strong relationship with the mental health authority in our 
community. They provide all the behavioral health services for our CareLink members. 
That has been a very beneficial relationship because now not only are our members 
getting access to behavioral health services, but their clients are also getting access to 
general medical care. So we work together to make sure that our patients are getting both 
of those services. 

We also contract with our providers on a fee-for-service basis for physician services. We 
pay all of our providers based on the Medicare fee schedule, and that has been very 
beneficial to us. Historically, a lot of physicians were salaried and so this has really been 
a catalyst for change in our community. It has enabled us to be sure that we are only 
paying for services that are delivered, and it gives us a tremendous amount of encounter 
data. The encounter data has been extremely valuable to us. Rather than going to our 
commissioner's court and saying, "We took the money you gave us and spent it on 
healthcare," we can now tell them the diagnoses of the patients served, the numbers of 
patients we served, what their key illnesses were, and where we need to focus as a health 
system on what service is best going to serve that population. 
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Another large benefit of our program is the medications. We are a 340B hospital for 
pharmaceuticals, so we get our medications at a very good price. We also have our MAP 
program-Medication Assistance Program. This dedicated staff gets free medications 
from pharmaceutical companies. We brought in $15 million in free medications for our 
CareLink members. And our members understand that that means not only do they not 
pay for that medication, that the hospital district doesn't pay for that medication, and that 
is a very big part of our formulary. We provide almost 60,000 prescriptions per month to 
our members. 

We now have very educated consumers. They know how much their healthcare costs. 
They know how much is being tax supported and how much is their obligation. They 
have expectations on how long they should wait for an appointment, and they know how 
they should be treated-like any other commercial patient that walks into a physician's 
office. And because we pay the physician on a fee schedule basis, the patients are treated 
like any other commercial patient. That has reduced a lot of the stigma. If you are in a 
doctor's office in San Antonio, you may not know that you are sitting next to a CareLink 
member because he is like any other commercial patient. As I mentioned, managing the 
cost is a very important component of our program. I will now turn it over to Gary 
Mc Williams, our medical director. 

Gary McWilliams: We have been fortunate to work with the physicians from the UT 
Health Science Center in San Antonio. They have helped us with an awful lot of the 
initiatives that we have had. We have a good group of FQHCs and private physicians 
that have helped us in the community. Plus, we have created our private group of 
primary physicians. We have about 15 PAs and nurse practitioners that help us deliver 
our primary care. I will give you a few numbers that help make the cost of the care pay 
for itself. Since 2002, we have tracked ourselves like a managed care company would. 
We look at member months, and we look at what our costs are. 

Since 2002, we have been able to decrease our outpatient pharmacy costs by roughly 10 
percent per year, and I think everybody realizes that in most places your outpatient 
pharmacy costs go up. But, we have been able to decrease that by 10 percent over the 
last four years. As Juanita mentioned earlier, we have a patient assistance program. Over 
the last six years, we have saved $67 .2 million and this is valuing the medication at 
Public Health System pricing. When we get a bottle of 100 Prozac, and it costs us one 
penny, that is what we put that value at, one penny. 

Our benefit-to-cost ratio is 35 to 1-$500,000 a year to save $17 million. Our outpatient 
pharmacy co-pay collections have really helped. When we started it several years ago, 
we asked ourselves if our patients would object. Would they wind up in the emergency 
room because they couldn't get their medicine? We have been very successful with that, 
and we average about $2.5 to $3 million a year in pharmacy co-pay collections, and that 
is in addition to the $12 million that Juanita mentioned earlier. The total cost of the 
healthcare that we provide, including the pharmaceutical benefits, mental health, 
outpatient care, inpatient care, everything, has gone up roughly about 3 percent per year 
from the year 2002. We have roughly 700,000 patients per year, and 99 percent of our 
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patients have a primary care physician. We pay for about 250,000 visits per year. We 
are right at 4,000 hospital admissions per year. 

I will also tell you that when we look at the physicians who help take care of our patients, 
we do a quality review. We check the chart for 40 different quality indicators every three 
months. We review each primary care physician who is giving care and we pull those 
charts and look to see how they score on the 40 different quality indicators. We have 
asked our physicians to adopt the lnterqual guidelines. lnterqual, as you know, helps 
managed care companies with their authorization process (see http://www.interqual.com). 
Who needs an MRI? When is a specialty referral appropriate? When is it time to let 
somebody go from the hospital? The package we bought cost about $35,000. It is on all 
4,000 of our computers. Every physician has the ability to go in and look at the Interqual 
criteria. That helps them know if they are ordering a test appropriately or if they are 
malting the referral appropriately. 

One of the problems you have when you give everybody a PCP and give them access is 
that you begin to uncover all the problems that need attention. Then our specialists begin 
to complain that they don't have time to see anybody else and that they are seeing 
inappropriate patients who haven't been properly evaluated. So the lnterqual guidelines 
have helped us do that. We have worked with the physicians. We don't tell them what to 
do. We ask them to work with us. We ask them to help us move through this. We do 
value and believe in our physicians. We have an authorization department. We ask that 
things that need to be authorized come through the department, and if there is a question, 
we will call the physician to make sure that there isn't any other way that this problem 
could be handled. If they tell us there is no other way, then we proceed. 

We are not traffic cops. We are not trying to keep something from happening. We are 
just trying to make sure it happens the most effective way. We have a product evaluation 
committee that looks at newer therapies and products to make sure that we are getting the 
best buy with that. We have a pharmacy and therapeutic committee that helps us with 
our decisions. 

As Juanita indicated earlier, we take care of about 55,000 uninsured. We have clinical 
pathways online. All of our physicians can call up those clinical pathways. Any time a 
new medication is added to our formulary it must come to our P&T Committee with a 
pathway that tells us which medicine it will replace or what is going to be added to the 
medications that we previously had. In addition to the Interqual guidelines, we also use 
Hayes technology (see http://www.hayesinc.com). We look at Medicare and Medicaid 
guidelines, as well as commercial insurance guidelines. These things are readily 
available. I will tell you one of the things that I believe makes CareLink work is that this 
is a product that allows our physicians and our patients to sit down together and make 
decisions. 

The physicians throughout the Health Science Center have been extremely helpful. This 
really wouldn't be possible, I don't believe, if we didn't have them working with us. 
They take care of most of our specialty care. They take care of most of our patients who 
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wind up in the hospital. And, I need to thank Dr. Shine because he helped us out a lot. 
Thank you. 

Ken Shine: I envy Carol, Juanita, and Gary because they are in the trenches delivering 
care. For those of us who became clinicians, that is the energizing part of what we do. I 
was very pleased by the response of UT faculties to the hurricanes. All across the state, 
not only UT faculties, but those of all the other medical schools worked quickly and 
efficiently to deal with hurricane victims. UT Health Science Center at Houston was in 
charge of the health program at Brown Convention Center, while Baylor ran the health 
program in the Astrodome. What I was told repeatedly by nurses and physicians was that 
it was so exciting. We could give care and we weren't trying to figure out who was 
paying for it. Of course, the federal government promised that our institutions would get 
Medicaid rates and reimbursements for the Louisiana folks who were here. I am still 
waiting to see the check. 

The University of Texas has six health campuses, five hospitals that we own and operate, 
and very close collegial relationships with a number of other institutions, including 
University Hospital in San Antonio, Hermann Hospital in Houston, Parkland Hospital in 
Dallas, and others. We are deeply committed to providing as much care as we can to the 
uninsured in Texas. In 2004-2005, UT provided $1.4 billion of uncompensated care. In 
the last year, M.D. Anderson Hospital alone provided $145 million in uncompensated 
costs-not charges. 

As broad-based university programs, we are victims of the incredibly inequitable county
based health system of Texas. In this system counties are responsible for care of the 
medically indigent. In many of these counties, there is a minimum commitment to the 
support and care of patients. As soon as that limited amount of money is spent, those 
patients are referred to a limited number of not-for-profit hospitals including university 
hospitals. UTMB sees patients from over 150 counties in the state of Texas. 

When I came to Texas a little over two years ago, I found a stunning situation, the highest 
uninsured rate in the United States-25.1 percent of residents of Texas have no health 
insurance. That is a little over a quarter of the population. This compares to a national 
average of 15. 7 percent of the population without health insurance. The uninsured rate 
varies by ethnicity. The highest rates are among Hispanics, who are also the most rapidly 
growing part of the population. 

So, we are in fact looking at a proverbial perfect storm, given that the rates of the 
uninsured will continue to increase in absolute numbers as well as in percentage. The 
disease burden will rise sharply because these are populations for which obesity, 
hypertension, and diabetes are major problems. Given the severity of this problem, the 
ten academic institutions across the state created a task force to examine access to health 
care in Texas. This is an independent entity that issued an extensive report, including 
half a dozen commission papers. David Warner and his colleagues, and others in this 
room, contributed to those commissioned papers. You will find a substantial amount of 
documentation in support of the analysis and the recommendations that are made by that 
task force. 
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The task force's intent is to stir statewide discussion and attention to what is an extremely 
important issue for Texas. To those of you who have not read The Care of Strangers by 
Charles Rosenberg, I recommend the book to you. It is a story of the American hospital 
system. Rosenberg documents how visiting committees of hospitals developed. You 
may think that a visiting committee came to see whether the floors were clean or whether 
the food was good. They were actually established to make sure the wrong people didn't 
get into the hospital. Hospitals in the 19th and early 20th centuries were places in which 
the "deserving poor" were supposed to go, retired school teachers, maids, or people like 
that. But certainly not alcoholics, prostitutes, drug users, or anybody who had bad habits. 

There continues to be uncertainty about people who aren't able to pay for healthcare. 
There are many myths about those individuals that continue to persist. If there is one 
figure I would like you to take away it is that 79 percent of the uninsured in Texas either 
work or are in a family where somebody works. A substantial number of the uninsured 
are working individuals. 

There is also a perception that these individuals could buy insurance if they wanted to. It 
is true that there are a certain number of people who prefer to go without insurance, but 
they are a small minority of the population. The best estimates suggest that not more 
than 15 or 16 percent are the "young immortals" who don't buy insurance. 
Unfortunately, when they develop leukemia or experience trauma, the health system still 
has to deal with them. Our best estimate is that at least 2,500 Texans die every year 
unnecessarily because of lack of health insurance, often as a result of failure to pursue 
care in a timely manner. 

The impact of the uninsured on communities is extraordinary. Emergency rooms close, 
hospitals are in financial jeopardy, or in some cases, go bankrupt, because they can't 
afford the burden of the uninsured that come to them. The leading cause of personal 
bankruptcy for middle class people in the United States is health costs. This large 
population of uninsured has extraordinary consequences so far as the health of the state is 
concerned-the health of the communities, of the hospital, of the emergency rooms, and 
over personal finances. Only two countries in the world use employment as the basis for 
health insurance. It was purely an accident that that came about in the Second World 
War. Government didn't want firms manufacturing guns, boats, and tanks to bid for 
workers by raising their wages. So the government froze wages. But some 
manufacturers, including Henry J. Kaiser, decided if they offered health benefits through 
employment, they could attract workers to the company. It worked. 

In the U.S., approximately 62 percent of people who are covered for health insurance are 
covered through employment. But it is important to recognize that it is much more likely 
to be in large companies as opposed to small companies. In Texas, 73 percent of our 
businesses have fewer than 50 employees and only 3 7 percent of these offer health 
insurance-one in three. In these firms only 35 percent of the employees purchase health 
insurance. Barbara Breier will describe an important proposal of subsidized premiums 
under development at the University of Texas at Galveston. 

36 



There are three other critical issues in which the university has engaged. The first is the 
dramatic shortage of physicians in this state and particularly the dramatic shortage of 
medical residency positions. Why is that important? First, the shortage is going to get 
worse. We have reason to believe that because of population growth, we will need at 
least 30 percent more physicians than we have at the present time within ten years. But 
in Texas, we are already starting behind the eight ball. The national average for 
physicians in this country is 202 per 100,000. These are hands-on physicians, not 
researchers. In Texas, it is 152 per 100,000. So we are already 25 percent below the 
national average in number of physicians. We know the population is going to grow and 
that we will need 30 percent more physicians just to stay even. The university has been 
leading the effort to try to get greater support for medical residencies in the state because 
we are at a disadvantage. 

The state of Texas has a total of 5,900 residency slots. California has 9,500. New York 
has 14,000. How does California have enough physicians? It only graduates 1,000 
medical students, but it imports a huge number of physicians who come to be residents. 
In the case of Texas, we don't have a large number of residencies compared to graduates. 
We graduate about 1,250 medical students annually. Forty-seven percent of them go out 
of state for their residency because they can't get the residency they would like. There 
are only two emergency medicine residency programs in the civilian sector in all of 
Texas. 

We are working on projects that would involve residents at community-based sites, doing 
the kind of disease management that you heard about previous! y. We believe that there 
could be a major role for residents in FQHCs and we need to be able to have enough 
residents to be able to do that, as well as to deal with the problems of inpatients. A recent 
accreditation requirement insists that residents do not work more than 80 hours per week. 
For Parkland Hospital that was essentially reducing their number of residents by almost 
20 percent. 

We are going to continue a campaign to increase the number of medical residents in the 
state in order to not only deal with the physician shortage long-term, but also to provide 
physicians who can take care of patients who have been recently discharged from 
hospitals. This includes some of the most costly patients, the 20 percent of patients who 
incur 80 percent of healthcare costs. If we can follow those patients into quality 
ambulatory care and provide disease management for them, we can keep them well and 
prevent them from going back to the emergency room and/or being readmitted to the 
hospital. 

The second area of great shortage is nursing. Fortunately, we have received some 
funding from the UT Regents to help us recruit nursing faculty. There is no question that, 
in the state of Texas, we have a large number of people qualified to be nurses. But, we 
don't have the faculty to teach them because of the safety requirements that require a 
maximum of ten students per faculty member. We must increase the number of nursing 
faculty. Many of those nurses will be practicing in primary care settings. They are the 
clinicians who can hold together many of the disease management programs. 
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Finally, UT is committed not only to the electronic health record, but we have charged all 
of our hospitals that by 2010 they are to have electronic health records to which patients 
and their referring physicians have secure access. This is already happening at UT 
Southwestern, and it will happen relatively soon at M.D. Anderson Cancer Center. 

Patients need to be able to have access to their own medical record. It improves their 
care. This is particularly important for this discussion. As you will hear from our 
colleagues in the Seton system, one of the ways to deal with a coherent approach to the 
care of the uninsured is for the uninsured to have electronic health records. As they 
wander from clinic to ER to clinic, the clinician needs to know the patient's history so he 
doesn't repeat all of the various tests. The clinician needs to know what medications the 
patient is taking. 

At UT, we are funding a pilot project on connectivity that would bring those electronic 
health records together between medical centers and physician offices. When the 
evacuees from Katrina came to Texas, we did not have access to a medical record. We 
were able to get funds that were public health funds in order to support the development 
of connectivity for the electronic health record, because we desperately need to be able to 
not only care for people in the usual course of events, but also as a public health 
intervention. 

Jon Foster: It has been fun listening to the dialogue this morning, and I am struck by the 
discussion in some respect because of what we are really describing. I heard different 
folks speak, and on the one hand, you have the work that we do, and on the other hand, 
you have the business that we're in. The work that we do in hospitals, which is where the 
largest concentration of cost occurs, hasn't fundamentally changed in the 200 years since 
hospitals have been in the United States. So the work that we do is rooted in our 
missions, and it is rooted primarily in caring for the sick and the injured. 

I am struck by this contrast and by the paradox because when we do our work well, what 
we do as providers, we offer some of the greatest values of humanity that you see
caring for folks with compassion. The work that we do, when I see it in our organization 
and other organizations as well, is very touching, very meaningful, very important. It is 
what drives us. It is why people working with Katrina victims in Houston got such a kick 
out of being able to provide the care and not worry about the business side. It will bring a 
real tear to your eye. 

But, when you contrast that to the business that we are in, well, that brings a tear to your 
eye also, but for a whole different reason. When you think about the regulations and the 
mountains of paperwork, the accrediting entities that we are having to deal with, the 
intricacies of insurance billing, and the uninsured, it is obviously a big challenge and that 
is what we have been talking about today-primarily the business that we are in and the 
difficulties of financing the uninsured burden. When you get down on the tarmac a little 
bit in Travis County and in central Texas we have about 25 to 30 percent uninsured. If 
you look at St. David's hospitals, we do about 50 percent of all the ER visits in central 
Texas. So of our 200,000 emergency department visits every year across our hospitals, 
40 to 45 percent of those are uninsured. Now, that isn't really where the bulk of the cost 

38 



is, however. But, because the ERs are a portal to the inpatient care that occurs, we are 
seeing a dramatic rise, year over year, and a 19 percent annual compound growth rate for 
the uninsured. The bulk of the cost occurs on the inpatient side. 

So, we live in this state where we have the highest rate of uninsured. We are at the top of 
the list of states in terms of uninsured, and we are at the bottom of the list in terms of 
health status. And we are also at the bottom of the list as it relates to the Medicaid 
funding for our population in the state of Texas. On a per capita basis, here we sit as a 
state, highest level of uninsured, but the lowest funding per capita in terms of the funding 
source for this uninsured burden. So, we deal with this issue, and it is a big, big 
challenge. 

When I listened to everything this morning, to me, the application from a hospital 
provider perspective is that we have a lot of great initiatives going on in terms of primary 
care clinics and other different things-public clinics, public-private partnerships. But at 
the end of the day, it is all very fragmented; it is a very fragmented system. And so, St. 
David's, just like Seton and others, donate a lot of money to primary care clinics, free 
clinics, different initiatives that under the theory of things, help to provide the right care, 
in the proper setting, so you get a better chance of providing care at a lower cost. 
However, what is missing is that there is no integrator of that care. 

There is no system by which we medically manage the care of the uninsured to ensure 
that they are receiving the right care, in the right settings, and at the right time. And so 
all these initiatives are very, very important. And there is electronic health record 
connectivity that will help facilitate some of that medical management of that care. But, 
ultimately there does have to be a system where patients are medically managed in a case 
management process. 

I think it is interesting that a lot of these models rely on hospitals, in essence, to finance 
clinic operations or give money to other settings. I think it is a rather perverse system 
where we think it is a good deal to basically fund other things just so that we don't have 
to take the financial hit of the burden that no one is willing to pick up. That is just the 
kind of the system we live within right now. For St. David's alone, in 2005, the cost in 
free care to the uninsured for central Texans was $150 million-costs, not charges. And 
it is important to make that distinction. So it is an unsustainable growth rate for us in 
terms of 19 percent growth in the uninsured load. By its definition, it must stop at some 
point. And I don't know the best answer to that. 

I am encouraged at some of the things we are seeing around the country being discussed 
here today, but ultimately, what I think makes it work is a system by which we medically 
manage that care for the uninsured so that it is not so fragmented and people are still 
accessing the system with no management oversight. 

Jesus Garza: Even though Dave Warner said I participated early in my career in health 
policy and health planning, I am relatively new to this business, having had most of my 
career in local government. I think the best way to describe health care is to tell the story 
of Casey Stengel when he was trying to teach a young rookie to play third base. The 
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rookie was having a lot of difficulty so Casey went out there and tried to field the ball and 
he missed a couple of them, he said you have got this position so screwed up, nobody can 
play this game. 

I think I will start with the system. The system is siloed and it is compartmentalized. I 
think that all of the speakers have talked about that in terms of how this system has 
grown under and around unique programs and institutions. In Texas, we also have the 
problem of the huge number of people that are uninsured or underinsured. I emphasize 
that because some people with insurance end up in our emergency rooms, but without 
sufficient insurance. When they have severe trauma, they end up in the hospital for a 
long, long time. It costs all of us. 

Finally, it is the problems at the local, the state, and the federal level, each institution 
trying to do what it can to help manage the uninsured. It is a complex problem and it is 
not an easy one to solve. It will take a lot of effort by a lot of people. What does it mean 
for us in terms of our economy? It is an immense drag. Students under-perform and they 
don't graduate. They will not be able to be fully productive economic members of our 
society because of that. That is a huge cost for our public. In addition, it is a drag to our 
system in terms of lost work time. They are unable to come to work because they have 
no healthcare. 

So what do we do in business? There are many things we are doing. We understand that 
the solution can't be done singularly. I want to walk through some of the things that we 
are doing, not by ourselves, but with our partners like St. David's and other healthcare 
providers. We talked about the electronic medical record. That is one thing Seton has 
invested in. We can develop a database for these individuals who are uninsured so that 
we can understand the care they are receiving. We can understand where they are getting 
their care so that we can develop programs around those kinds of things. We are able to 
provide not only adequate but better outcomes for these adults and children. We need to 
get people qualified for programs like Medicaid, and keep them insured so that they can 
continue to see primary care physicians. 

Project Access is a program where we work with private physicians so patients can see 
specialists. They see citizens who don't have adequate insurance and they can take care 
of them in a private care setting. 

Disease management is something we do at Brackenridge Hospital on an outpatient basis, 
where we know those citizens using the healthcare system frequently and we find a way 
to manage their disease and care in a way that they can stay on the medicine and see their 
primary care physicians. The last thing I would say, and then I would like to turn this 
over to Clarke, is that we must approach healthcare on the basis of human dignity. We 
have to see patients whether it is public or private, but with the dignity that they deserve. 
We build these systems and collaborate so these doors can be opened. 

Clarke Heidrick: I come from the public perspective as a board member of the newly 
formed Travis County Healthcare District. We have been around for a couple of years. 
We have total revenues on a net basis of around $7 5 million. About $4 7 million of that is 
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property tax, which we assess at the rate of roughly eight cents per $100 valuation. I am 
jealous of San Antonio because they manage to have a higher base. We inherited the tax 
base, which the city and county were spending on healthcare. When we were formed that 
is what they were spending when you put it in a pot. One of the unique things about the 
Travis County Healthcare District is that we do not operate any hospital or healthcare 
facilities. We have 14 FQHC public health clinics that are operated by the City of 
Austin. So we are, for the most part, a payer. 

What we are doing is looking at the healthcare marketplace. My guess is that we have 
between $1 and $1.5 billion of unfunded healthcare needs in Central Texas. Of that 
amount, I would guess somewhere in the neighborhood of $300 million is being absorbed 
by the private hospital systems in Central Texas. You can argue $50-100 million of that, 
but that is the range. I would say about $50 million of that care is being absorbed by free 
care being provided by physicians. We have got $75 million. This is roughly a $650 
million bogie that we are looking at. We will never know unless we have an infinite 
amount of money and see who shows up. We never will. But, that is the magnitude of 
the problem. The $300 million that these two guys somewhere between them are sharing 
is for the most part coming out of the pockets of those of us who have and are paying for 
health insurance. 

The result is that you are seeing health insurance premiums in the neighborhood of 
$10,000 apiece that have zero value unless you have a catastrophic situation, and that is 
causing people to drop out of the system and that eventually is going to make the 
unfunded burden higher than the billion. What are we going to do about it? I have 
listened with great interest to the strategies that have been deployed. I love what 
Memorial is doing, with the $45 clinic. I love what they are doing in the schools. Our 
CEO, Trish Young, is up there, and I am sure she is going to school on some of that. We 
have been going to school with San Antonio for quite awhile as part our strategic 
planning. We really like what they are doing in terms of expanding the number of people 
that they take care of but asking those people to shoulder a higher amount of the cost of 
their care. They are actually successful in doing that. That has amazed me. I listened to 
Dr. Shine talking about electronic medical records and the need to make those talk to 
each other. 

One of the things that we're hoping to work on in central Texas in partnership with 
UTMB is starting a regional campus in Austin, and we have committed to a substantial 
residency program already to try to expand the availability of specialty care, which is in 
an incredible shortage here. But all of those things I look at as more or less incremental. 
We are never going to close this $650 million gap unless we come up with some things 
that are what my friend Dick Moeller would call disruptive. Where are the areas those 
disruptive kinds of things can occur? I think the biggest theme I am hearing is "away 
from hospital" and "hospital not." Whether it is disease management, primary care 
clinics, or $45 clinics, it is finding a way to get people treated away from the hospital so 
that we can limit that very cost-focused thing to people who really, really need it. 
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Secondly, I think we are going to have to come up with institutions other than hospitals 
or universities or cities or hospital districts. I think of them as health insurance 
companies, but they are more than that and different than that, as a way to integrate and 
deal with this issue that you are talking about. There need to be institutions that pull us 
all together around financing, and not around the provision of services, not around the 
providers. I do not think the folks that operate these systems are going to eventually be 
the ones that integrate it. They are all institutions-focused, as they have to be, on their 
own survival, on their own growth, and on what they do. 

In my view, one of the things we have got to do, and where Dick Moeller will have to 
come up with his disruptive strategy, is in the idea of developing healthcare institutions 
that are around payers and financing healthcare and that contract with providers. That is 
where this integration is going to have to be. 

A lot of people think that should happen from the standpoint of a single payer federally 
funded system. There are huge cost savings that come about if you have an integrated 
system. But, the tax rate in Canada for somebody that makes more than $75,000 is 50 
percent. I don't think we are headed to that point any time soon. The state of Texas has 
just cut the Medicaid rate for providers, I believe by 6 percent. So the news from 
Washington and from the state capital is all bad in terms of more revenues coming in. So 
we are going to have to develop, I think, regional solutions around financing type 
institutions if we are going to deal with this disruptive issue and bridge this gap in some 
way. 
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Chapter 4. The Role of Public Health 

David Warner: Genie Nyer will introduce our next speaker. Genie was born in the 
Lower Rio Grande Valley and grew up in Austin. She is a graduate of the Nursing 
School at the University of Texas. She worked as a public health nurse before graduating 
from the LBJ School, worked as a consultant on a number of public health issues with the 
CDC, and is currently the director of Public Health Initiatives at the St. David's 
Community Health Foundation. She is also the person who pulled this project together, 
kept it focused, and connected it to real people. She has been a major inspiration to the 
students and to me as this project has progressed. 

Genie Nyer: I am pleased to introduce Dr. Eduardo Sanchez today. He is, as you know, 
the Commissioner of the Texas Department of State Health Services. In that role, he has 
responsibility for overseeing programs that address family and community health 
services, prevention and treatment of mental health and substance abuse problems, 
environmental and consumer safety, bioterrorism preparedness, and regulatory services. 
I can't think of anyone who can better shoulder that responsibility. In addition to his 
medical degree, he has two master's degrees. He and I were actually students together in 
some of Dave Warner's classes here at the LBJ School. I would describe Eduardo 
Sanchez as the Robin Williams of healthcare. He is incredibly intelligent, very 
passionate, very creative, and exceptionally energetic. I feel that he also has a very warm 
human side. I want to welcome him today. 

Eduardo Sanchez: Thank you. I would have loved to have been able to come earlier 
and hear what the panelists had to say. I am always looking for ways to learn more, ways 
to integrate it all, and ways to figure out what it all means. 

Today is world TB day. I want to put that out there and you'll understand why as I talk 
through this. I believe very much in public health. I want to publicly thank Clarke and 
the Travis County Healthcare District. You may have seen in the newspaper this 
morning that the healthcare district has taken a role in putting money towards providing 
some access to inpatient beds for people with mental health issues. I want to thank you 
on behalf of the people in this city and the rest of the state. 

I heard Clarke talk about financing healthcare and I want to talk a little bit about actually 
financing health. I want to reframe this and make it about health rather than access to 
healthcare. I think we need to broaden our notion of what we're talking about and talk 
about access to health, which includes public health and medical care. 

When we talk about healthcare issues, 99 percent of the time we are talking about a 
medical care issue, not necessarily a public health issue. This is something that I said not 
long ago, and listening to Jesus and Clarke this rings very true, that hospitals are to health 
what hotels are to housing. 
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If we were to think that we were going to figure out our housing and homeless challenges 
in this country by bringing hotel folks and hotel leaders to the table to have that 
discussion, we would think at least we need to have some other people at the table. Yet, 
when we talk about health and healthcare issues we invariably start with the upstream, 
the most upstream folks talking about what our solution should be downstream. I get to 
speak that heresy because I have an M.D., I am a board-certified family physician, so I 
am a part of the club and I get to say these things. 

So, what I am going to talk about is demand reduction. I am going to give you the punch 
line. With all of the things happening, we have to figure how to make sure that when 
people do indeed get medical care it is the best medical care they can get. If we don't do 
that in addition to reducing demand for those expensive services, we're going to be in 
trouble. I heard John say "unsustainable." We're on an unsustainable path to 
bankrupting America. 

We have a critical condition in America, and that is that demand is rising for medical 
care. The Texas population is growing quite dramatically. The population now is about 
22 million. By the year 2040, we'll have 50 million people in the state. If you do the 
math, if everything stays the same we will need twice as many hospitals, twice as many 
doctors, and twice as many hospital districts. If you'll take a look, we're on that path 
right now. 

We have the third youngest population in America. What that means is that we have lots 
of kids. We need many more pediatricians. We also have the fifth highest number of 
elderly-one in ten are over the age of 65. By the year 2040, that fraction could be 1 in 
6. That number could be as high as 8 million seniors, and that means we will need more 
long-term care and nursing homes. Demands are on the rise, and if you don't know, the 
cost of medical care is roughly three times higher for people over age 65. 

Here is a statistic I love and it is easy to remember: 1,000 children are born every single 
day in the state of Texas. Every three years add a million children to our state. Of those 
1,000 babies born every single day in Texas, half of them are Latino. You might say, 
"What does it matter?" It makes a difference because the demographic health 
characteristics of our population are changing. We've got to understand it. Hispanics 
will be over 50 percent of the population by the year 2040 and again, I will talk a little bit 
about why that is important. 

Here is the challenge. Texas has the highest uninsurance rate in the United States of 
America. We have the highest absolute number of uninsured in the United States of 
America, but when you look at the demographic profile of those who don't have 
insurance you see Latinos are less likely to have insurance than whites or blacks. Again, 
if you have a population that is going to become more than 50 percent of the population, 
we are going to have even more uninsured than we do now. 

Now, a question we should ask ourselves: we are spending a lot of money on medical 
care, but are we getting our money's worth? Here is what has happened with national 
healthcare expenditures in our country. 
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The most recent number I could get was $2,041.7 billion a year. That is $6,280 per year 
per American and I want to ask, do you think everybody is getting his or her $6,000 
worth of care? I doubt it. I am telling you we're not getting our money's worth in terms 
of life expectancy. We are not getting what one would expect. When we compare 
ourselves to the other advanced nations, and that is primarily Western Europe and Japan, 
you can see the average expenditure in all of those countries is less than half of what we 
spend in the United States per person per year. You can say, well, they don't get very 
good health care over there, but the life expectancy in other nations would suggest 
otherwise. 

Now, when you look at the percentage of GDP that we spend per person of all of the 
money that we produce in this country, you still will find that we are at the top of the 
chart. Switzerland is second. Switzerland spent on a per capita basis, if I remember 
correctly, 60 percent of what the United States spent, but when you look at Switzerland's 
demographic profile their senior citizen population is almost twice that of the United 
States. These countries spend less money per person, and less money as a percentage of 
GDP, even with a much older population. What is up? 

Let's talk about obesity. Is it really that serious? I would say to you it is that serious. 
There are five states-Texas is one of them-that have more than 25 percent of their 
adult population categorized as obese, meaning that they carry 30 plus pounds more than 
they should of extra weight, and that's the nonscientific definition, I won't even get into 
body mass index. We like to boast that everything is bigger in Texas and now we admit 
that everyone is bigger. We've got a serious problem in our state. We are the sixth most 
obese state in the United States of America now, and while there are many lists that we 
want to be number one on, this is not one of them, so we've got some work to do. I want 
to suggest that we-right here in the River City-we've got an epidemic. 

In children, overweight is the term often used instead of obesity. The prevalence of 
overweight children has been increasing quite dramatically in the state of Texas. 
Roughly 40 percent of fourth graders in the state of Texas are overweight. That is sad. 
Even if you are someone who believes that our health is our own personal responsibility, 
we cannot blame our children in fourth grade for being overweight or obese. That is a 
responsibility and a reality that we have created as the adults who are the stewards of 
those children's lives. I want you to think about that. 

Obesity in children is associated with diseases that we used to think of as being adult 
diseases, like type 2 diabetes and gallbladder disease-that is something that 
grandmothers and grandfathers get, not children. Yet, there are children in the state of 
Texas being diagnosed and having their gallbladders taken out at very young ages. There 
are seven, eight, and nine-year-olds being diagnosed with type 2 diabetes. When I was in 
medical school not so long ago, type 2 diabetes was called adult-onset diabetes. 

I want to come at this in a nontraditional way because there may be more to this issue 
than just access to medical care. That's what I'm here to talk about. When we look at 
the Texas high school graduation rate, we notice that the lowest graduation rate is for 
Latinos. If, at the end of 2015, Texas will have a Latino majority, and if we continue as 
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we are, we're in trouble. Those with college educations are more likely to spend their 
leisure time engaged in physical activities than those who only have a high school 
education. And, one of the things we know is that folks with a lower education are more 
likely to engage in unhealthy behavior. Lower education equals higher death rate. Those 
people with less than 12 years of education, that is, those who have not graduated from 
high school, have almost a three times higher death rate than those who have a college 
education or above. For that reason alone, we ought to figure out how to get people 
graduated from high school and through at least one year of college. I realize it is much 
more complicated than this, but these are things we need to think about 

I would suggest to you the healthcare equation is out of balance, but before I say that, I 
also want to suggest that education is basic public health and that education equals good 
health. Again, access to health is what we're striving for. Healthcare and medical care 
are the means to that end. 

Let's talk about the healthcare equation. On the demand side, I talked to you a little bit 
about things going on. The population is older, heavier. We are more sedentary. 
Uninsured and underinsured are a problem in our country and our state. 

And lastly, I want to talk just a moment about health illiteracy. Health literacy is the 
ability to take information that is provided you about a health issue or a medical issue and 
then make an informed decision about it. You might not make the decision I would think 
you would make, but it is an informed decision, you had information, you knew what it 
meant, and then you took an action. I want to suggest to you that health illiteracy is not 
only a problem with those who haven't graduated from high school. I would suggest to 
you health illiteracy is present amongst us all, and I don't want to make light of it. 

How many of you find professionals saying something you know is just not quite right 
medically and not what we know? One issue is seasonal influenza. There are folks who 
say that if you get the flu shot you're protected from the bird flu. Sorry, no, that is not 
the way it works. That is health illiteracy. So it is a challenge even to those who are 
fairly well educated. 

Now, on the supply side. We want to improve the quality of care, very important, but it 
is not necessarily going to reduce the demand for that care. Improving technology, very 
important; improving meds, very important; improving the workforce and diversifying it, 
absolutely important. Increasing access, I want to suggest to you, is a piece of, but not 
the whole solution. What we need to figure out is how to reduce demand for those 
services. How do we do that? You do it by health promotion. It may sound really easy 
and really simple, but I want to suggest to you that with less health illiteracy, there is 
more access to care, and healthier lifestyles-that combination could get us to reducing 
demands. 

You may see more action at the primary care setting, some clinical prevention work. In 
the community setting you might see some things going on in schools and the work place. 
The hospitals would be the place people go when all other things have not quite worked 
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out. So demand reduction is imperative, and I believe that's the way we balance this 
imbalance. 

Let me explain what I am talking about and what this notion of health promotion is. A 
hundred years ago .or so, the top killers were bacteria, viruses, and injury. When a person 
was born, his or her life expectancy was 47 years. Now, it doesn't mean that half of us in 
here wouldn't have been around for this lecture, it means that half of us born-if all of us 
had been born on the same day, half of us might not have gotten to year 4 7. Fast-forward 
to year 2002. The life expectancy is 77 years. According to many health experts, of 
those 30 years of increased life expectancy, 25 of those are due to public health advances 
and public health measures like vaccinations. 

Some of you may well say vaccinations are about medical care, but in this room we have 
a good mix, a good demographic mix. How many of us got many of our vaccines in 
schools? It's not half, but it is probably one-third of the crowd. If we ask that question 
today, the numbers are going to be substantially lower and realize that we represent 
probably a different socioeconomic mix than the mix of kids in schools. But, there are 
other things you might not think about. 

Highway safety is public health. The fact that we can go on those flyways and not go 
flying off the flyway is good engineering and good public health. The fact that we wear 
seat belts, that is public health. The fact that we fluoridate water in some of our 
communities, though it doesn't help necessarily the death rate, that is public health. The 
fact that we want to make sure that everyone who enters school is adequately vaccinated, 
that is public health. These and other measures have helped increase life expectancy. 
The point is medical care is important. We're glad it is there, but some of what we have 
experienced in terms of improving our lives did not happen in a doctor's office or happen 
in the hospital. 

We spend less than 3 percent of our healthcare dollars, that $6,280 that I mentioned, on 
public health. We need to be investing more in public health. When we look at leading 
causes of death in the year 2000, the diagnoses are heart disease, cancer, and stroke. In 
fact, cancer now is the number one cause of death for people under age 85. When you 
look at what actually kills us, 100 years ago it was pneumonia and gastroenteritis, it was 
the specific bacteria that invaded some part of your body and caused you to be ill. What 
is the equivalent of bacteria and viruses today? Smoking, lack of physical activity, too 
much nutrition, and immoderate use of alcohol. Do doctors play a role in changing that 
around? Absolutely, but there are other places where we need to think about these public 
health opportunities. So, again, in 1900, population-based health efforts won the battles 
against infectious diseases, and the question now is can population-based public health 
help us in our efforts to reverse the trends of chronic disease that are killing and ailing 
us? 

The other thing we should focus on is morbidity, the people walking around with these 
diseases who are being treated with medication. It is great we have medications to treat 
them, but some of these diseases are preventable. Type 2 diabetes is largely a preventable 
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disease. We treat it, we do a good job, but it would cost a whole lot less not to have to 
treat it. 

So you're wondering, is there any success story of doing what you're talking about, and I 
want to suggest to you there is. That would be tobacco. We have seen in this country a 
dramatic reduction in tobacco use and what I want to suggest to you is that it was no one 
measure, but a number of different things. Public perception has changed. There have 
been excise taxes. We don't advertise tobacco products on television anymore. 

I can remember when I was a kid, I had friends whose parents were smokers. They 
would give us a little money and we would go to a corner store to buy cigarettes for them. 
We went to a vending machine, put the money in, pulled the handle, and out came the 
cigarettes. You can't do that today. The kids do not have access to those kinds of 
machines today. 

So there are a number of things that have happened to help reduce cigarette smoking. I 
want to suggest to you that we know in the state of Texas of at least one success story 
that started in four counties and is now in three. We targeted four counties that had high 
rates of lung cancer and related diseases. We implemented a program that was multi
targeted and multi-factorial. There was programming and advertising. There was school
based education, education for parents, and the ability for people to access the medical 
support that they needed if they wanted to quit. There was an interdiction program. 
These are programs where you go to a convenience store and pay a 13-year old to act like 
he or she is a smoker. They try to buy cigarettes. If they're successful, you slap the store 
clerk on the hand and you say, "You do that again, and we're shutting you down." 

Those multi-targeted, multi-sectored efforts have resulted in a 36 percent reduction of 
tobacco use among kids and a 19 percent reduction among adults. That is pretty 
remarkable, and the cost is $3 per person per year to achieve this community-wide. 

Let's put it in contrast to $6,082 we're spending on healthcare. One twentieth of a 
percent could do this across the state of Texas. In fact, there are places with other 
money-because we haven't the money in our budget-to do this. This isn't about 
seeking money, but telling a story of success. In El Paso, the Paso Del Norte Foundation 
has put up money to replicate the program and has seen these reductions. In Amarillo 
they found a different way to fund it and have seen these reductions. 

We want to put together a tool kit. This can work in your community if we can figure out 
a way to put $3 per person to work. We're doing a return on investment study saying not 
only are these the percent reductions, but this is what it translates to in dollars in your 
population. I think it will be compelling information, that we as the Texas Department of 
State Health Services are at least going to put out there-this is what the state of Texas 
could save if we could figure out a way to do this program statewide. 

So for an overall cost of $66 million, a program like this could be done statewide. But, 
the question is-with regards to obesity, since I used it as the case study-is there a $3-
and I mean that figuratively, not literally-is there a $3 per person per year solution to 
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our obesity challenge? Our governor has taken on the challenge with the Governor's 
Fitness Counsel and Texas Roundup. There are things going on in this state to begin to 
look at how we can reduce childhood obesity. In fact, there is a very interesting study 
that I will talk about that is very compelling. 

One way to get rid of the obesity challenge in our state is to do gastric bypass surgery on 
every obese patient in the state and the cost of that-and this is probably being fairly 
conservative-is $25 billion. Let's contrast that to what I said could be a $66 million 
proposition for smoking that will probably accomplish more in the long run. 

Now, what I want to contrast that to is comprehensive school health education programs. 
Comprehensive school health education programs are programs that are in the schools 
that are teaching kids how to eat healthy and how to be physically active. PE teachers 
must change the school environment and teach kids more than just how to play dodge 
ball. How many of you played dodge ball in the last few days? I have not. Dodge ball is 
not exactly a lifelong sport. 

Comprehensive statewide school education programs are not very expensive. I think this 
is actually an inflated comparison, but we could put comprehensive school health 
education programs in every school in Texas at a cost of $10.5 million or so. This is not 
to say that this is what we should do. This is just a comparison to the alternative, the $25 
billion solution. If we could do this and prevent just one case of diabetes per year in each 
of those schools that implemented that program, we would more than pay for this 
program. 

So, those ideas were meant to be thought-provoking, but we are indeed human beings that 
walk around as individuals. While there are things that can be done to facilitate and 
make it easier for people to make good choices, the information that is written on the 
Internet is written at a 12th grade reading level. That is a challenge for us, because the 
average American reads at an 8th to 9th grade reading level. And even more challenging 
is that the average Medicaid recipient is at a 5th grade reading level. And I am not saying 
the Internet is a bad tool. It is a great vehicle, but we need to put information on it that is 
accessible to those we are trying to reach. We need to be very mindful of that. We also 
need to think of language issues. 

I have five simple rules for good health. If we could do these for our families, our 
communities, and ourselves, we would be in a better place. Eat smart, move more, sleep 
plenty, don't smoke, and stay connected. Stay connected is one that I've just added. I 
am now the commissioner of something that includes public health, mental health, and 
substance abuse. I am becoming more and more aware of how important the 
psychosocial context is for all the things that we do. 

And so with that, I say thank you very much, it is an honor to be here and a pleasure to 
talk to you. I think there is time for questions. 

Audience Member: What can we do in terms of mental health from a public health 
perspective? 
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Eduardo Sanchez: That is a great question. I thought that one of the opportunities that 
presented itself when the Texas Department of State Health Services was created was to 
start looking at mental health and substance abuse from more of a public health 
perspective. Let me tell you what I think. I feel that with regards to mental health and 
mental illness, we have been more about building systems, not unlike what we're doing 
in medical care systems to take care of people. Hospitals are doing a great job--JCAHO 
accredited, very good care is provided by any measure you want to put out there. So 
we're in a good place in the state with regards to hospitals. What we haven't done in this 
state, I think, is look at the epidemiology of mental illness and figure out where did it 
start and is there anything that could lend itself to prevention and early intervention. 

I learned that there is such a thing as psychiatric epidemiology. We're trying to 
understand that and bring that into a department that has an innate component of 
epidemiology that has been very strong and serving this state well, but can be expanded 
to help us explain and understand what is going on. I want to begin looking at the 
economics of mental illness, the economics of this chronic disease, and, again, frame 
things in terms of return on investment. I believe if there is early intervention and 
prevention, we will be able to save money, but I've got the figure out how to bring the 
health economists to our table to help us do some of that analysis. 

Audience Member: I have a question about the statistics and tobacco reduction. When 
did that start and over what period of time did you get those results? 

Eduardo Sanchez: You can see reductions in three years. So we're trying to find a 
county or counties where we can put those dollars together and replicate this yet again to 
continue making the case to folks who might have some resources. 

Audience Member: I think this is important for people in this room to understand. It is 
not going to take a generation to make a difference. It can happen pretty quickly. 

Eduardo Sanchez: That is a good point and those of you who are not physicians know, 
particularly with regard to tobacco use, the benefits of quitting tobacco begin as early as 
the day you put the tobacco away. So there is an immediate return on that change in 
behavior. 

Audience Member: Dr. Sanchez, I couldn't agree with you more about the five steps. I 
have a comment more than a question. I am Italian, so I really like to eat well, and I 
think I eat smart, but how do you achieve this with a society as a whole? How do you eat 
smart, eat plenty, and keep the things in balance? How can you teach your kids to do that 
when you are not around? 

Eduardo Sanchez: That is a very good question. I absolutely agree with you, that it is 
difficult for many of us to adopt these five simple rules, but I think it is incumbent upon 
all of us to think about how we adopt those rules. I think I would add on number 6 for 
anyone who is a parent: do everything you can to make the education of your children the 
top priority. 
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I do think that we as a nation, and we as individuals, get caught up in the "what do we 
have" game, instead of the "what are we about" game. The "what we have" game is 
defined by what we own and what we have and we get caught up in that. We need to step 
back from that a little bit and remind ourselves that it is not about what you have, it is 
about who is around you, who cares about you, and whom you ought to be caring about. 

In other words, I believe, to care fully for someone else you've got to live the kind of life 
that you think someone else should. Again, it is easier said than done. Another more 
concrete thing, in the school environment, is comprehensive school education programs. 
That's a way to get the message into schools and that is a way to at least get the message 
to the parents. 

The other opportunity, I believe, is in the workplace. I do believe that corporate America 
is beginning to understand that worker wellness is going to affect their bottom line. I 
believe that there is a case to be made. If we want to keep jobs in America and not have 
them go somewhere else, we have to figure out how to manage costs that are manageable. 
Medical costs and fuel is probably adding to that. 

But medical costs were, have been, and continue to be a significant factor in the cost of 
business in America. There are some good solid studies that show that investing in 
worker wellness results in a bottom line return to the employer. It results in higher job 
satisfaction and better health for the employee. 

How can you go wrong looking at worker wellness as a place to begin working? Worker 
wellness is about three things. It is about nutrition, so that if your place of business has a 
cafeteria, you probably ought to look at the food being served. It is about physical 
activity and giving the employees the opportunity to at least understand what role 
physical activity can play. It is also about stress reduction and that has to be a real part of 
it. Figure out ways to reduce stress for those who are in the workplace. 

Audience Member: I have a quick question for you. I am curious about your thinking 
on the role of public health in relation to a community infrastructure kind of issue. I am 
thinking specifically, for example, about the location of grocery stores and things like 
that. Adult nutrition is important, too. If there is no place in the community where they 
can get good food, how does this impact health? 

Eduardo Sanchez: As I said earlier I am on an Institute of Medicine Committee that is 
looking at the progress that our country has made to help reduce childhood obesity. One 
of the issues that has come up is indeed where grocery stores are located and/or what is 
sold in stores in our neighborhoods. I believe it is the role of government and the role of 
public health to bring issues like these to a place where they can be discussed. Those 
who have the resources in communities and those who don't have the resources but live 
in our communities ought to have the opportunity to sit and have a conversation about 
what's the value, what's the benefit. 

Let me tell you a story I heard. It is a story of one of the national bookstore chains that 
was approached by a couple of young students who were in one of the south San Antonio 
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schools. They wanted one of the bookstores to locate in their community. The bookstore 
said the market analysis we've done doesn't support it. These two young students were 
quite persistent, and ultimately the bookstore was put in their community and it thrived. 
Now, it was little bit different because there were a fair number of purchasers of Spanish
language books as opposed to the English-language books. But, the thing is even the 
market analysis didn't necessarily take into consideration the needs and desires of a 
community. 

There may be a stronger market argument that can be made. The other is how you 
marginalize your profit in Texas. It may be that you accept something slightly lower but 
as a broader community say, please, don't just put the stores in this side of town, put 
some of them over here, so there is a role to be played in terms of bringing folks together 
and having a conversation. 
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Chapter 5. Indigent Care Ecosystems: 
A Cross-Community Perspective 

David Warner: I would like to introduce Betty Sue Flowers who is a poet, a long-time 
Professor of English and director of the Plan II program at UT Austin, and someone who 
has been involved in major public TV shows and a number of other initiatives. She is 
currently the director of the LBJ Library and Museum. 

Betty Sue Flowers: I'm so glad to see you here because this is one of my favorite 
subjects-I was a premed student before I fell in love with poetry, so my heart is still 
with medicine and healthcare issues. It is very fitting you're here in this federal library 
that belongs to all of you. We're also lucky to do many things in conjunction with the 
LBJ School. 

It is fitting because in the 1960s, another Texan was in the White House-President 
Johnson-and a lot of things were happening in terms of healthcare. You probably know 
about the Medicare bill LBJ passed, and if you look on the wall downstairs in our exhibit, 
you will see a list of many other bills related to healthcare: bills related to mental health, 
bills establishing medical libraries, bills covering the nursing profession, bills about 
healthcare for people in the armed forces, bills about healthcare for people in the 
government. 

So a lot happened during those brief few years, and a lot needs to happen now and is 
happening, thanks to many of you, some of whose faces I recognize from other healthcare 
projects we've had here in the library. Let me say once again, thank you for being here 
and we' re delighted to help out such a wonderful program. 

David Warner: Alberto Isiordia will introduce the next speaker. Alberto is from the 
state of Washington and has an engineering degree from the University of Washington. 
He has primarily worked on the homeless project as a member of the PRP. 

Alberto Isiordia: Thank you, Dr. Warner. I have the honor of introducing Dr. Robert 
Hurley. Dr. Hurley has been a faculty member in the Department of Health 
Administration at the Virginia Commonwealth University since 1990, where he teaches 
managed care, health benefits coverage and financing, and organization theory. 

He has been conducting research in managed care and other healthcare service issues for 
the past 20 years. He has published more than 50 journal articles, book chapters, and 
monographs on this topic, and has given over 200 presentations across the country on 
many facets of managed care. He has testified before several state legislatures and the 
U.S. Senate Finance Committee on his research in Medicaid managed care. 

He serves on the editorial boards of Medical Care Research and Review, Health Affairs, 
and Health Administration Press. Several federal and state government agencies and 
private foundations have supported his research. His current research projects include 
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examining the impact of managed care on community health and human service 
providers in Philadelphia; tracking the entry and exit of commercial HMOs in the 
Medicaid market; and examining health plans and provider contracting and compensation 
strategies. He is a member of the National Academy for State Health Policy and a fellow 
of the Association for Health Services Research. 

Today, the title of Dr. Hurley's talk is ''Indigent Care Ecosystems: A Cross-Community 
Perspective." Please join me today in welcoming Dr. Robert Hurley. 

Robert Hurley: I appreciate the opportunity to be in this very interesting conference. I 
found this morning fascinating and very engaging because of the level of involvement 
that was revealed in the presentations, and because it represents the kind of things that are 
happening at the community level, as I am going to talk about this afternoon. 
Community-that is literally where the action is. We might rue that in terms of the lack 
of more action at a higher level, but make no mistake about it, this is where things matter, 
and this is where things get done. 

My presentation is going to leverage off work that I have been involved in for the past six 
or seven years. I work as a senior consulting researcher for the Center for Studying 
Health System Change, and I'll get more into that organization as I get into the 
presentation. The focus I am using is of indigent ecosystems in communities. This idea 
of ecosystems is appealing to me. We like to believe every community has found some 
kind of ecological balance in terms of how they approach these issues. 

I also will warn you I will come across as somewhat cynical on this topic because it 
represents the vantage point that we have. We spent a lot of time-I've worked in 
healthcare 30 years now and visited about 40 states-and as a result developed the sense 
of great disappointment about what we're not doing in the case of the uninsured. As 
already alluded to by a number of speakers this morning, when it comes to the problem of 
the uninsured, there is reason to be cynical. The one definition of cynicism I like is "the 
power of observation is commonly called cynicism by those who have not got it." 

Each community has a distinct indigent care ecosystem system, which means each has 
developed multiple approaches to make sure they have acute medical care available to a 
low-income person who doesn't have some kind of insurance coverage. 

People do not die on the street in the United States very often, meaning we found some 
way to accommodate them. I believe it was Dr. Shine who mentioned this morning that 
about two-thirds of U.S. employees have private insurance in this country and the 
remainder with coverage have publicly sponsored coverage. There is still a very sizable 
portion of our population that does not have coverage, but they get care, in some form, in 
communities. 

The provider capacity within local communities and the extent and the nature of the 
demand in communities varies greatly, but it also shapes the kind of access to indigent 
care that is available within those communities. 
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I would submit to you that communities either implicitly, meaning by not doing things 
but letting them happen, or explicitly, customize their approaches or devise approaches 
that meet their unique needs based on their distinctive or particular circumstances. 

So, again, think about your own home, your own communities-I do this with my 
students. I pose to them: what happens to a person in your own small town or large city? 
How do they obtain care if they have no coverage? Who, in that community, is the open
door source? Who is available? And we've heard varied approaches to this across my 
state and across the Middle Atlantic states. 

As a result of that-and here is the ecosystem, the ecological balance-some kind of a 
balance occurs; some things fit together as a result. We have an ecosystem which does, 
in fact, evolve within the community, and I will show you from our research across the 
country a little bit of how this has manifested in the sites that we have been studying for 
ten years now. 

But to do that, I need to set up for you my way of thinking about how we handle the 
availability of acute care in communities, and I think, based on the things that I have 
heard this morning and based on things observed over the last 30 years, this is a 
reasonably good, simple characterization of how we ensure access to care in this country 
to people who have no insurance coverage. We can make it, we can buy it, or we can 
subsidize it. It has a nice cadence to it. It is also true, I think. 

Under "subsidize," we have two forms of subsidy, two important different ways of 
subsidizing care. We have direct subsidies and cross-subsidies, and we'll talk about them 
as we go through. This is the backdrop of talking specifically about the individual 
ecosystem, as I am using it here in this formulation of care. It can, in some cases, be 
coverage, or it can be some kind of combination of both of them. 

Regarding the "make it" approach, it is the one that is most common to many of you, 
particularly in a state like Texas where you've had publicly sponsored institutions for a 
long time. One of the cities we've studied is Miami, and Jackson Memorial Hospital is a 
really good example of the "make it" model. It has a hospital health plan, clinics, all of 
those things. We have the direct provision of services through government owned 
facilities and/or employed providers. This is where the classic safety-net providers would 
fall. 

We don't really challenge, like we should, what constitutes safety-net providers. By this, 
we mean hospitals, federally funded health centers, and the local health departments that 
are still the bulwark of services to the uninsured. Their open-door policy is what 
distinguishes them. They don't make any exceptions to whom they provide services. 

The problem with and limitations of this model, and we heard very vivid examples of 
them this morning, is the emphasis on acute care and the emergency department as the 
classic site for that care. Many of the other things that are going on in terms of episodic 
services at hospitals, in fact, are not the best investment of dollars for the uninsured. But 
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they represent those providers who are there, and therefore, are accepting some of the 
responsibility for doing it. 

The real challenge for those programs, and I thought that the CareLink presentation this 
morning for San Antonio is a good example of this challenge, is on how to move the 
money and how to move the design of these programs to an upstream strategy where 
you're getting better value for the investment compared to just getting acute care. 

Then we have the "buy" strategies. Under the buy strategy-Travis County would be an 
example based on what we heard this morning about creation of a district that is, in fact, 
moving in the direction of having greater liquidity to distribute dollars-public sector 
purchasers buy care from private providers on behalf of those people who can't afford it. 
This is the classic vendor payment program, like the program we had before we had 
Medicaid back in the '60s. 

One interesting thing about the public buy programs is their payments are often below 
market rates. Why that is and why that has persisted so long is because we have an 
underlying philosophy that this is a "better than nothing" approach to pay. Meaning, if 
the public sector is not paying, then this care would not be compensated at all, so ~'take 
what we will give you" becomes the mantra for that. 

It is also possible in some cases, in some of the more enlightened models that we see 
today, to try to move into purchasing private coverage for individuals who cannot 
purchase this for themselves. I suspect you'll see more of these attempts to buy into 
coverage in the private markets and also to shore up some of the erosion that is evident in 
terms of the private markets. Under these, we could put Medicaid expansions. 
Obviously, a number of states have done SCHIP initiatives. 

Then, we have the direct subsidy approach. There, we have the provision of some 
support to selected providers essentially to offset the cost of providing some 
uncompensated care. Service recipients may be designated groups or classes of 
individuals. They could be immigrant or homeless populations that you heard about this 
morning that are targeted populations that some organization is receiving a subsidy to 
provide services to. 

There could also be a whole argument about whether the tax-exempt status for a not-for
profit hospital is to be used to promote provision of uncompensated care. There is going 
to be a huge debate across the country regarding what to do about this issue. This is a 
classic federal approach; someone in Washington, perhaps Senator Grassley, is going to 
call hearings on the not-for-profits asking whether they're making adequate contributions 
to providing uncompensated care. There will be a lot of positioning and posturing and 
speechifying, and ultimately, some kind of tokenistic mandate on them, because this is an 
issue where you can get a lot of smoke without getting a lot of heat. So, I think if you' re 
a not-for-profit hospital, you need to be concerned about this because this is going to be a 
prominent issue in the months and years to come. 
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We have other approaches, and we heard about some of these today-public and private 
resources committed to targeted programs and populations. They are very important at 
the local level to find access to resources and to have those resources purposefully 
applied to appropriate, worthy, and deserving programs that are actually demonstrating 
good contribution. 

In my state of Virginia, we've had a number of public hospitals that have been sold to 
investor-owned corporations. We've had several so-called "conversion foundations" 
make major contributions, at least in their local communities, to providing 
uncompensated care and other community health services. 

You can actually think of the disproportionate share payment systems of Medicaid and 
Medicare, a federal program, as the mother of all uncompensated care subsidy programs 
in some respects, but we also have other things like free clinics. The problem, again, for 
this approach is that these programs have limited ability to meet large-scale needs. They 
are, by definition, local initiatives in terms of their contribution. 

Then we have the cross-subsidy approach, the hardy perennial, for financing 
uncompensated care in America, where we require providers to donate care and finances 
with that donation financed by generating surpluses from other sources. 

We heard passing reference to EMT ALA this morning and that the ED cannot turn 
people away because of their ability to pay. In fact, it is a form of forced donation 
financed by the charges to other payers. And, another reason why cross-subsidization has 
become so popular and pervasive in our healthcare system is that it is a convenient kind 
of default public policy where the hospital is the tax collector. The hospital plays Robin 
Hood, basically to rob the rich and to subsidize the poor. We've had this approach a very 
long time, and in some of our markets, you'll see this later on, this is the principal method 
to finance inpatient and hospital-centered care. In addition to providing funds for the 
uninsured, cost shifting or cross-subsidization is a means to make up for payment 
shortfalls from the other payers, and this has become part of the institutionalizing and 
imbedding into our entire healthcare systems the notion of cost-shifting these. 

I've used this figure for many years in my presentations; I always refer to it as a 
Rorschach test for the health system, because what you see in this figure is a reflection of 
how you view the healthcare world (see Figure 5.1). It shows hospital payments 
expressed as a percentage of costs. This is cost by a source of payers, and you can see 
this illustrates several different things. 
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Figure 5.1 
Cost-Shifting to Private Payers, Hospital Payments as Percent 

of Costs, 1990 
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Source: Propac, 1992. 

The thing I would call your attention to here for my purposes right now is private payers 
in 1990 were paying about 125 percent of the cost for a private patient and the uninsured 
were paying about 21 cents on the dollar. In other words, we have enabled the hospitals, 
through their charge structure, to generate the dollars to compensate that shortfall. 

If you look at the slide ten years later, the picture is interesting for a number of reasons 
(see Figure 5.2). One of them is that the amount of cost-shifting is down because of 
something called managed care. Suppression of cost-shifting is another way to define 
managed care. By the same token, it still has not improved the position of the uninsured. 
Sorrie people refer to this as the hydraulics of cost-shifting and it is a good way to think 
about it, because, if you look at these moving together, you appreciate the complexity of 
hospital finance. It really is a high art form, and depending on the nature of your payer 
mix, what you get determines your overall financial profitability. Now, that's the cross
subsidy phenomenon. 
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Figure 5.2 
Cost-Shifting to Private Payers, Hospital Payments as Percent 

of Costs, 2001 
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Source: MedPAC, 2003. 

Now let me tell you what we have been doing for the last several years. We have been 
involved with the Center for Studying Health Systems Change, an organization in 
Washington that was founded in 1995 and exclusively funded by the Robert Wood 
Johnson Foundation. In terms of its major effort, we are looking at marketplace change. 
We track 12 metropolitan areas across the country. Some of our colleagues also do 
survey research. Dean Steinberg made reference this morning to the study that came out 
yesterday that Peter Cunningham did regarding the decline in physician-donated care, and 
that was also done by the same enterprise. 

What we do is study these markets in depth with a week on-site every two years. In the 
meantime, we conduct telephone interviews. Large, medium, and small metropolitan 
markets stratify these. We're trying to understand the local ecosystem of healthcare in its 
entirety and how it changes over time. 

We also focus on different substantive issues that are revealed in these markets. Some of 
our colleagues were the first to identify the challenges associated with the rise of single 
specialty hospitals in the United States, which ultimately led to a federal moratorium on 
these. 
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As academics, we worry about timeliness, but as they're charged with the need to be as 
timely as possible, we are trying to communicate to the policymakers what is going on in 
the healthcare system as it is being manifested in this sampling of markets. 

And by the way, it is a set of randomly selected markets. I think we forced in California 
and northern New Jersey, I should say, but the rest were selected in 1996 in a random 
drawing. We didn't pick Texas at that time, but we did pick Little Rock, Arkansas. We 
wish we did have Texas, though, just because of the interesting dynamics in this market. 

I will talk about four of our study cities, Boston, Indianapolis, Little Rock, and Orange 
County. Our markets are quite diverse. They range from 84 percent of the population in 
Seattle having private coverage, down to 59 percent in Miami with private insurance. 
Why is that? Miami has a lot of employers that don't carry benefits. The hospitality 
industry is notoriously low in benefits. 

With Medicaid and SCHIP, we range from a low of 8 percent in Seattle-where even 
though they have a good, relatively generous, Medicaid program, the number of people 
who qualify for it is still relatively low-to over 15 percent in Miami. 

Among the uninsured numbers we don't have any community quite as high as what we 
were hearing this morning about Texas communities, but we have Miami at 18 percent 
and Orange County at 23 percent, and all the way down to Massachusetts at 6 percent. 
We didn't select our markets on these average measures, but we do have a good 
distribution in terms of the coverage picture. I will tell you about the ecosystems in these 
four communities and draw conclusions and suggestions from them. 

Boston is an interesting market for a lot of reasons. It is the medical Mecca of America. 
It has enormously rich private coverage. It has relatively generous overall Medicaid 
coverage and a very low level of uninsured, about 6 percent. What is the big public issue 
in Massachusetts today? Universal coverage. 

There is a huge bill-supposedly it is going to be passed and reconciled between the 
senate and the general assembly shortly-to finally achieve universal coverage. Why are 
they so taken by this? Because they're so close and can see it. They also have, in terms 
of the community, enormous belief in the value of coverage in that state, partly because 
half of the state works in healthcare and they need to be financed in some respects! But, 
it is striking relative to virtually all the other communities in the country. 

How do they make, buy, and subsidize in Boston? They have two major public hospitals 
and more than 20 community health centers. This is where the community health centers 
were invented when the OEO actually began the first predecessors of the FQHCs back in 

. the 1960s. Many of them are linked to the public hospital and it is common to have 
electronic medical records in their community health centers. Many of them have 
interoperability between the public hospitals and the community health centers. 

In terms of buying, they have a free care pool that the state maintains which uses funds 
that are both state-contributed, so-called intergovernmental transfers, and also hospital 
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tax supported, a tax that hospitals who have low levels of uncompensated care contribute, 
so that money is available for the public hospitals to get paid for services for people who 
are uninsured. 

In addition, the public hospitals offer managed care plans that enroll the uninsured, so 
people who come for care are getting care on a planned basis. Outpatient care is 
distributed out to the health centers to ensure they get better value for their money. 

The other hospitals have been helpful in sustaining political support. In fact, Boston has 
a lot of prestigious private hospitals that are very comfortable having the public hospitals 
assume those responsibilities. The other hospitals have been very supportive by putting 
their political pressure behind sustaining the free care pool to ensure that the public 
facilities have the wherewithal to be able to carry out these responsibilities. 

Now, let's jump to the Midwest. Indianapolis is interesting because historically it has 
had a solid employer-covered market, although as with much of the upper Midwest, the 
so-called "rust belt," it is really on the cusp of seeing a substantial decline. Two of our 
other cities, Lansing and Cleveland, have already tipped over into a deteriorating 
employer-coverage market. Indianapolis is still a mixed community, and has a modest 
Medicaid program and a manageable uninsured burden within the city. What I am 
suggesting may change as we go forward. 

Indianapolis has a public hospital-this sounds a lot like what was being described in 
Bexar County here-a public hospital with tax support and a very strong academic 
affiliation, Indiana University Medical School. They have several community health 
centers in the city and they have developed a model that is like the CareLink program. It 
is called Wishard Advantage, a publicly supported managed care program for the 
uninsured that is paying for ambulatory care in community health centers. They 
distributed out ambulatory care to the community providers and infused more dollars in 
the community providers that would have stayed in the hospital and would have provided 
care less sufficiently. The inpatient care for the uninsured is concentrated in the public 
hospital. 

Once again, we have a cadre of private health systems that are very comfortable with the 
public hospital meeting its mission as far as providing services within that community. 
The concern in Indianapolis is for employer-sponsored coverage. This program has 
grown rapidly. 

The first time I visited this site was 2001. In the course of four years they've gone from 
about 10,000 persons enrolled in this plan to about 40,000. Some people would say that 
we seem to be creating another Medicaid program financed with local dollars rather than 
state dollars, and therein lies much of the concern. Also, the public hospital system, 
because of the amount of care that has concentrated at that facility, feels an increasing 
burden associated with the success of this local program. 

In Little Rock, they have modest coverage. This is a state with a limited large employer 
base, and as you know, is the headquarters of the Wal-Mart Corporation. As such, it is a 
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state that has relatively weak employer-sponsored coverage. Medicaid has a strong 
program for kids-I'll say more about that in a second-and they have a substantial 
uninsured population in Little Rock. There is an academic health center at the University 
of Arkansas that is a public institution. It plays multiple roles: a public city hospital, a 
regional hospital where people from all across the state come to get their care, and it is 
also an academic health center. This creates various tensions for them. 

In terms of buy strategies, you may be familiar with the Arkansas situation. Arkansas has 
made a very strong commitment to the next generation of Arkansasans in the sense they 
have a very rich and well-developed coverage called the ARK.IDs program. They have 
had very aggressive outreach to get the enrollment in this program, and Little Rock 
happens to have a very good children's hospital. The commitment to children really 
sharpens the contrast with what the state is not willing to do for adults, and I think this is 
very interesting. It is also a state, as you know, that has made a commitment to reduce 
child obesity. After the governor lost 100 pounds, he decided that childhood obesity 
really is a prominent health issue. 

In terms of cross-subsidy, again, there is some reliance on the not-for-profit hospitals 
there. There also is reliance on physicians to donate care because the academic health 
center doesn't have the capacity to provide all of the specialty care needed in the 
community. 

There are distinct disparities between access to care for kids and for adults, and there is 
an acute shortage of specialty care in this community, a theme we see in all of our 
markets, but this is one of the most prominent ones. 

At UAMS, when a patient needs follow-up care, they get higher appointment priority if 
they have private insurance, lower for Medicaid, and lowest if they're uninsured. And in 
some clinics, it could be eight or nine months before an uninsured patient can get an 
appointment. 

Orange County, California, has limited employer-sponsored coverage. It is a place where 
there are a large number of hospitality industry employees, moderate Medicaid 
participants, and a substantial number of uninsured. 

In the make strategy, the University of California-Irvine is a public academic health 
center. The county also has 19 community clinics around the county. The county offers 
a medically indigent vendor program for county residents, but it pays low rates for 
services. There is also subsidized care at private clinics and free clinics. And, the 
children's hospital is also a major provider of services. 

This is a large, sprawling county, so one public hospital isn't enough. Both the for-profit 
and not-for-profit hospitals contribute a substantial amount of care through cross
subsidization. There is a significant problem in access to specialty care, and again, there 
is a very disproportionate burden on what is available in the community. 
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I'd like to highlight some issues across these markets, and some of the others I haven't 
spoken about. The strength of employer-coverage is the key. That's a huge issue given 
its deteriorating conditions in parts of Texas, as it is in the rest of the country. The scope 
of Medicaid is important because both of those programs are actually critical in terms of 
determining what the uninsured population will be. 

The public providers in our markets, the "makers" of services, are typically the backbone 
even when they're relatively small and limited in their service capacity because they are 
the open-door providers. The private providers are prone to avoid the uninsured where 
they can and when they can. That's a universal issue. 

It is an issue that is reflected in the new article out yesterday about physician charity care 
that reveals the fact that the ethos of practice is changing, particularly at the physician 
level, in part because physicians don't have the same kind of constraints that exist for 
hospitals. We have seen modest success in getting coverage for low-income persons, but 
they tend to exploit hospitals because most of them are limited benefit programs that 
cover primary ambulatory services or pharmaceuticals. These services can't be made by 
the public sector in many or most cases. They are expensive to buy or to subsidize and so 
they are increasingly difficult to acquire. 

We heard several people speak about this this morning. I think this is an enormous 
national issue of what is happening to the availability of specialty care, including the 
location of specialty providers, and the willingness of specialty providers to have an open 
practice in terms of providing services. 

So what are our concerns as we go forward? Employer-sponsored coverage is stalled and 
appears to be slipping. You know this from the bigger picture: premiums are rising, 
benefits are being trimmed and take-up rates, the percentage of persons who take 
insurance when offered, will fall as the cost rises. The extent of underinsurance is rising. 
We have the growth of consumer-directed products. Donor fatigue in terms of 
contributed or charity care is growing. Again, the study that just came out yesterday is an 
illustration of that. Public programs can expand to some extent to fill this gap, but, each 
time they expand, they increase the financial burden on the taxpayer and trigger the 
potential for push-back. 

So let's ask ourselves what is likely to be done? Is there a blueprint in the offing? 
Unfortunately, not much is to be expected on the national level, in fact, virtually nothing, 
other than tokenistic things. The amount of money we have been spending on the war in 
Iraq will consume all of the discretionary dollars that we have for years to come. There is 
plainly uneven action at the state level based on the rolling recovery. I don't know what 
your situation is, but in Virginia we have had a tremendous windfall; the spill-over of the 
effect of the war in Iraq and investment in homeland security has given us huge budget 
surpluses. But, there is not one advocate for expanding Medicaid coverage or promoting 
some new health initiatives. 

The local system will be where the action is, such as the kind of examples and programs 
that you are describing here and in other markets that we are seeing. There is a certain 
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kind of resignation behind this. We can't wait. We don't have the luxury of waiting for 
somebody to decide what to do in Washington or in Richmond or in Austin or wherever. 
We have got to take this action ourselves. If we do nothing, there invariably will be 
growing stress on public providers. The default public policy of cross-subsidy by 
hospitals in many markets is really going to grow and that is where the pressure on the 
hospitals is going to increase and intensify. We will see increasing! y uneven burdens 
across communities, across types of providers, and by the service lines or service needs 
of patients in terms of what is inaccessible. 

Mental health service was particularly prominent in this last round of visits because of 
states having been through the recession that resulted in persistent underinvestment in 
mental services. And while I certainly don't want to disparage the contemporary debate 
about cultural and ethnic disparities that is raging in this country, I have to remind us that 
economic disparities are at the root of much of this. It is the elephant in the room. It is 
not only the uninsured or underinsured, it is also poor-paying insurance like Medicaid. 

So I submit to you, there is a widening rift in our healthcare system in this country. 
Growing economic disparities in access to care will become more pronounced. Our 
nation has a growing tolerance for what other industrialized nations consider intolerable. 
We have become a kind of leaf-blower society, where as long as we can clear our own 
lawn, we are okay. It is the people next door that need to work on it. So I close with my 
opening quote, "the power of accurate observation is commonly called cynicism by those 
who have not got it." May you have your own insights into this issue and if you are 
called a cynic, so be it, but don't let it stop you from doing what you think is the right 
thing to do. Thank you very much. Questions or comments? 

Audience Member: In your perspective of all these communities, are there any that 
stand out as being particularly successful at what they are trying to do? And, what 
criteria do you use or should we be using to evaluate successful models at the local level? 

Robert Hurley: Very good question. I actually had a fifth market that I had to take out 
because I knew I would run over time-Lansing, Michigan. Lansing is an interesting 
market that I wanted to mentioned primarily because this is a community where there is a 
three-share model and other notable local initiatives. Lansing is a community that 
through design ingenuity, and by some policy works devised county-based programs to 
broadly extend coverage and it has now spread across the state. Essentially, this model 
takes what would be an indigent program, a vendor payment program, using 
disproportionate share dollars that are funneled through the community-based hospitals, 
and uses those to create a coverage program. It is a limited benefit program that actually 
buys an enormous amount of service on behalf of low-income people not in Medicaid. 
And they buy much of that care through the county health departments, which then 
infuses additional monies into the county. 

That is a cleverly crafted model that does not qualify as an insurance product per se 
because its offerers are not insurance companies and don't have to meet the state's 
reserve requirement. But, the level of people without coverage in Lansing is among the 
lowest in the country. So this is an important and interesting model. It is like the 
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Indianapolis one I described earlier, that is converting dollars that were previously used 
to buy institutionally provided service to a program that both covers a set of defined 
benefits for beneficiaries and distributes the dollars out to the community. Community 
providers need these funds both for direct care and the subsidy of other care for people 
who don't qualify for these programs. It expands the number of people that you can 
cover and moves their care out of the institutional settings into the ambulatory settings 
and is a much more efficient use of dollars. 

Audience Member: A follow up question having to do with behavioral health: Are you 
aware whether that successful Lansing model includes a mental health benefit? And then 
a broader question, to what degree could you include behavioral health in your 
comments? 

Robert Hurley: I can answer the second one first. We have not focused on behavioral 
health in the past. But, this past round, we did zero in on that a bit more. We did 
interviews with homeless shelters, mental health community centers, and state mental 
health folks because they might be revealing of the fraying or corrosive effect of a 
sustained recession. It was really quite revealing. 

I can give you an example. Orange County, California, has three million people. The 
county offers ten acute psychiatric inpatient beds for three million people. So what 
happens? Where do they go? They all go to the hospital emergency departments. What 
happens in the emergency departments? They have to hire special staff and bring in 
security guards to handle this, and they keep people in the emergency department for 
three and four days at a time. So can you really begin to see the problem? 

In fact, if you were to read the article I mentioned, you will see some pretty stinging 
comments that were quotes that we used from Boston, a place that is very sophisticated 
about a lot of things and has some impressive programs in the major homeless shelter. 
But, the characterization of the mental health system in that community over the last 
several years was extremely damning. So we tried to look more at that issue. But, I 
don't think we are in a position yet to talk about these kinds of issues across communities 
in terms of where we have seen models and where integration is really flourishing. We 
have not seen that on the large scale, and we have an urban bias as you can see in terms 
of markets. 

Audience Member: Based upon what you said about the Lansing experience, what is 
your opinion about insurance companies, whether or not they add value to the patient 
care experience? 

Robert Hurley: Sometimes they do would be my general response. I think in the 
mental health realm, I just don't know. In the behavior health realm, I think it is a mess 
out there in terms of what states have done in terms of Medicaid or how they are handling 
it and the kind of machinations that states have gone through to maintain and develop 
services. So I haven't looked at that myself in recent years. I am glad you asked me the 
point about the contribution. There were some good comments made, I think it was by 
the chairman of the board of the healthcare district this morning. We need to figure out 

65 



who should be getting the money for the purpose of distribution. In fact, if you go back 
15 years, that is when we thought managed care organizations, or HMOs, or preferred 
health plans, were supposed to do this. 

I studied these a lot and it is an unpopular thing to say, but, capitation is very liberating as 
a potential for really managing care, and if you capitate at the higher level it is all the 
more liberating. But, we haven't found the right people to do this as yet. And what has 
happened over time, and I am fairly critical of this, is that these organizations that we 
hired to be managed care companies realized that this is pretty hard work and they have 
concluded that they should and could do less and less and less. But, they still continue to 
make as much money as they were making before, so now we created the worst of both 
worlds. We have these huge fiscal intermediaries who are collecting large premiums and 
reaping pretty large profits, but the value added contribution to the system is negligible. 
When you look at the local market level, you see almost no imprint of these firms on the 
markets. They are not making any difference at that level. Maybe for a few large 
employers who want seamlessness across multiple states they do. But in general, you are 
just not seeing it. They have decided they can make money by doing relatively little, so 
they have just reverted back to intermediary function characteristic of traditional health 
insurance. 

David Warner: Thank you very much. I will talk briefly about something that is 
related, that is, in this state, we have the ability to add at least a million people to 
Medicaid without tremendous cost. But the main sticker, obviously, would be to come 
up with the general revenue from the state. And right now, I think with the changes in 
taxes that are going to take place, that providers, if they are going to have to pay a tax 
anyway, could figure out some way to tell the legislature that since we are going to be 
subjected, much of it should be allocated to healthcare and draw down 150 percent more 
for an expansion of Medicaid for people under the poverty level, as well as cover people 
who spend down to eligibility, and more fairly compensate providers who care for 
persons on Medicaid. This could make a big difference. I think it is only something that 
could happen if the provider community decided to get together. 
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Chapter 6. Breakout Session Summaries 

David Warner: We are now going to hear from each of the breakout groups. The first 
presenter is Joanne Zurcher, who is a member of the PRP class and in the 21-day clinic 
project. Joanne is a native of Long Island, New York, and a graduate of SUNY 
Plattsburgh. She also has spent some time on the hill in D.C. as a Congressional staffer. 

Joanne Zurcher: We are talking about the 21-day clinic, for those who weren't there. 
This is a post-discharge clinic, three weeks maximum, to which a patient can go, more 
than once if needed, if they have questions and concerns or to have follow up of their 
care. In our session, we began with the questions of why would we do this? What would 
we do? How would we do it? And where would we put it? 

We asked why because the current standard of care in ER is not appropriate-it just 
doesn't get the job done for the patient. The second thing we asked is if it would 
decrease the uncompensated care rate. Next, we asked if it would improve care 
outcomes, increase compliance, and decrease morbidity. We asked ifit could be a 
teaching moment for accessibility and give the folks access to the healthcare system for 
the first time. 

Next, we asked the question "what": what does this include? We looked at eligibility 
evaluators. We looked at medications and explanations on not just paper prescriptions 
but possibly providing prescriptions for the time period between discharge until they get 
to the 21-day clinic. For example, if you can't get an appointment at a 21-day clinic until 
seven days after discharge, you would receive your meds for seven days. We also looked 
at the possibility of a mental health provider at the clinic because of the complexity of 
diagnoses. We discussed having specialists available, and one of the more important 
things that everybody agreed upon was case management. That would mean having 
someone who could look at each patient and see what services he/she is eligible for and 
help them gain access to those services. 

Another thing discussed was access to services such as labs and x-rays, and this was an 
argument for putting it in a hospital-based facility, as opposed to a stand-alone clinic. 
We felt that having access to these things would be a little bit cost-prohibitive in a stand
alone facility. 

One thing that came out in this discussion is the difference between St. David's and 
Brackenridge. At St. David's there is no wound care for outpatients and at Brackenridge 
there is. We had a long lengthy discussion about the different models, the stand-alone, 
the hospital, and within a clinic. We didn't come to a conclusion, but we had pros and 
cons for each option. 

We want the patient to have a primary care medical home. Information sharing was a 
critical issue for those patients receiving services at the post-discharge clinic; the patient 
is not going to really remember what happened to them in the hospital. The patient will 
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need to go through the clinic, and have someone who knows explain what else he/she 
needs. We also discussed having the patient buy into this-have them buy financing or 
funding or contribute even if it is only a couple of dollars due to their financial situation. 
This would help them feel as if they are participating and they become more compliant 
through ownership of their care. 

And last is to have an appointment in hand at discharge. This was agreed upon as another 
key factor because having that appointment is the next step to their care. They might not 
remember anything except that they have to go back to this discharge clinic to continue 
their care. The provider can then reevaluate the patient's care and meds to see if it is on 
track. 

We had a lively discussion on location when we asked north, south, east, or west. 
Everyone said, "Yes." It was agreed that southeast or south Austin should be the 
geographical location first, and later on, if successful, possibly having more than one. In 
addition, it was brought up that the recommendation was more for an in-hospital or in
clinic facility just because of access to specialists. These are some of the things we 
discussed. 

David Warner: Next, John Gilvar, who is the director of the Health Care for the 
Homeless Initiative of the Austin Travis County Community Health Centers, is going to 
present the homeless findings. 

John Gilvar: We covered a lot of ground. We started out with a summary of the work 
of an informal local study group that includes representatives of the healthcare district 
board, Brackenridge Hospital, the Health Care for the Homeless Project, St. David's 
Community Health Foundation, and some local shelters and other homeless services 
providers. This group has been looking at the need for respite care for homeless people 
who are being discharged to the streets and sometimes into shelters. We have been 
studying this issue for the last year. We have attended conferences and looked at respite 
models in place in other cities around the country. When Micheal and Peter talked this 
morning about the costs and benefits of their Savannah respite program, our study group 
members totally got it. We know that a respite program like theirs would pay for itself 
here in Austin the way it does in Savannah. That understanding was the starting point of 
the discussion we had in our breakout group. 

The questions we explored together about how to proceed with respite care planning in 
Austin were: what our medical model should be (i.e., how do you most effectively join 
medical care and shelter care), what local entity could best manage a respite facility like 
Savannah's, and how can we get respite care off the ground here in Austin? 

We have quite a bit of local research and anecdotal information about the need for respite 
here in Austin. We have documented high rates of homeless ER utilization. We have 
lots of stories about homeless people who have had catastrophic illnesses or injuries, 
oftentimes complicated by substance abuse or mental health issues. These people are 
often cycling over and over through the healthcare system because they don't have a 
stable place in which they can recuperate after discharge from the hospital. 
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The folks from Savannah were incredibly generous and helpful and gave us lots of things 
to think about as we continue with our local planning. They taught us a lot about how to 
estimate the avoided inpatient costs associated with providing respite care to people with 
the diagnoses the data show make them susceptible to readmission. They also stressed 
that we should avoid an approach to respite care in which the local hospitals pay on a per 
diem basis and we should strive to integrate respite care with ambulatory care and 
substance abuse services. In addition, they cautioned us to locate our respite facility in an 
area that is readily accessible to the homeless, for example, in or near downtown. 
Finally, they encouraged us to invite a broader group of stakeholders into the planning 
process, including local philanthropists. 

David Warner: Next is integrated mental health. We will hear from Andres Guariguata, 
who is the program director of E-Merge, the Integrated Behavioral Health program 
coordinated between the Travis County MHMR and the community health centers. 

Andres Guariguata: In our discussion this afternoon we had a nice mix of providers, 
from both Travis and Williamson Counties, foundations, hospital district staff, and some 
state agencies as well. One of the issues discussed-and I thank Steve Hurd-that was 
important as a concept for integration is the idea of "no wrong door." Meaning that 
whatever door the patient comes through in the clinic, they will have access to the 
services they need, including behavioral health, assessment for substance abuse service, 
and so forth. The person comes to the clinic and gets whatever array of services he 
needs. 

One of the things we discussed is the time needed to develop, in terms of integration, the 
trust that needs to be built between the different disciplines of medical staff. The staff 
must be comfortable and understanding of the orientations of the behavioral healthcare 
staff and vice versa. We all hold our own professional biases, so really trying to work in 
a way so trust develops is not something that happens quickly. 

Another issue discussed is called "a warm hand-off." It is a variety of things. The 
accessibility around behavioral health, being really accessible to the medical staff in 
terms of when they have issues regarding a patient they want evaluated on the spot, for 
whatever reasons, and vice versa, the medical staff being available to behavioral health. 
We respond to a question or crisis around a medical issue or prescribing a psychotropic 
medication. Some of the discussions included when do you refer from behavioral health 
to the specialty service. If someone has a more acute or severe need, how is that 
facilitated? 

We talked about the advantage, at least here in Austin, that Austin Travis County MHMR 
is the provider for the CCSD or community care services that operate the clinics. We are 
able to access our own system in terms of psychiatric emergency services or whatever is 
needed. We talked about the whole issue about integration. 

One of the things that Steve Hurd talked about was not doing a consultation for a patient 
out in the hallways without the patient's knowledge. They try to do consultations with 
the behavioral health provider, a medical provider, and the patient present. They talk 
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about the patient's needs and the plan of care with the patient. Ideally, that would be a 
wonderful thing to do. It is not the way we (CCSD) tend to practice. We ask the 
patient's permission to speak to his physician about perhaps starting a medication. One of 
the things we had to develop, too, in terms of our program was really having the 
physician's trust that we could assist them in terms of monitoring their patient's care or 
behavioral health, response to medicines, and so forth. 

In terms of directions, at least here in Austin, one of the things that we would like to do is 
develop a more outcome research component to our program. We have a lot of output 
data. Some of it is very valuable in terms of seeing reduction in the use of emergency 
rooms, fewer physicians' visits for unclear reasons, and over time a decrease in the use of 
psychotropics. Some really focused qualitative outcome studies is one of things we 
talked about, and Steve had a lot of ideas about how to get that funded through 
foundations. 

Another component that we talked about is funding positions for what we call care 
managers. I think Steve calls them navigators. Care managers are individuals who can 
help the patients access services outside of the clinic. One of the populations that I get 
very concerned about is very young mothers from Central America or Mexico. They are 
often undocumented, don't speak English, and need assistance in accessing the resources 
in the community. This is just one population that I think about frequently. 

David Warner: Next is Sherri Greenberg, who is a native of Oklahoma and came to 
Texas to get her B.A. at the University of Texas, then went to LSE to get a master's 
degree. Sherri worked for the City of Austin, then ran for the Texas Legislature. She 
was a state representative for ten years and held a number of significant positions in the 
legislature. She has been at the LBJ School for five years, teaching public finance and 
directing policy research projects. 

Sherri Greenberg: Public-private projects for indigent care was our topic. However, 
we, as this always happens when you enter a discussion of indigent care, strayed into the 
land of the uninsured-just to let you know that from the outset. We had a large and 
diverse group and much lively discussion. We started with two presentations. Dr. 
Charles Begley went first. He spoke about Houston's local response to its uninsured. He 
talked about the Gateway to Care collaboration-Harris County Health Care Alliance. 
He spoke about expanding integrated healthcare, which is a recurring theme, and also, 
about shared eligibility and medical records systems, which is something that we have 
worked on here in Austin. 

Then, we had an excellent presentation from Dr. Barbara Breier who presented 
Galveston's three-share program. That is a program that they are initiating in Galveston 
to meet the needs of the uninsured and particularly targeting small business, which is, as 
we know, a segment that frequently cannot afford to provide health insurance to its 
employees. The three-share comes with the employer paying a third, the employee 
paying a third, and then a third from government. We moved on and had a great deal of 
discussion. We talked about proposals to have collaborations, and I think that was a 
theme throughout our session-coalitions and collaborations. The CareLink model, 
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where you pay a provider and have patients pay a portion, was discussed. We talked 
about keeping existing clinics open for extended hours because there is an issue with 
folks not having access to care at the times they need the care. 

We also had a significant discussion on issues with people who are eligible but not 
enrolling, whether it is CHIP, Medicaid, or other programs, and the self-elimination of 
people. We discussed what could be done to assist people through that effort. There are 
some efforts going on here in Austin through the ICC (Indigent Care Collaboration). 
They have information online that folks can access and I think about 80 different 
programs to get them through the application process and enrolled. 

We also talked about integrated mental health being a priority. We talked about funding 
because, of course, all of this takes money. We had a discussion about needing long-term 
funding options. The problem with using grants is that they are one-time funding sources 
for ongoing operations and needs. We also talked about fees, and that fees in fact are 
viable at times and that you do need to look at sliding scale fees for services. We also 
talked about collaborations in purchasing and some other efforts to bring down costs. 

David Warner: Let me tell you what we are going to do next and also what we are not 
going to do. We have six background papers that will be published along with the 
conference proceedings. We want to move forward on this, but we are not going to 
implement these proposals. That's your job. We have students who have worked hard, 
but they will not be available to us after this semester. So you need to understand this is 
the kind of thing that blooms in the desert and then goes down. You have to pick it up 
and take it to the next point. Thank you very much. 
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Chapter 7. Breakout Session Transcripts 

21-Day Post Discharge Clinic Breakout Session 

Attendees 

Ana Almaguel, Travis County Health and Human Services 

Carol Ashton, MD, Baylor College of Medicine; Houston VA 

Staci Cavness, PharmD, Brackenridge Hospital 

Kelly Gorham, Community Care Manager, City of Austin Medical Assistance Program 

Abhilasha Gupta, MD, Georgetown Clinic 

Lisa Kerber, St. David's Community Health Foundation 

Fran Stelly, Nurse Case Management Supervisor, Seton/Brackenridge Hospital 

Nelda Wray, MD, Baylor College of Medicine; Houston VA 

Policy Research Project Members 

David Warner, Professor, LBJ School of Public Affairs 

Jessica Cassidy, LBJ School of Public Affairs 

Meredith Goode, LBJ School of Public Affairs 

Jayme Meyer, LBJ School of Public Affairs 

Joanne Zurcher, LBJ School of Public Affairs 

Breakout Session Presentation: Background and Framing the Discussion 

Jayme Meyer, LBJ School of Public Affairs, discussed the purpose of the Policy 
Research Project and discussed the research process and outline of the 21-day post
discharge clinic research chapter. The paper includes (1) an evaluation of different 
relevant models across the country including the Veterans Hospital Model, (2) an 
analysis of the demand in Austin to see if something like this clinic would be possible, 
and (3) factors that are necessary to the success of a 21-day clinic. Meyer then 
encouraged attendees to take a copy of the draft and submit feedback within the 
following week. 

Meyer introduced Dr. Carol Ashton and Dr. Nelda Wray as facilitators of the breakout 
session. Ashton and Wray have extensive experience with the post-discharge clinic in the 
Houston VA system. 

Wray provided some general comments and some clarification of the type of population 
and characteristics of the data that were analyzed in the research. She stressed the 
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importance of looking at initial patient admissions and malting the connection between a 
related readmission. She stated that a patient might be discharged for a condition and 
have a scheduled readmission for surgery or follow up care. We should keep this in mind 
when looking at unplanned preventable readmissions as opposed to scheduled 
readmissions. 

Wray also explained the importance of post-discharge care and established the fact that 
many self-pay or uninsured patients have a difficult time accessing post-discharge care 
and often do not have primary care provider homes. She pointed out that many patients 
with chronic diseases have a "roller coaster existence." She stated, "approximately 20 
percent of the patients are responsible for 80 percent of healthcare costs and targeting 
some of these 20 percent would be effective for reducing costs. However, seeing 
someone within 21 days does not obviate the rest of the primary care need and should be 
considered as an intermediate step to get to the rest of primary care in the community 
setting. Without continuity of care it just becomes a stop-gap measure." 

Ashton suggested that we need to discuss and think about ways in which a post-discharge 
clinic could fit into the rest of the ambulatory care setting and into the community, as 
well as the various forms it could take. She suggested, "we shouldn't just think of the 
clinic in terms of a location but even a form of post-discharge support that may or may 
not involve an entire clinic as we think of it." She said that there are several possible 
models to consider. Additionally, Dr. Ashton stressed that "we should not be convinced 
that this works and that we should be skeptical until the program is evaluated and 
outcomes are analyzed." 

Meyer invited everyone to introduce themselves. She then introduced Meredith Goode, a 
fellow member of the Policy Research Project team, to discuss highlights of the research 
findings, especially the data that was used in the analysis. 

Goode described the three main stages of analysis: (1) demographics and St. David's self
pay inpatient data from 1999-2004, (2) model programs (especially Houston VA and 
Golden Cross Clinic in Dallas), and (3) options in Austin. We found that roughly 7 
percent of all self-pay patients within this four-year time period were readmitted at least 
once within 21 days after discharge. Additionally, we found that the DRGs with the 
most frequent readmission fell into a few categories including diabetes-related, alcohol
and substance abuse-related, and pregnancy-related. Based on the average costs of 
admissions for various DRGs, we were able to calculate savings based on preventing the 
first readmissions. 

Wray mentioned that we should take out pregnancy-related data since most of those 
readmissions are not preventable. She also suggested that the way that we have the data 
set up presently, we would have to assume that all self-pay discharges for that year had 
access to the clinic. She suggested that we look at second, third, fourth, and other 
readmissions to consider targeting a specific population for clinic utilization (such as 
heart failure patients). Finally, Goode mentioned factors that would be necessary for the 
success of a post-discharge clinic that were extrapolated from various models, such as 
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access to specialists, transportation, access to pharmacists and pharmaceuticals, the 
ability to share medical records, and after hours availability. 

Ashton then stated that she would appreciate everyone's willingness to participate in the 
conversation and that she recognizes the value in having varying backgrounds and levels 
of knowledge about uncompensated readmissions at the same table. 

Ashton laid out the framework for the discussion: 

• Who: What kind of patients would get the most benefit? 

• What: What kind of services should be offered? 

• Where: Should it be located in a clinic? Hospital? Stand-alone facility? 

• Why: What are the goals of the clinic? 

• How: What are the logistical issues? 

Large Group Discussion 

Issue # 1: Why: What are the goals of the clinic? 

Carol Ashton: Let's talk about why first. What are the main goals? 

Kelly Gorham: I can tell you why as a nurse case manager. Providing care in the ER is 
not quality for the patient and is not appropriate care for management of a disease 
process. It's spot management. If you have the ability to take a patient coming out of the 
hospital and follow up for that immediate need within a reasonable period of time, then 
you get a good plan of care for that particular need and a primary care provider. The 
clinic should not hold on to them for total care. It should be a conduit for providing care 
and then get them into community medical care. 

Ashton: Are you saying that after discharge, the patient is frequently told to follow up in 
the ER? 

Gorham: As part of the continuity of care clinic on Trinity, patients with complex health 
conditions are released from inpatient status without always being sure of the underlying 
issue. Residents then follow up patients in the facility (COC) clinic. The concept is to 
follow up with them but also to make sure they get back with their primary care provider 
(PCP). But, sometimes they are hanging on to them in the continuity of care clinic even 
when they do have a primary care provider. 

Ashton: Are you saying that most people have a PCP? 

Gorham: My perspective is only from MAP indigent care services. 

Ashton: So you are saying that there may be another landing place for uncompensated 
patients coming out of the Brackenridge Hospital: the MAP clinic? 
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David Warner: MAP patients coming out of Brackenridge have another (landing place); 
St. David's patients do not. 

Ashton: So for Seton patients, there are a lot of community clinics? 

Warner: How integrated are the services (of the community care clinics)? Will the 
MAP clinic have access to the files on the inpatients? 

Gorham: There you have the issue. The problem is communication. HIP AA. 
Electronic Medical Records are still a positive thing to have happen. 

Wray: So if I'm a self-pay patient at Brackenridge Hospital and I am discharged to a 21-
day clinic, is there a reason to have coordination and a distinction between true inpatient 
and outpatient, especially since some places may not have access to medical records? Is 
this an argument for having it (post-discharge clinic) at a hospital? 

Gorham: I would think so. It would be nice to have it at the hospital. You would have 
someone to follow it up. But that's my perspective from Brae/Seton. From St. David's, 
you have people going to different places in the community and you don't have the same 
kind of connection-maybe a free-standing facility is better. 

Wray: So assume I am a non-pay discharged from St. David's and there are some kinds 
of public clinics. Charity clinics: People's Community Clinic, FQHCs, Georgetown 
Community Clinic, El Buen Samaritano, etc. 

Abhilasha Gupta: I am a physician at Georgetown Community Clinic. It is an FQHC 
(Federally Qualified Health Center). We see our own (hospital) patients and I get 
hospital records for Georgetown Community Clinic via paper fax. 

Lisa Kerber: And they are sharing information between People's Community Clinic 
and St. David's Hospital System. 

Ashton: We could put this as an issue under communication transfer on the logistical 
side that could be solved by various mechanisms. Let's go back to why. So far we have 
to (1) not have follow-up patients in ER, (2) reduce uncompensated readmissions, (3) 
decrease length of stay on the index stay, and (4) increase patient compliance. Any other 
reason to do it? Improved medicine might make people feel better and decrease 
morbidity. 

Fran Stelly: To ensure compliance and improve health status. It's just good medicine. 

Ashton: This might also form the basis for an outcome evaluation--decrease length of 
index stay. So what are the reasons not to do it? 

Stelly: The money factor. It costs money for infrastructure. 
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Kerber: The perceived privacy issues with HIPAA. I think HCA (Hospital Corporation 
of America) would get nervous about the idea of sharing medical records even if it is 
legal. 

Stelly: Yes, but I think a rebuttal to that is that allowing the sharing of information 
increases continuity of care. I'm not sure why that is an issue because patients sign a 
form that allows for the sharing of information to ensure continuity of care. 

Kerber: I'm just anticipating what people might say, that the information sharing is a 
perceived fear but not necessarily an issue in reality. I just think it would be a huge 
concern for HCA and even clinics that the hospitals fund. You would have to address 
that. 

Ashton: Isn't it possible to amend forms to say that my records will be released to my 
post-discharge clinic? 

Joanne Zurcher: Well, we already asked St. David's Medical Center about this and 
there is a caveat that the release must be to a known agreed-upon entity. Nursing homes, 
for example. 

Ashton: Is another argument against this that you are taking business away from 
providers? 

All: No (emphatic). 

Ana Almaguel: Let's go back to why. For many, this is the first encounter with a 
medical system in the country. Immigrants will be able to navigate the system better. 
This is an intervention, a teaching moment, on how to navigate the systems here better. 
The assumption will be that I am going to do that again because it works. 

Wray: So the structure of this is not just a health care provider, but is also like a case 
manager. It's about how to help people get thorough care and sites-truly coordinate 
outpatient care. 

Gorham: That's why I used the term "conduit." People have both a health and a social 
need. As a public health nurse, I see it as all of those things-not just a broken bone. 
What are the possibilities for you in this town? Maybe you don't know anything about 
options for you in this town assuming you've never had any contact before that. 
Emergency room straight to inpatient-then what do you do? 

Issue #2: What: What kind of services should be offered? 

Ashton: What would be provided in terms of follow up, people, and information to 
navigate a hard-to-figure-out system? Not just doctors and nurses but even lay health 
workers. What sort of medical care? Are they able to get medications? 
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Stacey Cavn~: Patients are handed prescriptions when they are discharged and 
sometimes maybe the medications. Some can (get prescriptions filled) and some can't 
and they are back. 

Gorham: I really like the discussion about buy-in to their own medical care-proactive 
and personal responsibility. 

Stelly: That's right. Some might say, "Okay, today I can pay for my visit but I might not 
be able to pay for all of my prescriptions so I'll be back." Or they might say, "I can't pay 
the $25 dollars for this medication, but I can pay $5." Statistically, patients are more apt 
to take a medication if they pay for it. 

Ashton: So you all are talking about cash basis medical care. We'll put that in the 
"how." Let's make patients articulate what they can afford. 

Wray: The average physician has no idea how much the drugs that they are prescribing 
actually cost-if they are cheap or expensive. If you have someone at discharge that has 
to contact a post-discharge clinic, they could discuss with the inpatient care provider the 
tradeoffs associated with prescribing certain medications for that patient. The formulary 
idea-this way, the post-discharge clinic could try to get access or processing the 
paperwork for access to get the prescription drugs at least started. 

Stelly: This would definitely decrease the length of stay. A lot of times the doctors don't 
want to write discharge until an appointment is set up. Patients may sit for several days 
until this is arranged. They could get enough prescriptions to get to the appointment, 
have the paperwork filled out in between the discharge and the appointment, and receive 
the rest at the appointment. This would be an incentive and increase compliance. At a 
lot of specialty clinics the biggest problem is no-shows. 

Ashton: It is a waste of resources for doctors to wait to discharge patients and 
medications normally need to be adjusted anyway. Based on what you all know, what 
sort of provider would you all want? At the VA, we use a physician assistant because he 
also has access to physicians across the hallway. But that might not work for everyone. 

Wray: Steve Hurd, who gave the presentation on the Marillac Clinic this morning on 
integrated care, mentioned that they have all kinds of providers: nurse practitioners, 
psychiatrists, social workers, doctors, etc. They have a small staff of doctors for the 
volume of patients (6,000 per year) and the outpatient visits are cheap (less than $50 per 
patient). 

Ashton: So you are suggesting a little bit of a lot of different people might be most 
effective. 

Gorham: Yes, there is certainly a psychological component also. People don't like to 
be chronically ill-I don't care how well you may understand your disease process. The 
psych issue is the key because so many readmissions are chronic conditions. 
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Ashton: At the VA clinic, we have the ability to call for the psych evaluation and 
assessment center (PEACE center). In this way, we do have some integration of psych 
and primary care. 

Wray: Yes, but do we want that degree of integration at a 21-day post-discharge clinic? 
It seems to me that the problem is that there wasn't that kind of integration at an earlier 
stage in the process. 

Stelly: Is it just a one-time visit only? 

Zurcher: You can have as many visits as needed during a 21-day clinic period until you 
get them into primary care and get them squared away. 

Stelly: Then we need nurse case management. Nurse case management seems like the 
key to all of this. 

Ashton: Even if you have a medical illness, you might also have a mental problem. I 
vote in favor for having a wide range of providers including mental health and nurse case 
managers. You talked about a clinical pharmacist and what about a nurse practitioner? 

Gorham: Also a nurse educator that could talk about disease or just screen patients. 
Should you have an RN as nurse educator or provider or both? 

Wray: So you could have a single physician overseeing social workers and family 
therapists also, several non-M.D. 

Stelly: You should do as much as you can for the patient the first time you see them 
because you may not ever get them back. 

Ashton: You could take the Steve Hurd philosophy and do as much as the patient can 
tolerate in one day. 

Wray: That may also allow you to better assess what happens with the patient. You can 
better evaluate people for which clinics you could put them in, especially patients with 
mental health issues. Is one purpose to obviate even the first admission? 

Ashton: That's one of those things where after you do the initial evaluation, test drive it, 
decide what has merit based on outcome measures and you could have input from the 
working clinic, you could see where it might be able to head off admissions by targeting 
certain groups of patients. 

Gupta: Hospitals have the advantage of having a laboratory and imaging equipment to 
get reports and typologies that most clinics can't. How do you get the reports if the clinic 
can't do these tests? 

Stelly: The clinic would have to find a way to provide access to specialty services and 
labs. 

79 



Zurcher: What about a wound care clinic at Brackenridge Hospital? 

Ashton: You could get specific services like wound care easily provided in any 21-day 
clinic. 

Zurcher: That would be an example of a special service to provide. 

Stelly: At Brackenridge we use the regular physical therapy clinic for that. 

Wray: It seems there are lots of advantages to having the 21-day clinic imbedded within 
a hospital. You can use the laboratory. This is an economy of scale. The no-show rate 
doesn't matter as much. 

Ashton: You should start it at one place and then deploy it in others without a big start
up cost. There is also less twiddling of thumbs in a hospital-based model when patients 
do not show up. 

Stelly: Clerical support would also be important to give a reminder call a day or two 
before and to call in between to make sure everything is understood. 

Kerber: Does that happen at the VA? 

Ashton: I'm not sure if we have a calling protocol. 

Wray: The VA does have some known protocols. For those without a phone, we ask for 
the phone number of a neighbor or family member. One advantage of having initial 
contact even at the clerical level is that patient/family will be able to give you the 
information you need at the discharge clinic regarding the disease and what the follow up 
might be like. 

Issue #3: Where: Should it be located in a clinic? Hospital? Stand-alone facility? 

Ashton: Tell us what you have come up with so far in your research for a place. 

Goode: We have looked at local hospital capacity, community clinics, and were also 
encouraged to look at other options that might include after hours or a number of time 
slots per week offered by local clinics. 

Zurcher: There were some disadvantages to the clinics including no electronic access to 
medical records and some did not have walk-in options. 

Ashton: I think the location really could vary. Who is in your population? Look 
carefully at the next 50 or so readmissions from St. David's Hospital System and 
anticipate their needs. You don't want to overbuild before you know your demand and 
you can evaluate. 

Wray: Don't just consider "what." You must also consider volume. Try to get your 
hand on how many times people were readmitted so that volume and space can be 
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considered. You need to clarify the data. Maybe there is a possible partnership between 
hospital systems and the community here. 

Kerber: I think that the reason we are saying "St. David's" is because that is where the 
data comes from. Really we are talking about a partnership and collaboration. 

Stelly: I think there is collaboration already to consider something like this. 

Kerber: The St. David's Community Health Foundation would serve the role of 
influencing the grant making strategies that are community-wide. 

Meyer: Is there a certain geographical region in the Austin area that you all think might 
serve this population and purpose best? 

Stelly: All. 

Kerber and others: South, Southeast, and Central. 

Gupta: At Georgetown, there are some transportation issues. 

Ashton: It really needs to be on a bus line at least. 

Kerber: Can you describe some of your experience with the homeless population? 

Ashton: I tried to look at readmission rates for homeless that had to do with hoptel since 
we have some homeless who are discharged and have no place to go. This was tested in 
the late 1990s as a domiciliary. It was not just a shelter but also consisted of medical 
observation, some testing, and was transitional. It costs about $40 per day as opposed to 
the average costs of a hospital inpatient day of $1,600. 

Stelly: In terms of transportation, STS (Special Transit System) will transport to medical 
appointments. Not too many people get turned down for qualification, but it takes a 
couple of weeks to qualify. This might be too long to wait for this population. 

Almaguel: I believe that Georgetown also uses cab vouchers and STS as well. There is 
an upcoming public hearing on medical transportation issues. 

Ashton: Are there any issues that you all are concerned about that we haven't discussed 
enough? 

Jessica Cassidy: I was in one of the pharmacy groups and it was mentioned in the news 
that prescription programs may go away through Medicare Part D and PAP and IP AP 
may be dwindling down in 2006 because the prescription drug companies might decrease 
these programs. Does anyone have any information about this? 

Gorham: 340-B pricing would be the best method. As far as PAP goes, I haven't heard 
that. 

81 



Cavness: I don't really see any decrease. MAP still has PAP for medications not 
covered on the formulary. 

Gorham: It does take about six to eight weeks to get on a prescription drug program 
though. 

Ashton: What's the governance on these clinics? Who would oversee them? 

Kerber: If hospital-based, then the hospital would be in charge. 

Ashton: We want cynical advocates who will hold everyone's feet to the fire to show the 
data and outcomes. The board should include several members of the community in 
addition to payers and some of the people working in the clinic. There needs to be lots of 
access to the board to keep them informed. The board should require data and 
deliverables and should evaluate it as a new investment. 

Kerber: Do you really think it should have a separate board? 

Ashton: Well, its something to really think about. If its not working, you need to be 
able to move on and try something else that's more effective. 

Zurcher: Thanks to you all for participating and you are welcome to take a draft of our 
research and provide feedback. Thanks so much for your time. 

Respite Care Breakout Session 

Attendees 

Peter Doliber, Director of Community Affairs, Memorial Medical Center (Savannah, 
GA) 

Roxanne Dudley, Health Provider, Austin Resource Center for the Homeless 

Deanna Eichler, RN, Clinical Manager, House Supervision, Brackenridge Hospital/Seton 

Reverend Micheal Elliott, Executive Director, Union Mission (Savannah, GA) 

John Gilvar, Director, Health Care for the Homeless Project 

Anna Huang, Clinic Worker, Austin Resource Center for the Homeless 

Ann Kitchen, Executive Director, Indigent Care Collaboration 

Rose Lancaster, Community Volunteer; Federally Qualified Health Center Board; 
Healthcare District Board 

Rachele Misti, Case Worker, Health Care for Homeless at Salvation Army 

LeTanya Mitchell, Clinician, Round Rock Health Center 

Walter Moreau, Executive Director, Foundation Communities 
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Delia Pizano, Hospice Austin 

Helen Varty, Director, Front Steps 

Policy Research Team Members 

Aleksandra Gajdeczka, LBJ School of Public Affairs 

Alberto Isiordia, LBJ School of Public Affairs 

Katie Ryan, LBJ School of Public Affairs 

Breakout Session Presentation 

Aleksandra Gajdeczka began with an introduction about the Policy Research Project 
(PRP) and asked everyone to introduce themselves. 

Presentation by John Gilvar 

John Gilvar began by introducing the Austin respite-planning group that grew out of the 
Homeless Task Force and has been working together for over a year in Austin. 
Currently, the group is studying utilization trends with the Indigent Care Collaboration 
(ICC) and Brackenridge Hospital. Gilvar explained that the group is sold on the 
Savannah model that had been presented in the morning, and that the information that 
Micheal Elliott and Peter Doliber shared resonated clearly with the group. They are 
aware of both the cost savings and the overall benefit to the community. Brackenridge 
Hospital is particularly invested because of the large number of uninsured clients it sees, 
and the significant count of individuals who they discharge sooner than they'd like 
because of the uncompensated cost. Although there is no funding yet, local hospitals are 
supportive of the respite initiative. Gil var expressed concerns that within the group, 
many models had been discussed, but that they were currently "taxiing down the runway, 
but can't get any lift." 

In 2004, a federal grant was secured to provide clinic services to the homeless. These 
services are provided through the Salvation Army and the Austin Resource Center for the 
Homeless (ARCH) with full-time medical providers staffed by Health Care for the 
Homeless. This grant brought to light the catastrophic state of healthcare for the 
homeless in Austin. Local hospital and shelter staff noticed that homeless individuals 
utilized the emergency room more often, had longer inpatient stays, and a higher rate of 
hospital re-admittances compared to the general public. Currently, homeless patients do 
not have a place to stabilize or recuperate after a hospital stay. The closest approximation 
to respite care currently in Austin are Salvation Army's sickbay and ARCH' s day beds, 
where sick individuals can rest during the day. Neither of these locations provides 
healthcare services. 

Elliott and Doliber suggested that the barrier to start-up may be a lack of funding or 
community and legislative support. Ann Kitchen and Walter Moreau disagreed, stating 
that as soon as a firm plan has been established, funding and community support will not 
be problems. They mentioned that a bigger impediment was the lack of a firm, detailed 
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plan. Members of the group hesitate to attempt to launch the project without a strong 
framework and value proposition. Further, there was some question about which model 
would suit Austin best, and who should lead the endeavor. Moreau added that it may be 
possible to begin respite in Austin as a smaller project in one wing of an already
operating single-room occupancy facility that Foundation Communities manages. 

Q&A with Micheal Elliot and Peter Doliber 

Q: What should the admission criteria be, and what level of staff is required based on 
the kind of people who will come to the hospital (possibility of N drug therapy)? 

• Admission criteria is essential to determination of business plan and funding, 
as well as staffing (skill level and hours). 

• Savannah facility does not administer N drug therapy, which requires extra 
high-skill staffing. 

• Admission criteria is also critical to determination of what facilities and 
equipment will be needed. 

• It is useful to have a liaison between the hospitals and the respite unit to help 
facilitate admissions from hospital to respite, and vice versa. 

Q: How does the respite facility in Savannah deal with newly discharged patients? 

• Case managers should be employed to assist clients with planning after their 
discharge from respite. 

• The facility should have some home healthcare options when necessary. 

• Should work with supporting housing providers (e.g., Foundation 
Communities). 

Q: How do you limit the length of stay? 

• Length of stay should not matter, because the facility should not be funded on 
a per diem basis for the following reasons: 

• Leads to pressure to discharge patients who may not be ready. 

• Does not allow the facility to effectively meet the needs of a patient. 

• Too easily manipulated-leads to decreased funding if the respite is fulfilling 
its purpose of keeping the homeless out of the hospital. 

• Rather, after presenting a cost analysis to funders of hospital associated care 
(which the Austin group stated was being undertaken in St. David's and 
Seton), the group should ask for a reasonable amount as a start-up and a 
yearly sum. This gives the respite care facility freedom to treat patients as 
needed. 

Q: Does the respite facility need substance abuse services? 

• Elliott and Doliber stated YES emphatically. 
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Q: Who will the management/administrative entity be in Austin? 

• There is not a clear entity in Austin to run a respite facility. 

• Liability issues make possible candidates hesitant. 

• Savannah facility recently became an FQHC in order to more easily get 
medication benefits, but in the initial phase it had been "listed" as a shelter. 

General Chronological Notes from Session 

Elliott and Doliber spoke about the process they went through in establishing respite care 
in Savannah, Georgia. Elliott said he was building a housing continuum of care and 
employment programs in Georgia when healthcare became an important issue. The 
community tried to solve the problem with mobile units, but they were not efficient and 
didn't provide continuity; they "passed out Band-aids and sandwiches." Elliott and 
Doliber started by looking at the economic benefits of respite care in order to sell it to the 
hospital. They quickly came to realize that hospital per diem is a bad idea because it can 
be manipulated. If an inflexible time limit is established based on a patient's diagnosis, 
then the respite care facility will have difficulty sustaining itself when patients stay 
longer. The whole point of having a respite care facility is to effectively treat patients in 
need of respite, not discharge patients when they are not fully recovered. 

They also stated that a stand-alone facility with both primary/outpatient care and respite 
care was needed to fully utilize staff and facilities. They had full respite beds for almost 
two years and fewer outpatients. As time moved on clients knew about the services 
offered and would come in before even needing to and in lieu of going to the hospital. 
When asked about their model, Elliott and Doliber stated that it looked like a strong 
nursing home married to a primary care facility with 16 rooms, two beds in each, eight 
bathrooms; a dining room; four exam rooms; and outpatient and inpatient services. In the 
beginning, they thought about who they currently were serving rather than who they 
could serve and the demand they would create. "Once you do respite you become the 
outpatient provider of choice." Long-term benefits will be seen two or three years after 
respite is in place. 

The Austin group asked how many rooms they had now in the respite facility and they 
stated the same amount of respite beds (32) but six exam rooms and a larger waiting 
room; their dental facility takes up a lot of space. In the beginning, Doliber and Elliott 
thought the bang for the buck was on the inpatient side, but it turned out that the 
outpatient side was what really helped. They also set up the evaluation so that the 
multiple savings included diverted hospitalizations, diverted re-hospitalization, and 
decreased lengths of stay. Initially, funding was cut three ways between two hospitals 
and the Robert Wood Johnson Foundation (RWJ). Over time, they diversified their 
funding. After an initial investment of $500,000 from hospitals, they received $250,000 
for the next four years. In addition, they received $500,000 from RWJ over four years. 
One hospital dropped out so other funding sources from foundations and grantors were 
established. That same hospital later provided funding when the respite facility stopped 
seeing their patients. 
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Elliott and Doliber recommended that the staff be built internally so you can train them to 
serve the purpose you need and make sure they have a strong commitment to the clients. 
They stated that it is also important to have a homeless provider run the respite program 
not a healthcare person, because you need someone who is in tune with the needs of local 
homeless clients and passionate about helping. 

Gilvar stated that Health Care for the Homeless was a government entity and he is 
therefore not allowed to go to the city for financial support. The rest of the members 
from the local respite group can. The group stated that they felt confident that the idea 
will sell in the community, but finding who will run it will be a problem. 

Rose Lancaster stated that there are a lot of people interested in respite care but no one's 
mission goes this far; everyone is worried that if they do something that they will get the 
whole thing thrown in their lap. Doliber and Elliott asked, "Does the homeless group 
play well together?" Kitchen and Moreau answered "very well" but that "everyone wants 
the respite facility, but nobody wants the responsibility for it." 

Moreau stated that the SRO idea may not work because this wouldn't be in the urban 
core. It is still an option but of course it would be more helpful to have a respite facility 
where the clients are located. Moreau stated that dispersing the homeless population may 
be a good idea. Doliber and Elliott disagreed. They believe that the resources would be 
more efficiently used and clients would be better served if the respite facility was located 
close to the ARCH because of the integrated health services offered there. Co-location 
would provide an economy of scale by decreasing existing workload faced by ARCH 
while maximizing the available resources. Having the respite care facility away from 
primary care and shelters can possibly shift where homeless reside. This may create 
more hardship for homeless. 

The Austin group had envisioned using the current primary care facility for homeless to 
provide outpatient care but there is no capacity for a respite care branch. Gil var stated 
that the current clinics are forced to tum individuals away because they are at capacity. 

Elliott and Doliber identified costs by working backwards. They started by going from 
what you plan on doing to whom you will need to how much that will cost. Case 
managers are important, but a hospital finance person can be a huge help too. It is 
important to identify the main diagnoses that will be treated. By doing so, you can 
identify what level of care you need to offer. It will also make it easier to identify the 
type of healthcare professionals you need and along with the total costs. In addition, it is 
helpful to use hospital design people to make the respite facility work efficiently like a 
hospital. A well-built respite care facility will sell itself. 

The Savannah respite facility began with six nurse practitioners, three case managers, 
four technicians, and six hours of physician oversight. The nurse practitioners ran things 
and the program director (without a medical background) made it all work (this is similar 
to LeTanya Mitchell's program at the Round Rock Clinic). 
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Elliott and Doliber stated that the ideal respite facility should have a 1-to-30 nurse 
practitioner to patient ratio, a 1-to-10 nurse to patient ratio, a l -to-8 tech to patient ratio, a 
behavioral health specialist, a financial specialist, a quality assurance person, and a 
minimal amount of physician time. There is not a great deal of physician time necessary 
for respite. 

Questions of liability arose and Elliott and Doliber stated that there were no licensing 
requirements or oversight of the program from a federal, state, or local level. They 
limited liability by getting a $5 million umbrella policy. Still, they were able to get HUD 
funding by classifying themselves as a shelter until getting FQHC status. It is also 
important that the respite care facilities board members have some representation on local 
hospital boards. 

They have no onsite pharmacy but work with Medbank and other volunteers such as 
pharmacy students. Elliott and Doliber recommend having 24-hour RN oversight if IV 
patients were going to be admitted. In addition, they felt that case managers were highly 
important in establishing a successful respite care facility. Gilvar agreed. He believes 
case managers are really important at ARCH as well and found the co-location idea very 
appealing. 

Helen Varty asked Elliott and Doliber to quickly go over the main points from a design 
standpoint for a respite facility: 

• Co-locate respite in the same building with integrated health services (like 
ARCH). 

• Plan on Step B quickly. 

• Start bringing in philanthropists. 

• Overbuild. 

• Need a housing component. 

• Focus on quality. 

• Do it in partnership with hospitals and have mutual accountability. 

• Don't hire someone else to do it (home healthcare). Why? There is no way to 
assure they will stick if there is not profit for them. People from the 
community will see it less as a business and will care more about the people. 

LeTanya Mitchell asked if there was going to be space for Williamson/Hays/Bastrop and 
is there a coalition. She also asked about philanthropy from other county agencies, and 
had frustration with not getting services needed for their agency. Rose Lancaster stated 
that healthcare district funding is important and is supposed to serve the Travis county 
community, to which Mitchell reminded the group that there "is a north Austin." The 
Austin group stated they would include respite care advocates from the surrounding 
counties. 
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Next Steps 

Elliott and Doliber will send a more detailed description of operations, five-year 
operating budget, original proposal, and current business plan. Doliber offered to take a 
critical look at the final plan that Austin comes up with in order to offer further advice. 

A meeting will be held after receiving information from Elliott and Doliber. Kitchen will 
prepare a work plan for this meeting. 

Integrated Mental Health Breakout Session 

Attendees 

Jamie Ashley, Seton Health Care Network 

Sherry Blyth, Austin Travis County Mental Health Mental Retardation Center 

Amanda Broden, Department of State Health Services 

Trudy Clifton, Lonestar Circle of Care 

John Delgado, LBJ School of Public Affairs 

Jennifer Folzenlogen, St. David's Community Health Foundation 

Ricardo Garcia, Senate Committee on Health and Human Services 

Kerri Gist, Austin State Hospital 

Teresa Griffin, Seton Health Care Network 

Andres Guariguata, E-Merge 

Sherri Hammack, Texas Health and Human Services Commission 

Steve Hurd, Marillac Clinic 

Julie Ivie, The Legislative Budget Board 

Gilja Koo, City of Austin 

Laura McKieran, El Centro del Barrio in San Antonio 

Abraham Minjarez, Austin Travis County Mental Health Mental Retardation Center 

Dick Moeller, St. David's HealthCare System 

Donna Morstad, The Legislative Budget Board 

Billye Navarro, Williamson County and Cities Health District 

James Prentice, St. David's Community Health Foundation 

Brent Robins, LBJ School of Public Affairs 

Jen Rodosta, Lone Star Circle of Care 
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Debbie Webb, Austin Travis County Mental Health Mental Retardation Center 

Ann Wilson, St. David's Community Health Foundation 

Laura Wolford, The Legislative Budget Board 

Pat Wong, LBJ School of Public Affairs 

Trish Young, Travis County Healthcare District 

Denise Zaborowski, E-Merge 

Policy Research Project Members 

Becky Pastner, LBJ School of Public Affairs 

Natalie Cuccia, LBJ School of Public Affairs 

Jennifer Deegan, LBJ School of Public Affairs 

Breakout S~ion Presentation 

After introductions were made, Andres Guariguata opened up with a description of 
Austin Travis County Mental Health Mental Retardation Center's E-Merge Program. E
Merge began three years ago to provide behavioral health services in Federally Qualified 
Health Center (FQHC) clinics as part of federal requirements. The FQHC Community 
Care Services Division approached the local Mental Health and Mental Retardation 
Center (MHMR) to enlist their expertise in creating a partnership to be the provider in the 
clinics. The primary goal of E-Merge is to provide better health outcomes by addressing 
unaddressed or under-addressed health issues. Currently, eight bilingual clinicians 
provide services in 13 clinics in Travis County. The primary mental health disorders 
treated within the E-Merge system include depression and moderate to severe anxiety 
disorders. A small number of substance abuse disorders present in the clinics, and these 
patients are referred into the public system; E-Merge screens for substance abuse 
disorders, but does not provide treatment. 

E-Merge services are structured with flexibility as a primary goal, and Behavioral Health 
Consultants (BHCs) serve a consultative role. The program strives to overcome the 
sacrosanct idea of "closed doors" in mental health treatment. Initially, patients were 
scheduled for 50-minute sessions, but the demand was too great to sustain this 
appointment length. Currently, providers see patients for 30 minutes. Patients participate 
in three sessions on average (though this varies greatly from one patient to the next). 
Generally, patients begin medication, monitor their response with the aid of physicians, 
and then stop coming for therapy. 

The primary challenges for E-Merge are the limited number of bilingual providers and 
patient transportation issues. In October 2005, the healthcare district provided funding 
for two clinicians and a psychiatrist to treat patients with more intractable depression, 
some patients with bipolar disorder, and patients who are unresponsive to medications. 
Because E-Merge clinicians work closely with MHMR, they have been able to improve 
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access for patients with more acute needs, despite the growing length of waitlists at 
MHMR. 

Large Group Discussion 

Guariguata opened up the floor for questions: 

Q: How many people does E-Merge serve? 

Guariguata: With five clinicians, we served almost 3,000 patients last year and hope to 
see this number increase. 

Q: Do you serve more at some clinics than at o,thers? 

Guariguata: Referrals come from within the clinic, and some clinics have had provider 
shortages. In this case, referrals tend to drop off. 

Q: Is the psychiatrist constantly on the go from one location to the next? 

Guariguata: Yes, that's why we need another part-time psychiatrist. 

Q: What do you do with substance abuse? 

Guariguata: We screen but don't treat substance abuse disorders. Patients are referred 
to ambulatory detox within MHMR in addition to other programs. We also refer to ARC 
and OSAR; we try to get them plugged in wherever we can. 

Q: Does a behavioral health consultant have seven visits a day on average? 

Guariguata: No, the average is more like 12. 

Q: How does billing work? 

Guariguata: Billing is done by the clinic; we don't do any billing. 

Q: Is there a children's psychiatrist? 

Guariguata: No, less than 10 percent of our patients are kids, and we refer them to 
ATCMHMR. 

Denise Zaborowski: Concerning the number of visits, many are unscheduled. We are 
seeing one client and are interrupted. 

Q: Is there a protocol for the primary care physicians? 

Guariguata: We use the PHQ, a standard series of questions that patients can fill out, 
but sometimes patients come in and are very open about their issues. We also see a fair 
amount of postpartum depression. 

Q: How are you measuring outcomes? 

Guariguata: Right now we're part of the ICC (Indigent Care Collaboration), which has 
compiled a lot of the data. It's really output and production data, though, not outcome 
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data. We have seen a dramatic decrease in ER use, a decrease in use of psychotropics 
over time, and a decrease in PHQ-9 scores. We'd like to find funds to do an evaluation. 

Q: What percentage completes treatment? 

Guariguata: Only a small number of patients meet all their treatment goals. What we 
see are patients coming in, getting their immediate needs met, and then returning later. 
We usually see them back in four to six weeks, but patients that continue to termination 
constitute a small number. 

Q: Is continuation of meds an issue? 

Guariguata: Yes, if the patient is on a psychotropic drug and not coming in for 
appointments, the doctor would hesitate to refill. 

Q: How did you develop the modelyou have? 

Guariguata: We heard from different speakers from around the country, particularly Dr. 
Strasle with Cherokee Behavioral. That was a mental health center that brought in 
primary health care (from the other direction), and he spoke with us about the model. 

Abraham Minjarez: Some of the decision was based on financing. One of the 
problems was that the CFOs at primary care clinics needed "x" number of visits to break 
even, and we couldn't do it. We asked ourselves how we could improve. 

Q: When do you decide that a patient goes over to PESfrom E-Merge? 

Guariguata: If the patient is too acute-a lot of it is safety for the patient. When we 
refer, it's usually because they're a danger to themselves (severe depression, psychosis, 
deterioration over time that we can't avert). 

Debbie Webb: We also have intake services, which is the front door into MHMR. The 
back door to the center is in the recovery model. The lowest levels of acuity have to be 
graduated, so where do they go? 

Q: How do you pay for medication? 

Guariguata: The city has been generous since October by extending the umbrellas of 
allowing patients who are being dually served by a mental health center and clinic to 
receive the 340B pricing for all psychiatric meds. That is going to have a great impact on 
cost savings. Back to Debbie's statement, we see patients who have dropped out of 
MHMR in the clinics, and if we feel that they need to be back in MHMR, they can get 
back in easily. Some of those leaving MHMR come to clinics for continuation of care 
(revolving door). We also want to start providing primary care at the East Second 
location to complete the picture. Why not provide for all medical needs in one location? 
Our system can be complicated, so we're exploring ideas to make it easier for patients to 
use. 

Zaborowski: The goal is to provide the service at the place the patient is actually 
coming. We know we have a lot of diabetes. When the patient comes to the clinic for 
diabetes, they're often not able to manage it on a behavioral level. The fact that they're 
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coming to the primary setting to deal with all the dimensions of care (meds, medical, 
support groups, disease management)-this is another tool in caring for medical diseases. 

Question directed to Steve Hurd, Marillac Clinic: In the general population, about 20 
percent have a diagnosable disorder. In these clinics, that number goes up to 50 percent. 
Is there something inherent? 

Hurd: It's the psychosocial stresses that these people face: legal, financial, language, 
transportation, etc. How do we teach self management of chronic illness when we deal 
with a wide spectrum of education levels and experiences? 

And back to the substance abuse issue, the University of Wisconsin has done studies on 
alcoholism and found that if you ask two key questions, you have good luck with 
diagnosing alcoholism. They've found the same type of data for depression screening 
(two-item screens). At Marillac, we use a two-page assessment. The back page of our 
questionnaire is very non-traditional and asks about histories of physical and sexual 
abuse, domestic violence, seat-belt use, whether there's a gun in the house, etc. If the 
patient has come in through the medical door and they've checked a lot of boxes on the 
back, then it immediately triggers a consultation. All of our providers are trained in 
motivational interviewing, and all treatment at our clinic is voluntary. We also do a lot of 
education on things like alcohol abuse. 

We also do a lot of co-led groups at Marillac with both a medical and a behavioral 
provider co-leading. We've tried to do substance abuse and generally start well, but by 
the third session, we're down to one or two. Addiction and dependence really need to be 
referred. 

Q: I've heard the term "bio-behavioral." What does that mean, and is it just jargon or a 
new way of thinking? 

Hurd: I believe it's a shift in consciousness among providers. I've been in this field for 
30 years and there's a real shift in consciousness and awareness of the biological aspect 
of mental health issues. Never bring up the words "mental health" or "counseling." The 
best way to make the hand-off is for the medical provider to say, "I notice that you've 
answered these questions affirmatively, and fortunately I have a colleague on the staff 
who specializes in that area." Ninety-nine percent of the time, the patient agrees to the 
consultation because you've avoided the stigma. 

Q: Who determines prescribing medications and at what point is that done? 

Hurd: We do hand-offs so that medical providers don't fall behind. We schedule 60-
minute appointments and one empty slot per day because we know we're going to get 
interrupted a lot. We charge a single fee for the whole appointment, and confidence is 
essential. Over time as we work together, the medical provider and the mental health 
provider learn to trust each other. Often, the medical provider comes in and talks with 
the mental health provider and the patient. The mental health provider describes the 
session and asks the patient if anything was missed. The patient feels respected and 
honored and involved in the consultation, and there are no secrets. If they have diabetes 
and depression, the mental health person sits in on the medical session for ten minutes so 
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everyone knows what's being said about meds and side effects, etc. Also, the patient 
only has to tell the story once instead of twice. 

Q: How many providers does each behavioral health consultant support? 

Hurd: We have one medical director, five mid-level providers, and three BHCs (a 3:2 
ratio) because we know that 60 percent of our patients meet threshold criteria. 

Q: In San Antonio, we've had the problem of the docs not going along with that model 
because they say they can't keep up. 

Guariguata: The medical providers are seeing patients every 18 minutes, and after a 
consultation, we then speak to the doc about starting meds and ask permission from the 
patient. We also agree to monitor the medication treatment for the docs to build trust 
with them and then repeat the PHQ at the next visit. Building relationships takes time 
and trust. 

Q: Our docs have always prescribed, and the patient has no idea what's going on. If the 
BHC disagrees, he/she can't do anything. 

Guariguata: In our system, docs don't prescribe until we do an assessment. 

Hurd: The idea is to do as many things as you can in one visit, in one location and 
simultaneously. The result is that medical providers see patients getting better faster, 
gain confidence in the mental health providers, and the docs improve their interviewing 
and assessment skills by watching the mental health providers. 

Minjarez: We have to find champions within the docs. It's best if the medical director 
can be this to show the nay-sayers that it can be done. Otherwise, the doctors won't 
agree. 

Guariguata: It's all about trust and understanding skills. 

Q: ls there a hierarchy? 

Hurd: Mental health and medical providers are equal at Marillac. 

Guariguata: E-Merge is still a hierarchical model with medical doctors in charge. 
Everyone seems happy, though, and there's been no turnover in six years. 

Sherri Hammack: How do you integrate services for kids? Or is that best done in 
schools? 

Hurd: You need a different model for kids because of the number of agencies involved. 
Marillac only covers undocumented children, but we're working to extend the model into 
primary care practice and want to take it into a pediatric setting as well. Right now, we 
have a five-year grant to do this. It's important to think more long-term because you 
don't have enough time to change the culture in two to three years; five-year projects are 
important. 

Guariguata: We mostly see undocumented kids, too. 
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Hurd: We also teach people how to navigate the system. We distribute a questionnaire 
to all mental health patients to ask all about their psychosocial life. Have they used 
illegal drugs? Do they have financial problems? This encourages people to share 
information to identify their most pressing needs. Then we tum it over to a colleague 
who is an expert in navigating the system (a case manager), who is brought in to help the 
person with that problem. 

'Zaborowski: What is the function of nurses at Marillac? 

Hurd: Nurses function primarily as a triage person. The medical providers didn't use to 
trust us to start with the patient. Now phone triage happens when someone calls with a 
mental health problem. We need a nurse because we don't want someone triaging who is 
not a professional. Right now we're also trying to increase follow-up through nurses 
(meds, etc.). 

Hurd: Remember that it takes two years to get the cultural blend to occur and to see that 
patients are getting better faster. 

Q: How does Marillac take care of billing? 

Hurd: We don't bill. We are part of the Colorado Indigent Care Program, so patients 
pay a single fee no matter how many services they receive. It's crucial to blend your 
dollars upstream before you see the patient, but I realize this is really hard for a fee-for
service model. We also don't schedule appointments in the afternoon to leave time open, 
which is difficult in fee-for-service models. 

Laura McKieran: We 're trying to figure out how to pay for BHCs by billing through the 
FQHC. We should be able to pay for them this way. 

Hurd: Right now we' re trying to extend this model to another type of clinic that can't 
blend the dollars beforehand. 

Q: How does Marillac evaluate itself! 

Hurd: We use HEDIS guidelines for treatment of depression developed out of managed 
care and CQA guidelines. This is a quality measure for the diagnosis of depression. We 
did chart audits (500) in different years to see how much we'd improved according to 
HEDIS guidelines. If we're meeting these guidelines, we're providing quality care. For 
Robert Wood Johnson, we tracked the number of joint appointments, hallway 
consultations, counted who initiated the contact. These output measures were designed to 
show whether or not we were really integrating. The foundation wanted us to show that 
we were actually working together. Impacting ER and inpatient care was another goal, 
and we were able to show that because we had access to the data through the hospital. 

Minjarez: We could use ICC this way. It's critical to track patients and have access to 
hospital data. 

Hurd: You could work out something through HIP AA guidelines and get permission 
from patients. 
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Q: We've heard a lot of concerns about fragmentation. What else does Austin need to do 
to address this issue? 

Hurd: Get somebody to help patients navigate the system. 

Guariguata: Put primary care in the mental health setting. 

Minjarez: Coming from a criminal justice perspective, we' re finding that these clients 
will go to one agency or another. Agencies are looking at their own budgets, and when 
that starts to happen, it's bad for patient outcomes. We need to recognize that funding is 
fragmented; the hospital district has done that, and that's what it takes. Entities have to 
give up dollars, put dollars on the table, and not know how much is going to come back 
to them. 

Hurd: We use a form with a grid with spaces for payment source, the level of 
complexity, how the patient was assigned, and all the coordinators empowered to accept 
that patient. ff you collect this info on everyone, you create a system where those people 
can't refuse. There's no infighting about who will take the patient. 

Hammack: Let's do this in schools, but we won't.call it mental health or behavioral 
health. We need to get in on the front end and do screening; early intervention is critical. 

Hurd: I worked with a program in a school that asked the teacher to identify the 25 most 
challenging students in the classroom to determine the caseload of the school-based 
mental health provider. It was seamless because the parent was comfortable going to 
schools but not to mental health centers. Teachers were crucial in this process, and the 
mental health person was part of the team. 

The session wrapped up with an invitation to comment on the integrated mental health 
draft produced by the PRP research team. 

Public-Private Partnerships Breakout Session 

Attendees 

Cliff Ames, Travis County Medical Society 

Linda Carpenter, UT-Austin School of Nursing 

Hayden Childs, Legislative Budget Board 

May Chouteau, Seton Healthcare Network 

Margaret Clark, People's Community Clinic 

David Edmonson, Office of Senator Shapleigh 

Janis Graf, Seton Healthcare Network 

Sherri Greenberg, LBJ School of Public Affairs 

Michelle Harper, Texas Health and Human Services Commission 
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Camille Hemlock, MD, Department of Aging and Disability Services 

Robin Herskowitz, Network Sciences 

Michelle Huck, United Way Capital Area 

Jeremiah Jarrell, Legislative Budget Board 

Byron Jarrett, Round Rock Health Clinic 

Rita Kelley, Bell County Texas Health Services Department 

Dick Klusmann, El Buen Samaritano 

Terri Knox, South Austin Hospital 

Kali Kollmeyer, Lone Star Circle of Care 

Klaus Madsen, Texas Health Institute 

Regina Martin, Legislative Budget Board 

Gary Mc Williams, MD, University Health System, San Antonio 

Sharon Newcomb-Kase, Texas Health and Human Services Commission 

Jessica Ramos, Office of Senator Shapleigh 

Bride Roberts, Williamson County and Cities Health District 

Beth Schlechter, Volunteer Healthcare Clinic 

Tamara Trager, Children's Hospital of Austin 

Susan Wills, Volunteer Healthcare Clinic 

Seok-Jun Yoon, MD, PhD, UT School of Public Health 

Thomas Young, Healthcare District Board 

Policy Research Project Members 

David Warner, Professor, LBJ School of Public Affairs 

Genie Nyer, St. David's Community Health Foundation 

Katherine Barksdale, LBJ School of Public Affairs 

Bryan Hadley, LBJ School of Public Affairs 

Jean Tanaka, LBJ School of Public Affairs 

Kristie Toscano, LBJ Schoor of Public Affairs 

Fang Zhang, LBJ School of Public Affairs 

Breakout Session Presentations 

After self-introductions, Charles Begley, Professor of Public Health at the UT School of 
Public Health in Houston, gave a presentation on Houston's efforts to expand services 
and extend coverage through public-private collaborations. Barbara Breier, Assistant 
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Vice President for Strategic Initiatives and Director of the Center to Eliminate Health 
Disparities at the UT Medical Branch at Galveston, elaborated on the Houston three
share proposal. 

Charles Begley: "Creating Access Through Public/Private Partnerships-Houston, 
We Have a Problem" 

The objectives of the presentation are to provide the Houston perspective of the 
uninsured and uncompensated care problems, and to discuss public-private initiatives to 
expand care and coverage. While there is significant healthcare effort, Texas is in poor 
shape. A large number of Houston's uninsured do not receive basic care. In 2004, the 
uninsured rate for Houston adults was 29 percent-the highest among the ten largest 
cities in the United States. When care is received by the uninsured, however, it is in 
hospital emergency rooms. For all the meetings and plans and actions, it only scratches 
the surface in terms of improvement to the healthcare system and getting needs met. 

In Houston, the system is fragmented: 3 hospitals, 11 clinics, and between 3 and 8 
MHMR providers, 5 public agencies, 8-10 nonprofit comprehensive primary care clinics, 
and also some specialty care clinics like Planned Parenthood. Together, they comprise a 
large safety net. However, the uninsured population is even larger. Roughly only one
third of the uninsured are served. Uncompensated hospital care is on the rise in Houston, 
increasing from $850 million in 1993 to $1.8 billion in 2003. Just between 2002 and 
2003, there was a 13 percent increase from $1.6 billion to $1.8 billion. 

There have been a number of local responses to deal with the uninsured and 
tincompensated care challenges. First, the Gateway to Care initiative facilities provide 
access to adequate healthcare for the uninsured and underinsured by establishing a 
mechanism for healthcare agencies, health service related coalitions, and advocacy 
groups to coordinate common administrative and service delivery requirements, and 
provides a seamless service delivery system. Established by a Community Access 
Program grant awarded in 2002 by the Health Resources and Services Administration 
(HR.SA), "Gateway to Care" includes an "Ask A Nurse" triage line available 24/7, 
Navigators program, Federally Qualified Health Program assistance, medical reserve 
corps, and a provider health network. Coordinators have found it challenging to get 
clinics to the table and to collaborate. "Collaboratives are complex and tough." 

A second local response is the Harris County Healthcare Alliance, a new collaborative 
created in March 2006. The alliance is an independent, non-profit membership 
organiz:ation overseen by an 11-member board, including four public entity 
representatives. Its purpose is to ensure comprehensive, coordinated healthcare that 
meets the needs of Houston residents. 

Another initiative involves the expansion and integration of behavioral health services by 
co-locating behavioral health and primary healthcare services wherever possible and by 
merging Ben Taub General Hospital's (BTGH) and the Mental Health/Mental 
Retardation Authority's (MHMRA) psychiatric emergency centers. Also, there is a local 
effort to create a regional health information network of shared eligibility and medical 
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record system to follow the uninsured from location to location. The project is estimated 
to require $2 million per year and has yet to secure funding. 

Finally, the "Houston Three-Share" program is a demonstration project proposal to insure 
100,000 Houston residents over three years. It would target employed but uninsured 
individuals working for companies that have not offered insurance in the past 12 months. 
The average $150 per member per month cost would be shared between the employer, 
employee, and a subsidy. Services would include primary, preventive, and specialty 
ambulatory care, hospitalizations, and prescription drugs. All in all, the Houston 
"solution" has been to expand services and extend coverage through public-private 
collaborations. 

Barbara Breier: "Insuring the Uninsured-A Project to Address an American 
Crisis" 

The uninsured in the United States experience poor health outcomes and higher 
healthcare costs. Statistics indicate that large, populous states have some of the highest 
rates of uninsured adults-including Florida, California and Texas. Dr. Steve Murdock, 
the Texas State Demographer, has said, "If you want to know the future of the 
country . . . just look around at this state." One in four Texans are uninsured; of them, 59 
percent or 3.2 million are Hispanic, 27 percent or 1.5 million are white, and 11 percent or 
0.6 million are black. A key reason for the high uninsured rate is that employer
sponsored insurance is the primary source of coverage for those under the age of 65, yet 
it is often unavailable or unaffordable, even for working families. Galveston County 
shares similar demographic trends with the nation and hopes to demonstrate the viability 
of health insurance with costs split three ways: employer, employee, and government. 

The proposed three-share plan is a health benefits package for working individuals and 
families, offering low monthly health premiums and better accessibility. The proposed 
cost-sharing involves the use of SCRIP funds to support one-third or $50 of the fee, and 
employers and employees to split the remaining $100. Businesses operated or based in 
Galveston County, non-profit organizations, and the self-employed would be eligible to 
participate in the program. To prevent employers from dropping coverage, only current 
employees who have not had coverage for the past 12 months would be allowed to enroll. 
However, the Three-Share Plan would be open to both full-time and part-time workers. 

Surveys were conducted to determine the receptiveness of the business community and 
workers to the Three-Share Plan idea and found that 83 percent of small business owners 
were willing to pay an extra $50-$75 per month for employee insurance because they 
believed it would increase employee retention and productivity. In fact, employers 
themselves needed health insurance. Employees, whose average income was $23,000, 
were supportive of the concept. Through these focus groups, an insurance plan was 
developed: Choosing Healthcare Alternatives Together (CHAT). Based on the 
comments and suggestions of participants, the plan would provide 12 primary, 12 
specialty, and 20 mental health visits per year. The proposed fee structure includes $20 
co-pay per specialist visit, $10 co-pay per primary care provider visit, $50 co-pay per 
emergency room visit, and coverage of up to $100 per month in pharmacy expenses. 
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A waiver application was approved by Texas Health and Human Services and forwarded 
to the Centers for Medicaid and Medicare Services for federal review. If the federal 
government approves the waiver, then the next step is to develop the business and 
marketing plan. The UT Medical Branch HMO would administer the program and its 
goal is to enroll 3,000 participants, as this would allow the program to break even over a 
five-year period. Already, there is strong interest by other communities in this model as 
businesses seek viable alternatives to traditional employer-sponsored insurance. 

Ultimately, by introducing previously uninsured individuals to the concept of having 
health insurance, providing access to coverage, and involving them in decisions about 
their own healthcare, we can create healthier workforces and communities. 

Dr. Breier fielded some questions from the audience: 

Q: What's the reimbursement rate for providers? 

Breier: Medicaid rate plus 15 percent. This initial cap is 5,000 individuals and then we 
need to reevaluate to demonstrate saving money and to expand the project; it will cover 
people with children enrolled in CHIP. 

Q: What is the waiver? 

Breier: An 1115 HIFA waiver. Something like this has not been tried in Texas before, 
and there is a lot of interest from other areas of Texas. We hope that when 3,000 people 
are enrolled, the plan will break even over a 5-year period. UTMB HMO will administer 
the plan, and there is the possibility of a statewide plan if the Galveston model is 
successful. The three-share plan should be launched by fall 2006. 

The Policy Research Project team members then shared the findings of their research on 
possible community initiatives to reduce uncompensated care in Austin. 

Katherine Barksdale on the Severely Mentally fll 

I worked with Natalie Cuccia and Katie Ryan on a chapter for the severely mentally ill 
population in Austin and in Travis and surrounding counties. 

We started our project by gathering data from many local resources on the estimated 
prevalence of severe mental illness in the ten-county area. This information, combined 
with the emergency room and inpatient data provided by the St. David's Community 
Health Foundation, helped form a coherent discussion about the unmet needs this group 
of people face. 

Another large focus of this chapter was House Bill 2292, which was passed by the Texas 
Legislature in 2003. The bill essentially redefined who was eligible to receive state
funded mental health treatment to only patients with bipolar disorder, severe depression, 
and schizophrenia. Virtually every provider and agency we spoke with viewed this 
legislation as problematic, and we outlined several of the consequences in the paper. 
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In order to document the gaps in mental health treatment, it was also important to 
understand what types of services, both inpatient and outpatient, are currently available in 
Travis County. We focused primarily on Austin State Hospital (ASH) and Austin Travis 
County Mental Health Mental Retardation (ATCMHMR), and more specifically on 
current constraints limiting their ability to serve people with severe mental illness. It is 
important to note that close to 500 eligible, screened individuals are currently on the 
waitlist to receive outpatient services through ATCMHMR. These people often appear at 
hospital emergency rooms in crisis, or needing to be evaluated by a mental health 
professional, because they have been waiting so long for ATCMHMR services. 

Using patient data from the four St. David's hospitals and interviews with an emergency 
room physician and social worker, we have tried to estimate the financial impact of these 
patients on St. David's when they present at the emergency room. We found that 
although these patients are rarely admitted, they take up space and significant staff 
resources while in the ER. Often, there is nowhere to send these patients quickly, 
because of the limited ability of ASH and ATCMHMR to handle new cases. 

The second half of our paper discusses initiatives that have been implemented in other 
cities to cope with the uninsured, severely mentally ill population. These programs 
include a medication clinic, a short-term crisis stabilization program, and telemedicine. 

Jean Tanaka on Pharmaceutical Care 

Prescriptions drugs are a critical component of healthcare-and a very costly one for 
anyone having to pay full retail price. However, the uninsured are also less likely to be 
able to afford pharmaceuticals. Hence, the questions facing the team were: What was 
the level of pharmaceutical access of the uninsured in Austin? And how could 
pharmaceutical benefits best be provided to them? 

The pharmaceutical care provided through Travis County Healthcare District's system of 
community health centers (CHCs) and Medical Assistance Program (MAP) was ideal for 
those unable to afford health insurance: relatively robust formulary, no limit on number 
of needed medications, and at no cost or a sliding fee, depending on ability to pay. The 
team found the healthcare district to be efficiently maximizing its pharmaceutical budget 
by utilizing Pharmaceutical Assistance Programs (P APs ), bulk replacement programs, 
and 340B prices. Rather than medication costs, the financial capacity of the healthcare 
district to accept new patients and the physical capacity to see patients given the influx of 
Hurricane Katrina evacuees were constraints preventing residents from readily enrolling 
or accessing CHC services. 

If a community-based pharmaceutical program were to be offered, what would it entail? 
A review of pharmaceutical initiatives nationwide found two common denominators: (1) 
low drug price, and (2) pharmaceutical services as a component of primary care or clinic 
services. Cost-effectiveness begins with securing the lowest possible price; the most 
common avenues of low-cost pharmaceuticals include manufacturer charity programs 
(e.g., PAP, bulk replacement), sample donations, Medicaid, Medicare, generics, 340B, 
and aggressive use of formulary or group purchasing. Given that a physician must 
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prescribe medications, and that long-term medication needs are often due to chronic 
conditions, pharmaceutical programs were consistently folded into primary care or clinic 
services. A medication initiative alone is not feasible. Rather, focus should be placed on 
patient care, with pharmacotherapy at no or low cost to patients as a necessary 
component. 

Kristie Toscano and Bryan Hadley on Diabetes Management 

Diabetes is an issue affecting our community in greater numbers every day. Without 
proper care and disease management, individuals living with this disease will become 
progressively sicker until they require hospitalization and costly procedures. Research 
we have conducted has focused on finding community initiatives that work to prevent 
this progression. 

The American Diabetes Association, the CDC, and other organizations have laid out 
well-known protocols that when utilized can almost unequivocally result in better health 
outcomes for diabetics. However, we are challenged with finding cost-effective and 
community-wide interventions to do so. In our research we have found cases in several 
states that have shown clear results through disease management and education 
interventions. The state of North Carolina, for example, is widely respected for its 
approach to supporting community-based diabetes management through "Healthy 
Carolinians." Our aim is to find feasible programs such as these and to recommend 
ongoing funding for these types of interventions. 

We found that a large number of uninsured diabetic individuals were being admitted to 
the hospital in diabetic ketoacidosis (OKA). The literature indicates that there are three 
categories ofDKA patients: those who have a OKA episode because they were not 
aware of having diabetes, those who have a OKA episode because of insulin interruption, 
and those who develop OKA as a result of an infection, such as a urinary tract or 
respiratory tract infection. In any case, OKA can be life-threatening, as well as require 
expensive, intensive treatment. These latter two seemed like they may be preventable. 

In the case of insulin interruption, preventing OKA admissions requires making sure 
patients with diabetes who take insulin do not lose access to it. Aside from ensuring that 
they can get it, it also means making sure they can afford it without having to self-adjust 
their doses or go without some other important medication (since patients with diabetes 
may also be taking medications for hypertension or cholesterol). 

Preventing hospital admission for patients for whom a OKA episode may precipitate 
from a fairly common infection seems initially like it could be accomplished through 
patient education. It would require counseling patients on how to prevent and/or identify 
these infections early enough. Patients who felt they were developing a urinary tract 
infection, for instance, would then need an expedited primary care appointment for 
diagnosis and an antibiotic prescription. 

We would be interested to hear feedback from anyone here on whether these are viable 
options for preventing or reducing hospital admissions for diabetic ketoacidosis. 
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David Warner: One of the things we found in mental health was that a large number of 
seriously mentally ill patients were coming to the emergency room and after being 
screened at PES it was found that they were eligible for MAP by virtue of having priority 
population diagnoses and being low-income. But, there were 500 such people on the 
waiting list because they were not on Medicaid nor had they been recently discharged 
from a prison or state hospital-they were given a week or two worth of drugs and then 
were likely to recycle to the emergency room. Similarly we found that because the city 
was not enrolling everyone under 100 percent of poverty onto MAP that there were a lot 
of people who did not have access to needed medications that would have been 
affordable if they had been able to access MAP. 

Large Group Discussion 

Sherri Greenberg asked if the PRP Diabetes Management group has looked at taking 
existing clinics and staffing them 2417. Toscano replied that they've thought of 
recommending the Planned Parenthood's 7th Street clinic (only open part time) as a 
potential site for expanding services. Greenberg asked where the funding for this would 
come from since Planned Parenthood, as of the last legislative session, doesn't have the 
money to keep the location open. Toscano suggested a partnership of some sort, perhaps 
involving the St. David's Community Health Foundation. 

Gary McWilliams, University Health System San Antonio, commented that currently, 
only a third of the indigent care happens within the healthcare system; two-thirds of it is 
happening outside of the system. CareLink has 55,000 patients. Begley complimented 
Mc Williams on CareLink. His only criticism is that only 55,000 of the 250,000-300,000 
uninsured people in San Antonio are enrolled in CareLink. Begley has heard that 
CareLink is hard to sign up for. 

Mc Williams cited low community interest. Despite taking out ads to put on buses, there 
was not an increase in enrollees. CareLink does not have a cap on the number of people 
who can be enrolled. McWilliams explained the three criteria for CareLlnk eligibility: 
residency, less than 200 percent FPL, and not have moved for the benefits. He believes 
people just haven't signed up, and that advertising had not been a good use of money. 

Begley asked if people are coming for services but not signing up. Mc Williams replied 
that they work to get any patient on CareLink, but if an individual cannot prove 
residency, they cannot be enrolled. There is no front door cap, but the back door cap is 
essentially hospital capacity. 

Tamara Trager, Children's Hospital of Austin, shared efforts to enroll people in programs 
at the clinic where she works, saying they saw significant response when walk-in patients 
were offered help with application. Following that, phone calls soliciting help started 
coming in. The bottom line is that "applications do not fit people's lives." Potential 
clients were self-eliminating based on not knowing how to answer questions. Limiting 
that barrier has reduced that problem. 
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Bride Roberts, Williamson County and Cities Health Director, echoed that sentiment, 
saying that over 30 percent of applications are not returned. Many applicants are also 
unable to provide various certifications. 

Trager added that her clinic has not found that offering assistance has caused them to be 
the primary application site. "We've got to make sure they are on something," since the 
clinic only accepts Medicaid and CHIP. "We cannot have them depending on us, but we 
can show them how to use the system bit-by-bit." Another problem is that the system 
keeps changing. Rita Kelley, Bell County Texas Health Services Department, suggested 
that they have a folder to keep things for future reference. 

Robin Herskowitz, Network Sciences, liked the work of ICC and Insure-A-Kid-a 
collaboration where screening can happen not just for Medicaid but also CHIP, Section 
1011 (federal reimbursement of emergency health services provided to undocumented 
aliens), MAP, and other state and local programs. The trick is not just having a screening 
tool that works, but also being able to follow up on an enrollment interview. The truth is 
that the vast majority of people in need of care will not be able to finish the application 
process on their own. It helps to make sure providers are screening for everything, not 
just Medicaid. Roberts commented that the use of Medicaider (an eligibility screening 
tool used by healthcare providers in Austin) creates an incentive for people to follow 
through. 

Ellen Richards elaborated on mental health issues. The healthcare district has identified 
patients shared between MHMR and CHCs. In doing so, pharmaceutical costs were 
moved to the healthcare district. This resulted in $150,000 savings on medications. We 
do have integrated behavioral health models in the form of specific time-limited 
scenarios. The healthcare district has also increased psychiatric staff for CHCs, allowing 
doctors and behavioral health practitioners to draw on them. How to add a component to 
deal with serious mental illness? Some of the things discussed today are being done, but 
it moves slowly through incremental steps. You need to get people, money, and data. 

Begley asked if the healthcare district had to find more money to expand psychiatric 
resources in the clinics. Thomas Young, Healthcare District Board Member, replied that 
they place high budgetary priority on improving integrated mental health. 

Klaus Madsen asked what is it we want to achieve? We talk about access to primary 
care, but maybe primary care isn't what we need and community health workers are. The 
crisis health system in New Mexico and Utah are taking emergency room "frequent 
fliers" and assigning community health workers to them for case management, resulting 
in savings. Is the primary care provider or nurse practitioner or physician's assistant or 
community health worker the best provider for patient needs? Maybe some patients will 
not identify with the doctor in the white uniform. 

Begley stated that global budgeting, not fee-for-service, pays for clinics in Houston. The 
city wants to move away from that and towards paying for services. 
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McWilliams added, "We had exactly the same problem." San Antonio scrapped that 
system and began paying hospitals for seeing patients. "You see someone and you get 
paid. Or you don't see someone and you don't get paid." He wasn't sure what the city 
was getting for their money through the old system and instead, wanted to have money 
available for community initiatives. 

Toscano asked the audience about sustainability with the question, "What's the longevity 
of a grant-based program?" Trager responded that it was an issue for nonprofit clinics. 
She suggested a monthly meeting of nonprofits to build a network of ideas. It is too 
overwhelming for someone to fix while doing his or her job. Trager would like to see a 
monthly support/brain-storming group for nonprofit clinics. 

Kelley added, "What we don't do well is tell our story to folks who need to hear it." It is 
not enough to support each other; we also need to include city and county officials. "You 
need the buy-in of state agencies." She also mentioned the need to raise the profile of 
efforts by taking the show on the road to organizations like the Rotary Club. Trager 
agreed, saying that enough of us getting together can make that happen. 

Greenberg shared her ideas on funding; stating that fee-for-service for those who can 
afford something is not evil. Planned Parenthood has clinics operating this way; they 
have put a box for contributions in lobby. There is also power in numbers for bulk 
purchasing, as with Planned Parenthood federations. Stand-alone nonprofits could form 
collaborations as an avenue for pooling resources and cutting costs. 

When asked why a 2417 clinic would be helpful, Greenberg replied that research indicates 
that even insured people cannot access care when they need it. If the baby wakes up sick 
at 3:00 a.m., are parents going to wait for the clinic to open and take time off from work? 
Anecdotally, ERs are busy with kids at 11 p.m. not needing life and death treatment. 
Madsen added that a lot of communities have complete walk-in providers. It makes 
intuitive sense for people who work all day. 

Begley asked about sustainable funding for the Indigent Care Collaboration. Herskowitz 
responded that there was some money put forward by big hospital groups. Small clinics 
do not have the money, but must be part of the solution. Paying for something you were 
not paying for before is hard, even if you can prove a saving. The key is getting decision 
makers to buy into numbers on cost-benefit analysis. That is something the ICC has been 
working on with Seton. ''The trick is getting everybody to agree on how much squeeze 
there is in the juice." That has to be done sooner rather than later and before there are 
costs/charges on table. 

Toscano thanked everyone for participating and adjourned the public-private session. 
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Chapter 8. Respite for the Homeless 

by Aleksandra Gajdecdul and Alberto Isiordia 

Summary and Objective 

Like any city of its size, Austin has a sizeable homeless population, and a consequentially 
large number of uncompensated emergency department admissions by homeless 
individuals. While many housing, case management, and medical resources are available 
to Austin's homeless, the city has a serious gap in homeless services: none of Austin's 
medical providers or emergency shelters provides a place of respite for homeless 
individuals in need of bed rest and skilled or semi-skilled care. This service gap is dire 
for two reasons: homeless patients with inadequate discharge options stay in the hospital 
longer than non-homeless patients, and they return to the hospital sooner and more 
frequently for related diagnoses. 

Many cities across the nation have opened respite care facilities to battle rising hospital 
costs, lengthy stays, and rapid readmissions associated with homeless patients. Several 
successful facilities have well-documented evidence of the significant cost savings and 
community benefit of such facilities. In Austin, hospitals and homeless service providers 
alike have become aware of this, and for the past year, a group of homeless advocates has 
been working together to propose a plan for a respite facility. 

This chapter aims to evaluate the demand for respite care for Austin's homeless 
population, to identify characteristics of an appropriate facility for implementation, and to 
recommend next steps toward implementation of an effective, cost-efficient respite care 
facility in Austin. 

The Homeless in Austin 

Demographics 

Austin has a population of 12,000-20,000 individuals annually who are homeless at some 
time during the year. 1 Of these, approximately 4,000 are chronically homeless, and 1,200 
to 1,500 are homeless on any given night.2 Based on estimates using the Indigent Care 
Collaboration (ICC) patient data, nearly three-quarters of Austin's homeless population 
are male, more than half are middle-aged (age 35-64), and approximately half are white.3 

However, both middle-aged and black individuals are overrepresented.4 
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Table 8.1 
Demographic Comparison of 2004 Indigent Care Collaboration 
Homeless Patients Encounters and Travis County Population 

ICC Homeless Percent Travis County 
Percent Patients Pooulation 

0-19 212 6.9 231,397 32.7 
20-34 944 30.9 239,392 33.9 
35-64 1,846 60.5 321,546 25.5 
65+ 50 1.6 56,314 8.0 
Total 3,052 100.0 848,649 100.0 

Male 2,167 71.0 432,239 50.9 
Female 885 29.0 416,410 49.1 
Total 3,052 100.0 848,649 100.0 

White 1560 51.l 449,581 53.0 
Black 491 16.1 69,923 8.2 
Hispanic/Latino 621 20.3 268,674 31.7 
Asian 12 0.4 44,142 5.2 
Other 368 12.l 16,329 1.9 

Adapted from: Sandy Coe Simmons, "2004 Demographic Data," Indigent Care Collaboration, Austin, 

Texas, February 22, 2006 (unpublished data); U.S. Census Bureau, 2004 American Community Survey. 

Online. Available: http://www.census.gov. Accessed: February 8, 2006. 

According to the ICC, the most common medical problems faced by Austin's homeless in 
2004 were associated with hypertension, alcohol abuse, diabetes, cellulitis, and upper 
respiratory tract infections. 5 These results are shown in Appendix B, Table 1. A number 
of these diagnoses parallel national results. The National Health Care for the Homeless 
Council reports that homeless persons most commonly suffer from upper respiratory tract 
infections, mental health problems, trauma, and women's health issues.6 

Resources Available to the Homeless 

Austin is home to a network of homeless service agencies providing services such as 
shelter, case management, medical care, and job training to homeless adults and families. 
The Community Action Network's Homeless Task Force developed Austin's Ten Year 
Plan to End Chronic Homelessness, and aims to improve the continuum of homeless care 
in Austin. For homeless individuals in need of medical care or emergency housing, there 
are a number of options available. However, a gap in services exists for patients with 
serious medical conditions in need of skilled or partially-skilled care. 
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Medical Care 

The City of Austin Community Care Services Department operates a Medical Assistance 
Program (MAP) that is available to Austin and Travis County residents with family 
income below the Federal Poverty Index (FPI), and disabled or elderly individuals with 
income below 200 percent of FPL MAP provides access to primary care, inpatient care, 
specialists and emergency services. 

Austin's Community Health Centers operate on a sliding-scale fee system, and include 
primary care, specialty care, behavioral and mental health services, and pharmacy 
services. Clinic services are in high demand, and appointments are often scheduled three 
to six weeks in advance. Most clinics are accessible only by appointment, but a few, 
such as the Homeless Health Clinic, provide walk-in care as well. 

Emergency Shelters 

Austin has four emergency shelters with a total of 313 beds. Fewer than 30 of these beds 
are available to individuals in need of medical care, and none have full-time nursing care. 

The Austin Resource Center for the Homeless (ARCH) is a 100-bed facility that serves 
homeless adult men and women. The shelter is full every night, and free beds are 
assigned daily through a lottery. All clients enrolled in case management are eligible to 
stay up to 90 days. The dorms close at 7:00 am daily. A day-sleeping program is 
available for individuals who work at night.7 

Salvation Army is a large facility that can serve up to 100 homeless men, 40 women, and 
30 members of a family with children. The dorms are often full, and beds are assigned 
for one week, renewable for up to three months. 8 

There are 15 beds reserved for the sick, though clients must be able to perform self-care. 
Sick-beds are rarely free, and are assigned by referral from area hospitals. Clients may 
stay in the sick bay for up to ten days. 9 

Lifeworks is an 18-bed emergency shelter for homeless youth and runaways. The facility 
is normally full, but does not turn away minors in crisis. There is no full-time medical 
care available at the shelter, but a nurse and a psychologist check up on clients weekly. 
Residents are not asked to leave during the day, and staff is available to administer 
unskilled medical care. 10 

Casa Marianella is a 25-bed emergency shelter for immigrants and refugees. The facility 
is often full, but does not turn away homeless migrants in serious need of bed rest. Casa 
Marianella does not serve individuals with substance abuse problems or serious mental 
health issues. There is no skilled nursing available, but staff are available to administer 
unskilled medical care. 11 
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The Costly Service Gap 

Post-discharge care for the uninsured, especially the homeless, is a recognized gap in 
social services in Austin and many communities. A study conducted by the Austin 
Travis County Health and Human Services Department revealed that the Austin 
community did not have the capacity to provide shelter or housing services to 61 percent 
of local homeless individuals.1 However, the study was more comparative than 
evaluative. The results were based on a common document that was available in all the 
cities that participated in the study rather than using a document that is specific to each 
city. Lack of adequate care options for the homeless leads to extended hospital stays, 
readmission and use of emergency rooms for primary care. 

Hospital Usage by the Homeless 

A study published in the Journal of the American Medical Associations estimated that 
62.8 percent of homeless people had one or more ambulatory care visits, 32.2 percent 
visited the emergency room, and 23.3 percent were hospitalized.13 Homeless patients 
that were hospitalized stayed in the hospital longer, on average, than non-homeless 
patients. In addition, 24.6 percent of homeless patients reported that they did not receive 
adequate care. 

Reliable, consistent data on homeless individuals is often elusive. Homeless patients are 
difficult to track because they move in and out of homelessness and do not like to be 
identified as homeless. 14 In Austin, local health care providers and non-profit 
organizations have collaborated to form the Indigent Care Collaboration, which exists to 
"develop joint projects to increase access, improve quality, lower costs of providing care 
to the region's medically indigent and form a platform to create a more coordinated and 
integrated system of services."15 

The ICC maintains a database that tracks hospital usage by the homeless population, 
including most of the medical facilities within the Austin-Travis County area. The ICC 
participating organizations are listed below: 

• Austin Travis County Health and Human Services Department 

• Austin Travis County Mental Health Mental Retardation Center 
(ATCMHMR) 

• Central Texas Medical Center 

• City of Austin Community Care Services Department 

• El Buen Samaritano 

• Johns Community Hospital 

• Lone Star Circle of Care 

• People's Community Clinic 

• Planned Parenthood of the Texas Capital Region 
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• Round Rock Health Clinic 

• St. David's HealthCare Partnership 

• Seton Healthcare Network 

• Travis County Medical Society 

• Volunteer Healthcare Clinic 

• Williamson County and Cities Health District. 16 

ICC considers patients "homeless" if they are patients of ARCH or the Salvation Army, 
or if their address is identified as a bad address, homeless, or no known address. 
According to ICC data, medical facilities in the greater Austin area had 11,097 
encounters with 3,003 homeless individuals (an average of 3.7 visits per person) in 2004. 
Of these homeless individuals, 71 percent were male. 

ICC data provides a limited snapshot of actual hospital usage by the homeless, mainly 
because facilities do not report complete information to the ICC. For example, St. 
David's HealthCare Partnership (SDHP) does not report mental health data to the ICC. 
Despite significant shortfalls in data completeness, the ICC is potentially a valuable 
resource for measuring and comparing results for the homeless population in Austin. At 
this point, however, hospitals are a more reliable source despite some inconsistencies in 
defining and recording homeless data. 

According to the ICC, the average length of stay of homeless and non-homeless patients 
at Brackenridge Hospital in 2004 was 5.14 days and 3.96 days respectively. 17 The 1.2 
day longer length of stay by the homeless may be a result of inadequate post-discharge 
care options for homeless patients. In 2004, homeless patients were admitted to 
Brackenridge 784 times, for a total of 4,030 inpatient days. 18 

Inpatient hospital data from Brackenridge and the six hospitals in the SDHP revealed that 
chemotherapy, cellulitis, drug and alcohol-related problems, and pneumonia were the 
most common inpatient diagnoses among homeless patients. Complete data for 
Brackenridge and SDHP are available in Appendix B, Tables 2 and 3. 
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Table 8.2 
Top Ten Principal Discharge Diagnoses among Stays by Homeless 
Patients, Brackenridge and St. David's HealthCare Partnership 

Hospitals 

Brackenridge, 2004 Number 
St. David's HealthCare Partnership, 1999-

Number 2004 
Chemotherapy Encounter 26 Skin, Subcutaneous Tissue Infections 30 
Leg Cellulitis 20 Alcohol-Related Mental Disorder 28 
Pneumonia Organism NOS 17 Pancreatic Disorder, Non-Diabetes 19 
Chest Pain NEC 16 Liver Disorder, Alcohol-Related 15 
Single LB-Hosp W/O CD 14 Poisoning By Other Medications, Drugs 15 
CHFNOS 13 Chest Pain 14 
Arm Cellulitis 11 Asthma 10 
Alcohol Liver Cirrhosis 9 Coronary Arosclerosis, Other Heart Disease 8 
Delirium Tremens 9 Gastrointestinal Hemorrhage 8 
Food/Vomit Pneumonitis 9 Pneumonia, excluding caused by TB or STD 7 

Source: Deanna Eichler, "Brack 2004 Homeless data for LBJ, Brackenridge Hospital," Austin, Texas, 
January 26, 2006 (unpublished data) and Lisa Kerber, "PDX_Homeless_99-04," St. David's 
Community Health Foundation, Austin, Texas, March 2, 2006 (unpublished data). 

An analysis of long hospital stays by homeless patients revealed high instances of 
cellulitis, infections including septicemia, and trauma. Complete data for Table 8.3 is 
shown in Appendix B, Table 4. 

Table 8.3 
Top Brackenridge Homeless Diagnoses with Length of Stay Greater 

Than Seven Days, 2004 

Principle Dia1mosis Number 
Arm Cellulitis 5 
Septicemia NOS 3 
Postop Infection NEC 3 
Acute Pancreatitis 3 
Traumatic SAH-NEC 3 
Traumatic SDH-Deep 2 
Intestinal Adhes w Obstr 2 
Cl Base Fx SAH/SDH-Deep 2 
Path Fx Vertebrae 2 
Fx Dorsal Vertebra-Close 2 
DM2/NOS w Circ Dis Unc 2 
DM2/NOS W Ketoacid NSU 2 

Source: Deanna Eichler, "Brack 2004 Homeless data for LBJ, Brackenridge Hospital," Austin, Texas, 
January 26, 2006 (unpublished data). 
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Of the top diagnoses in Table 8.2, several conditions could be caused or exacerbated by 
lack of proper post-discharge care often experienced by homeless persons. Of the 
diagnoses in Table 8.3, homeless hospital stays would be shortened if an appropriate 
post-discharge care facility existed. 

Staphylococcus (Staph) Aureus is an important, serious condition that is generally 
recorded as a secondary diagnosis. Staph Aureus occurs when Staph bacteria enters 
punctured skin and causes an infection. This is often a result of poor hygiene, 19 and 
occurs with cellulitis, septicemia and other infections. This condition, very common to 
Austin's self-pay population, is especially noteworthy because of the time-consuming 
and labor-intensive treatment involved. Between 1999 and 2004, there were 226 stays 
among self-pay inpatients aged 2 to 64 at SDHP that were given an ICD-9 code of Staph 
Aureus in one of the top three diagnosis codes as shown in Appendix B, Table 5. During 
this period, the number of admissions with an ICD-9 code of Staph Aureus in one of the 
top three diagnoses grew as shown in Appendix B, Table 6. The average length of stay 
among admissions with a diagnosis of Staph infection was eight days. Deanna Eichler, 
Clinical Manager at Brackenridge Hospital, stated that IV drug users with Staph 
infections are a major concern. 20 In Austin, a large number of IV drug users with Staph 
infections use the open port created by an injection of antibiotics to get a better high. 21 

Consequently, the health of these individuals continues to deteriorate. 

Can Emergency Shelters Fill the Gap? 

None of Austin's emergency shelters simulate an ideal home environment's clean, quiet, 
supervised atmosphere. Only one of the shelters, the Salvation Army, has designated sick 
beds, but even there, clients must be able to perform self-care. Many of the top homeless 
diagnoses' discharge instructions require significantly more than basic self-care, and 
because adequate discharge facilities are unavailable, homeless patient stays lengthen. 

Discharge instructions for many top homeless diagnoses include special diet 
requirements, wound cleaning and dressing, elevation of limbs, and other treatment that 
require some form of direct supervision in a controlled environment. None of Austin's 
four emergency shelters provide 24-hour skilled care to carry out such instructions. The 
inevitable lack of proper post-care by homeless patients commonly leads to infections 
and other complications, causing hospital readmissions. 22 

Case Studies of Austin's Homeless 

Long hospital stays and readmissions by the homeless are financially costly for hospitals, 
but also physically costly and mentally draining for homeless patients. The following 
anecdotes are examples of ARCH clients who have fallen through the cracks of homeless 
after-care in Austin. Names of patients have been changed to ensure confidentiality. 

David: 51-year-old Latin American Male 

David suffered from insulin-dependent diabetes, chronic liver disease, chronic 
pancreatitis, chronic diarrhe~ peripheral vascular disease, and an arterial graft in one leg. 
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When the graft failed and the toes had to be amputated, David's wounds did not heal 
properly, and he developed a chronic ulcer and osteomyelitis. David was sent to the 
emergency room several times for minor surgical debridement. He planned to stay in a 
skilled nursing facility for wound care, antibiotics, and diabetes management, but this 
care was not available under Austin's MAP. The osteomyelitis, combined with a 
consistently high blood sugar level, worsened, and David's leg was amputated below the 
knee. Post-hospitalization, David returned to the streets, and suffered reinfection of the 
surgical site. 23 

Steven: 59-year-old White Male 

Steven's late presentation of tongue cancer led to a parital tongue and jaw resection. He 
suffered post-operative infection while in the hospital, had a revision surgery, and had a 
feeding tube placed in the stomach. He was released to the downtown Salvation Army 
shelter to stay in the sick bay. Steven needed Percutaneous Endoscopic Gastronomy 
(PEG) care, monitored hydration, regular wound care, surgical follow-up, and specialized 
case management to coordinate a supply of tube feeds through donations from various 
sources.24 

Albert: 45-year-old African American Male 

When Albert was hit by a car, he suffered fractures to both of his lower extremities and 
one upper extremity. He had several open reduction internal fixation (ORIF) operations, 
and was released from the hospital in a wheelchair with arm, leg, and hip casts, and a hip 
brace. He needed a urinal, a bedside commode, accessible hygiene facilities, pain 
management, rehabilitation, and a secure place to stay. When the nursing facility 
arrangements made for Albert failed, he returned to the streets. 25 

What is Respite Care? 

Hospitals have reduced lengths of stay as an effort to reduce costs. 26 A greater reliance is 
placed on patients returning to their homes to recuperate with family members tending to 
their basic needs.27 This trend is especially problematic for the homeless population, 
since many shelters do not allow homeless persons to stay during the day, and none have 
full-time skilled medical care available for this purpose. To compensate for the lack of 
discharge options for the homeless, some hospitals have had to extend inpatient stays 
beyond the norm. 

Respite care centers developed to address this problem, and 34 nationally recognized 
facilities exist around the country. 28 The term "respite care" describes "providing sick or 
injured homeless people with respite from the danger of life on the street."29 The 
provision of medical services sets respite care apart from 24-hour shelter beds. 30 A 
diverse portfolio of services and functions exist among respite facilities, including several 
intermediate approaches to filling the service gap, and two primary respite care models. 
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Intermediate Approaches 

Referral to Shelter Beds 

This model provides respite services for homeless clients only needing 24-hour 
recuperation. 31 It is necessary for homeless clients to be able to provide self-care. It 
should be noted that this approach does not meet the definition of respite care because no 
medical services are provided. 

MoteVHotel Vouchers 

This approach places homeless clients in a motel or hotel using a voucher system. Health 
and social services staff make visits to clients and arrange for meals. 32 

The advantages of implementing this approach include: 

• There are low implementation costs; 

• It is an easy model to implement; 

• This model requires no special licensing. 33 

The major challenges of implementing this approach include: 

• 24-hour nursing would not be available; 

• The environment may be difficult to control; 

• Clients are isolated and might not have proximity to other services; 

• A positive relationship with the motel/hotel owners must be maintained.34 

Board and Care Contracts 

The approach requires beds to be contracted from board and care homes, which include 
adult family homes, adult foster care, or group homes. This environment is more likely 
to provide 24-hour nursing care and meals. 35 

The advantages of implementing this approach include: 

• The possible availability of 24-hours nursing; 

• The possible availability of free meals; 

• Supportive human contact. 36 

The major challenges of implementing this approach include: 

• There is little control over the quality of healthcare and safety of clients; 

• Clients with mental health and substance abuse problems may not receive 
appropriate care; 

• Clients might not have proximity to other services. 37 
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Full Respite Care Models 

Two general categories of full respite care are recognized: shelter-based and freestanding 
respite units. Hybrid facilities, that incorporate elements of each, also exist. 

Shelter-based Respite Units 

This model provides medical respite services to patients staying in designated areas 
within shelters. Compared to the freestanding model, the shelter-based model is more 
cost efficient because it reduces facility costs. However, the shelter environment is less 
controllable and may require overextended staff members to take on additional 
responsibilities. 38 

The advantages of implementing this approach include: 

• The collaboration between local agencies and philanthropist is encouraged; 

• Costs can be reduced through the utilization of an existing shelter; 

• The expertise of local shelter staff can improve service provision; 

• This model may not require special licensing. 39 

The major challenges of implementing this approach include: 

• Philosophical differences may surface among health program staff and shelter 
staff which may include issues concerning admissions and control; 

• The health .grogram may have difficulty controlling the environment within 
the shelter. 

Freestanding Respite Units 

This is a unit that is specifically designed to provide medical respite services in a leased 
or purchased facility. The high level of control over policies, admissions, and discharges 
by staff allows the most stringent environment for respite care. Possible obstacles to 
establishing this model include neighborhood opposition and licensing and zoning 
regulation. As well, the model is generally more costly than other altematives.41 

The advantages of implementing this approach include: 

• High level of control over policies such as admissions and discharges; 

• More comprehensive services; 

• Clients are placed in the appropriate environment; 

• This model is designed to better meet the needs of patients. 42 

The major challenges of implementing this approach include: 

• It is the most expensive model; therefore, several funding sources must be 
identified; 
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• A facility must be found with proximity to other services available to 
homeless individuals; 

• Licensing and zoning issues may arise; 

• Local neighborhoods and business may oppose the establishment of a respite 
facility near their area.43 

Impact of Respite Care 

In a survey of 12 respite care facilities, nine facility directors believed strongly that their 
programs had significant positive results for the homeless, hospitals, and the 
community. 44 

Community Benefits 

Community benefits repeatedly cited by respite facility directors included: 

• Decreased hospital re-admissions due to poor care, infection, or other 
complications; 

• Decreased risk for medical complications; 

• Improved access to health care and resourcefulness; 

• Reduced inpatient hospital length of stay; 

• Decreased use of the emergency rooms for primary care needs; 

• Combined with referral to substance abuse treatment and psychiatric care, 
may break the cycle of chronic homelessness. 45 

Measured Results 

Most survey participants believed that while the impact of respite care was clear and 
visible, data gathering and analysis was difficult or impossible, and had not been 
initiated. Of the nine facilities surveyed, four have recorded measurable, positive results. 

Interfaith House, Chicago, Illinois 

Interfaith House is a 64-bed freestanding respite care unit in Chicago. The facility 
accepts referrals from 40 hospitals in the Chicago area. Interfaith House serves ill and 
injured homeless adults, provides residents with mental health and substance abuse 
treatment, and offers traditional services like food, laundry, and primary care, as well as 
innovative treatment such as art therapy. More than 90 percent of residents complete 
medical recovery plans.46 

In a nationally soon-to-be published retrospective study, Interfaith House concluded that 
compared to non-respite individuals, respite clients: 

• Stayed 4.7 fewer days in the hospital, or 11 fewer days for HIV patients; 47 
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• Visited the ER 1.4 times for related diagnoses, compared to 2.2 for other 
homeless;48 

• Saved the hospital approximately $13,122 per patient stay, based on $2,702 
average Medicaid payment for hospital day/person.49 

Barbara Mcinnis House, Boston, Massachusetts 

The Barbara Mcinnis House is a 90-bed respite facility, and serves homeless men and 
women recovering from a variety of issues including surgery, trauma, infections, cancer 
and heart disease. Patients are referred from hospitals, shelters, or homeless clinics. The 
facility provides counseling, dental services, physical therapy, pharmacy services and 
hospice care. 

Using three years of data, the Boston facility recorded: 

• A 50 percent reduction of rehospitalizations within 90 days of discharge from 
the facility;50 

• Respite care inpatient days and cost decreased when compared to homeless 
patients with their own care (shelter, unknown), other planned care (nursing 
homes), and homeless individuals that left against medical advice.51 

J.C. Lewis Health Center, Savannah, Georgia 

The J.C. Lewis Health Center that serves as the main homeless health care facility in 
Savannah. In addition to a 32-bed respite wing, the center provides non-respite shelter 
beds, behavioral health care, AIDS respite, health promotion outreach, primary care, and 
dental services. The J.C. Lewis Center model emphasizes both primary care wrap-around 
services for the homeless and a housing continuum of care. The average length of stay in 
the respite unit is 14 days, and clients often transition to shelter beds or transitional 
housing after respite care.52 

• In 2005, respite care alone saved area hospitals $11,614,036;53 

• Case mana.f ement and behavior health treatment saved hospitals an additional 
$417,398.5 

Center for Respite Care, Cincinnati, Ohio 

The Center for Respite Care is a 15-bed freestanding medical recovery facility for 
homeless individuals in Cincinnati. The Center provides short-term care to homeless 
patients with moderate medical conditions. Clients must be homeless adults able to 
perform self-care, and have a medical illness as the primary diagnosis. More than 85 
percent of clients have multiple medical diagnoses, and the majority has mental health or 
substance abuse issues. The average length of stay at the facility is 19 days. Results 
have been positive in several areas:55 

• 12 percent of respite clients were re-hospitalized within 60 days of discharge, 
compared to 42 percent readmission rate for all homeless;56 
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• 30 percent of respite clients avoided hospitalization altogether as a result of 
admittance directly to the center;57 

• Respite clients left the hos~ital after 2.7 days, compared to 5.0 days for non
respite homeless patients. 5 

Planning a Respite Facility in Austin 

In early 2005, a respite planning group formed in Austin out of the Homeless Task Force. 
The group has been working with the ICC and area hospitals to determine the potential 
cost savings and community benefits of respite care. Of area hospitals, Brackenridge is 
the most invested in the potential project because of the large number of homeless clients 
it treats each year. According to John Gilvar, hospitals are interested in funding the 
initiative. The group is concerned about how to select an appropriate model, and who 
should take responsibility for the administration of the program. 

According to the respite planning group, the major barriers to launching a respite facility 
are not community buy-in or funding, but leadership and a well-structured proposal. 

Possible Initiatives 

At the LBJ School and St. David Foundation's conference, "Care That Pays For Itself?: 
Community Initiatives to Reduce Uncompensated Healthcare," three specific initiatives 
were discussed. 

Rose Lancaster's Proposal 

Rose Lancaster, a member of Austin's respite planning group, compiled a detailed 
proposal for respite care in November 2005. This document, which includes several 
possible locations, facility types, staffing models, services offered, and corresponding 
budget estimates, can be found in Appendix C. At the time that Rose's report was 
written, the respite planning group was unsure of which respite model to suggest to 
hospitals and other funders, so the document presents many alternatives. While the 
document cannot be presented formally as a proposal, it includes substantial background 
information, especially with regard to a possible budget. 

Garden Terrace Option 

Garden Terrace is a supportive housing facility for homeless and at-risk adults run by 
Foundation Communities. Located in a former nursing home in South Austin, Garden 
Terrace provides single-room occupancy housing to 85 individuals. The facility also 
provides case management, behavioral health and substance abuse counseling, 
educational and social programs, laundry facilities, and security. According to Walter 
Moreau, Executive Director of Foundation Communities, a wing of the Garden Terrace 
facility could be converted to respite care. Supportive housing and case management 
would be provided by Foundation Communities, but another entity would have to 
administer medical care to patients. 
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There are some challenges that make the implementation of respite care at the Garden 
Terrace facility difficult. The location is removed from downtown Austin and medical 
facilities, and inconvenient for area homeless people. In addition, there is need for 
medical staffing and equipment. 

J.C. Lewis Model 

Conference presenters Reverend Micheal Elliot and Peter Doliber suggested a model 
similar to their facility, the J.C. Lewis Health Center, described above. The J.C. Lewis 
Center includes an emergency shelter, respite facility, case management, and an 
outpatient homeless health clinic. Micheal and Peter strongly believe that a respite 
facility must be centrally located in Austin, and easily accessible to the homeless. 

In the J.C. Lewis model, the emergency shelter, respite facility and primary care facility 
share resources and staff. Hospital contributions are based on savings to the hospital, 
using hospital-referred admissions, shelter-based admissions, diverted ED visits, and 
primary health care encounters to create a proxy for hospital savings. A detailed 
breakdown of hospital savings based on costs and expenses for 2004 are shown in 
Appendix B, Tables 7 and 8, respectively. 

There are two major challenges that must be addressed in ordet to implement the J.C. 
Lewis model in Austin. First, a centrally-located building or land near other homeless 
services downtown must be acquired. This may prove difficult because buildings and 
land located close to homeless services and the healthcare district carry high costs. 
Secondly, the respite facility in Austin must have appropriate leadership. As the director 
of the J.C. Lewis respite facility, Micheal had no experience with medical care when he 
took the position, and strongly believes that leadership should come from the homeless 
advocate community, not the medical community. According to Micheal, this will ensure 
that the facility focuses on maximum quality, not maximum efficiency. 

Next Steps 

Create a Proposal 

Members of the respite planning group feel that they are nearing implementation of the 
project. In addition to selecting an appropriate leader for the project, the planning group 
must establish the location, size and admission criteria of the facility. Further, the group 
should consider the following suggested features in launching a facility. 
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Table 8.4 
Respite Care Facility Options for Austin 

Essential 24-hour nursing assistant care and on-call physician 
Services Food service 

Wheelchair-accessible restrooms, showers and entrances 
Part-time case management 
24-hour security 

Desirable Full-time skilled nursing 
Services Laundry facilities 

Full-time case management, including referrals to social services and housing 
Mental health and substance abuse counseling 
Volunteer-led educational programs, including job skills training, English literacy, 
financial management and computer literacy 
On-site clothing closet 
Limited generic-drug pharmacy 

Staffing 24-hour on-site nursing assistant care, possibly from the UT Nursing School 
Full-time skilled nurse 
24-hour on-call M.D., volunteer or paid 
Case management through ARCH, Foundation Communities, or other homeless 
services agency 
Support and administrative staff through AmeriCorps' Mentoring for Housing Self-
Sufficiency program 

Funding Options Federal HUD l!I'ants 
Foundation l!I'ants, private and community donations 
Local government, including: City of Austin, Healthcare District, Travis County 
Austin area hospitals, including Brackenridge, Seton, and St. David's (sponsorship 
proportionate with discharge referral) 
Medicaid 

Source: Rose Lancaster, "Austin Respite/Recuperation Center," Homeless Task Force, Austin, Texas, 
January 26, 2006. (See Appendix C.) 

Establish a Plan for Program Evaluation 

A respite program in Austin can be evaluated using an approach similar to the 
retrospective study conducted at Interfaith House in Chicago. In that study, the goal was 
to measure whether respite care affects patient's future use of hospital days, emergency 
room visits, and clinical visits. 59 The results were obtained by comparing information 
collected by Cook County Hospital in Chicago from October 1998 to December 2000 on 
patients in the control group (eligible patients that did not receive respite care) and the 
respite care group (eligible patients that did receive respite care).60 The study also 
presented estimated cost savings based on Medicaid. 61 

The information that must be tracked for homeless patients in a control group and a 
respite group in Austin includes: 

• Number of inpatient days; 
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• Number of patient encounters; 

• Type of patient encounter (emergency room, clinical visit, or inpatient); 

• Diagnosis per encounter; 

• Inpatient cost per day (cost would be based on the facility patients were 
transferred from); 

• Patient characteristics (such as age, race/ethnicity, gender, whether they have 
children, and their primary access point if homeless such as ARCH or 
Salvation Army); 

• Number of patients from each participating medical facility; 

• Number of patients transitioned to housing. 

Once available, this information will help an Austin respite care program to measure the 
reduction in hospital days by diagnosis. The same approach should be used for 
emergency room visits and clinical visits. In order to evaluate a respite care program in 
Austin, it is important for local entities to fully cooperate in the distribution of 
information. The ICC has the infrastructure in place to carry out this type of study, but 
obstacles remain, since hospitals do not release full discharge information to the ICC at 
this time. 

Prioritize Data-Sharing Through the ICC 

The ICC is a potentially powerful tool for the homeless advocates community in Austin. 
However, data-sharing by hospitals currently limits the accuracy and usefulness of ICC 
data. The ICC, area hospitals, and the Homeless Taskforce should work together to 
uncover the precise reasons for incomplete reporting of indigent patient data to the ICC, 
and dedicate appropriate resources to improving data completeness, reliability, and 
accuracy. 

Standardize Definition and Improve Tracking 

In order to improve measurement of and reporting on homeless individuals in Austin, 
hospitals, shelters and community health centers must standardize the definition of 
homelessness and focus on identifying homeless individuals during the intake process. 
Intake staff and case managers at hospitals and CHCs should be trained on identification 
of homelessness and appropriate tracking mechanisms, which should be developed by the 
Homeless Task Force and partners. 

In conclusion, it is clear that the Austin homeless community would benefit from the 
implementation of a respite care model. Local respite care advocates agree that respite 
care leads to savings in future healthcare costs while improving the quality of life for 
homeless patients. Consequently, local respite care for the homeless advocates must now 
capitalize on the established momentum and implement a respite care model that will best 
serve the homeless population of Austin. 
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Capitalize on Momentum 

It is well documented that respite care facilities produce savings in future healthcare costs 
while improving the quality of care for homeless patients, and major stakeholders agree 
that the Austin homeless community would benefit from the implementation of a respite 
care facility. While gathering community and stakeholder buy-in is among the premier 
challenges facing respite care advocates in many communities,. Austin's respite planning 
group has successfully garnered support from all necessary parties. Sufficient literature 
and expert opinion have been studied by the planning group to begin the implementation 
of a facility. To capitalize upon the support of the community, the respite planning group 
must quickly move to select a project director, and remain willing to adapt plans to fit 
Austin's unique resources and environment. 
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Chapter 9. Twenty-One Day Clinic 

by Meredith Goode, Jayme Meyer, and Joanne Zurcher 

Introduction 

The 21-day clinic model, also referred to more generally as a post-discharge clinic, is 
designed to provide self-pay patients with timely and unique post-discharge follow-up 
care within 21 days after discharge in order to reduce or prevent hospital readmissions. It 
is estimated that many readmissions take place within one month of discharge, and of all 
readmissions approximately "one-third of them occur within a month of discharge, half 
of them within 90 days, and 80 percent within a year."1 The purpose of the post
discharge or 21-day clinic models is often to reduce confusion and clarify instructions 
regarding medication management, provide access for needed pharmaceuticals, provide 
important services such as post-operative wound care, assist with referrals to specialists 
or primary care homes if needed, and medically assess and treat patients who are in need 
of further care. Clearly explaining the treatment process is also crucial to increasing 
compliance with medication and discharge orders. 

In order to construct an appropriate model for use in the St. David's HealthCare System 
or within the community in general, the potential cost-effectiveness and the public benefit 
of preventing readmissions must be explored based on known demographic 
characteristics of the self-pay population and Diagnosis Related Group (DRG) costs, 
which were estimated using an average between DRG charges and Medicaid 
reimbursement costs for St. David's self-pay population. 

Based on this information, along with a needs assessment for the Austin area, we will 
make recommendations for the potential development of a post-discharge clinic based on 
two general models: (1) integrated in-hospital model and (2) a stand-alone clinic model. 
Components of these two general models will also be combined to consider more flexible 
or hybrid-type models that might be more feasible to implement in the Austin area. 
Additionally, options for providing post-discharge services in Austin will be assessed 
based on factors that have proven to contribute to the success of preventing hospital 
readmissions. 

Factors that May Contribute to Likelihood of Readmission 

Significant efforts have been made within the past decade to identify demographic 
characteristics and factors that contribute to the likelihood of hospital readmissions, 
especially among health conditions in which the complications that often cause 
readmissions can be better treated or prevented. In considering the development of a 
post-discharge clinic, it is important to target the population with the most frequently 
occurring and most costly readmissions. Since the primary mission of a post-discharge 
clinic is to prevent readmissions and improve health outcomes, it is necessary to consider 
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the demographic characteristics of self-pay patients within the St. David's Hospital 
System in light of recent research to determine relevant demographic factors. 

A report by the Agency for Healthcare Research and Quality (AHRQ) addresses 
preventable hospitalizations by condition and identifies demographic factors that 
influence likelihood of admission rates among conditions that are most preventable for 
admissions and readmissions. Factors include geographic locations, gender, community 
income, urban/rural residency, age group, and health condition. 2 For example, women 
are more likely to be hospitalized for asthma and men more likely to be hospitalized for 
heart failure and diabetes.3 The findings are based on the Healthcare Research and 
Quality Project, Nationwide Inpatient Sample Database, and Prevention Quality 
Indicators.4 Furthermore, an extension of the study for the state of Texas, Preventable 
Hospitalizations 2002, was published by the Texas Health Care Information Collection 
Center for Health Statistics and is very similar to the national findings. 5 

Aside from demographic factors and diagnoses that may affect the likelihood of 
readmissions, several studies also identify other post-discharge adverse events that 
contribute to readmissions. Studies conducted in three hospitals and two countries 
suggest that as many as one in five patients may experience adverse events within the 
first few weeks after discharge. 6 According to a study supported by the Agency for 
Healthcare Research and Quality, medication-related adverse drug events (ADEs) are the 
most prevalent adverse event.7 The factors that most likely contribute to readmission are 
errors in drug ordering, the prescription of more than 12 medications, secondary 
medication interactions, and the prescription of certain classes of drugs such as 
corticosteroids, anticoagulants, antibiotics, and diabetic medications. 8 Further, the study 
also found that "patients who are unable to remember a discussion with their health care 
provider about the side effects of their medicine are at a threefold greater risk of 
experiencing an adverse event. "9 

Communication among providers in providing a timely and clear discharge summary is 
also a critical factor that, if not done correctly, can contribute to adverse events. There is 
often a delay that can range anywhere from one day to one month in providing and 
delivering a discharge summary to a patient's primary care or follow-up physician. 
Further research has indicated a connection between hospital readmissions and the timely 
availability of discharge summaries. 10 

Fortunately, it has been discovered that "as many as one-third of post-discharge adverse 
events are preventable; in addition, another one-third of events are considered 
ameliorable" (able to reduce severity of event). 11 Such evidence suggests that the 
services typically benefiting patients in a post-discharge clinic could help to prevent the 
likelihood of adverse events occurring. 

Access and Capacity for Follow-up Care: Establishing the Need 

Establishing the need for post-discharge services requires (1) an analysis of readmissions 
data from the St. David's Hospital System and (2) an assessment of the available capacity 
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for follow-up care within community health resources, including the options available for 
self-pay patients in the Austin area. 

Readmmions in the St. David's System 

Data collected on uncompensated patient readmissions at all four St. David's hospitals 
for the population ages 2-64 seems to indicate that ( 1) a substantial amount of hospital 
readmissions occur within the first 21 days of hospital discharge, and (2) many of the 
patients who were frequently readmitted within this time period may have been 
readmitted for similarly related DRGs (see Table 9.1). In considering the potential 
effectiveness of a post-discharge clinic, it is crucial to analyze the types of DRGs that 
patients are most often readmitted for, as well as the timeframe in which they are 
readmitted. 

An initial analysis of data collected on the self-pay inpatient population between the 
years of 1999 to 2003 indicates that 637 of9,050 (7 percent) of inpatients were 
readmitted at least once within 21 days after readmission, and of this number 508 were 
readmitted only once.12 As the timeframe increases from 21 days to six weeks, 
readmissions increase approximately 21 percent, to 770. Furthermore, if a three-month 
time period is evaluated, readmissions increase to 908, a 42 percent increase from the 
initial 21-day readmission period. However, a 300 percent increase in time only 
represents a 42 percent increase in readmissions between the 21-day period and the three
month period. 13 

Of the 908 patients who had readmissions within three months, 131 of them were 
removed from the data set for having first admissions coded as invalid or pregnancy
related diagnoses. Pregnancy-related admissions were removed because they are most 
likely planned admissions and/or not likely to be preventable readmissions. Of the 777 
patients left in the data set, 569 (73 percent) patients were readmitted only once within 
three months, 108 (14 percent) were readmitted twice, 52 (7 percent) were readmitted 
three times, and the remaining 6 percent were, for the most part, readmitted between four 
and seven times, with the highest number of readmissions in a three-month time period 
ranging as high as 18.14 

Aside from considering the numbers of readmissions, analyzing the types of patients who 
are most frequently readmitted, as well as assessing the relationship between their first 
and subsequent readmissions, is essential to establishing the types of patients who might 
benefit most by having access to the 21-day clinic. Considerations should include 
frequency of readmissions, cost of readmissions, and types and patterns of readmission 
by Diagnosis Related Groups. 

Data from the St. David's Hospital System was used to calculate the number of first 
admissions per DRG and the percent readmitted in three months. The rate of readmission 
was calculated by dividing the number of readmissions within three months by the total 
of self-pay inpatient visits (9,050). Finally, the most likely readmission DRGs are the 
DRGs with the highest percentage of subsequent readmission rates. It is very important 
to note that this data substantially underestimates the frequency of admissions within the 
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Austin area because it does not include admissions or readmissions to other hospitals in 
the community, substantially underestimating the true need and demand in the 
community. Therefore, admissions in the St. David's data set might actually be a 
readmission after care at a hospital outside the system, or patients might have had 
subsequent admissions outside the St. David's system not reflected in this data. The 
following table represents DRGs that had more than 10 readmissions within the four-year 
timeframe listed in descending order by number of patients. 

Table 9.1 
Frequency of Admissions and Rates of Readmission for Uncompensated 

Patients in the St. David's Hospital System, Ages 2-64, 1999-2003 

Number of Percent 
Proportion of DRG Readmitted in Most Likely DRG First Total No. 

A~ions 
Three Months 

Readmissions 
Readmission DRGs 

or Less 
449 Poisoning, toxic 

254 7.1% .0198 
Poisoning, Toxic 

effects of drugs Effects of Drugs 
143 Chest Pain Chest Pain, 

239 10.0% .0264 
Circulatory 
Disorders, Cardio-
vascular Disorders 

494 Laparoscopic Various 
Cholecystetomy, 227 5.7% .0143 
no complications 

182 Esophagi tis, Esophagi tis, 
Gastroenteritis, 

185 17.3% .0352 
Gastroenteritis, 

Digestive, Digestive Disorders 
complications 

204 Pancreas Pancreas Disorders, 
Disorders 

179 21.8% .0430 
Esophagitis, 
Gastroenteritis, 
Digestive Disorders 

89 Pneumonia/ Bronchitis, 
Pleurisy 

176 12.5% .0242 Pneumonia, 
Pleurisy, Circulatory 
Disorders 

277 Cellulitis, Cell ulitis, Skin 
complications 

167 13.7% .0253 
grafts, Wounds, 
Misc. Nutritional 
and Metabolic Dis. 

183 Esophagi tis, Major Small, Large 
Gastroenteritis, Bowel compli-
Digestive, no 

142 7.0% .0110 
cations, Esophagitis, 

complications Gastroenteritis, 
Digestive Disorders, 
no comolications 

278 Cellulitis, no 
135 6.0% .0088 Cellulitis 

complications 
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Number of Percent 
Proportion of DRG Readmitted in Most Likely DRG First Total No. Admimons Three Months 
Readmissions Readmission DRGs 

or~ 
174 G.I Hemorrhage Simple pneumonia, 

122 16.4% .0220 pleurisy, GI 
Hemorrhage 

127 Heart Failure, Heart Failure, 
Shock 

106 18.9% .0220 
Shock, Vascular/ 
Circulatory 
Disorders 

202 Cirrhosis, Ale. Cirrhosis, Alcohol 
Hepatitis Hepatitis, 

105 21.0% .0242 Esophagitis, 
Gastroenteritis, 
Digestive Disorders 

294 Diabetes > 35 Diabetes, Skin 

97 11.3% .0121 
grafts, Wounds, 
Misc. Nutritional 
and Metabolic Dis. 

97 Bronchitis, Bronchitis/ Asthma, 
Asthma, no 94 10.6% .0110 Pulmonary Edema 
complications 

295 Diabetes <35 Diabetes, Kidney, 
89 15.7% .0154 Urinary Tract 

Infection 
124 Circulatory Circulatory 

Disorders except 
76 13.2% .0110 

Disorders, 
AMI, cardiac Atherosclerosis, 
cath., comDlex comDlications 

96 Bronchitis, 
74 18.9% .0154 

Bronchitis/ Asthma 
Asthma>l7 

88 Chronic Chronic Obstructive 
Obstructive 

71 19.7% .0154 
Pulmonary Disease, 

Pulmonary Bronchitis/ Asthma, 
Disease Pneumonia, Pleurisy 

296 Nutritional, Misc. Various Nutritional, 
Metabolic 

70 15.7% .0121 
Misc. Metabolic 

Disorders, Disorders, 
comDlications comolications 

521 Alcohol, Drug Alcohol, Drug 
Abuse/ Abuse/Dependence, 
Dependence 65 20.0% .0143 Poisoningff oxic 

Effects of Drugs, 
Pancreas Disorders 

24 Seizure/Headache, 
66 12.1% .0088 

Seizure/headaches, 
comolications cc Various 

517 Percutaneous Circulatory 
Cardiac with 

42 20.0% .0088 
Disorders, Chest 

Coronary Stent, Pain 
No AMI 

475 Respiratory Circulatory Dis-
System Diagnosis 

40 10.0% .0044 
orders, Respiratory 

with Ventilator System Disorders, 
Bronchitis/ Asthma 
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Number of Percent 
Proportion of DRG Readmitted in Most Likely DRG First Total No. 

Admi~ions 
Three Months 

Readmissions Readmission DRGs 
or~ 

122 Circulatory Circulatory 
Disorder with 

32 21.9% .0077 
Disorders 

AMI, no major 
• complications 

78 Pulmonary Pneumonia, 
Embolism 28 21.4% .0066 Pleurisy, Pulmonary 

Embolism 
75 Major Chest 27 11.1% .0033 Major Chest 

433 Alcohol, Drug Alcohol, Drug 
Abuse/ 

23 21.7% .0055 
Abuse/ Dependence 

Dependence Left Left AMA 
AMA 

310 Trans urethral Other Kidney, 
complications 20 30.0% .0066 Urinary Tract 

Diagnoses 
121 Circulatory Various 

Disorders, AMI, 
20 20.0% .0044 

Coronary/Cardio-
vascular Diagnoses, 
Atherosclerosis 

132 Atherosclerosis 
20 15.0% .0033 

Circulatory 
Disorders 

331 Other Diabetes, Other 
Kidney/Urinary 

19 36.8% .0077 
Kidney, UTI 

Tract Infections, Diagnosis 
comolications 

141 Syncope, Collapse 19 21.5% .0044 Various 
179 Inflammatory 

17 23.5% .0044 
Inflammatory Bowel 

Bowel Disorder Disorder 
110 Major Chest Pain 

Cardiovascular 16 25.0% .0044 
complications 

82 Respiratory 
11 45.5% .0055 Various 

Neoplasm 
287 Skin grafts, Skin grafts, wound, 

wound, nutritional 10 40.0% .0044 nutritional/ 
metabolic disorder metabolic disorders 

Adapted from: St. David's Community Health Foundation, "Diagnosis Related Groups among SDHP 
Inpatients, Aged 2 to 64, who were readmitted at least once within three weeks, six weeks, and three 
months during 1999-2003," Austin, Texas, September 2006 (unpublished data). 

The results of this analysis indicate several trends in admissions and readmissions. First, 
there seems to be a significant relationship between admissions for Poisoning/f oxic 
Effects of Drugs, Pancreas Disorders, Alcohol/Drug Abuse Dependence, and 
Esophagitis/Gastroenteritis/Digestive Disorders. Another trend seems to be evident for 
admissions related to Pulmonary Embolism, Bronchitis/Asthma, Pneumonia/Pleurisy, 
Chronic Obstructive Pulmonary Disease, and Circulatory Disorders. A third series of 
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significant relationships seems to exist among admissions related to Cardiovascular 
Disorders, Chest Pain, and Heart Failure/Shock. Finally, it appears that there is a trend in 
admissions for Diabetes, Cellulitis, Nutritional/Metabolic Disorders, and Skin 
Grafts/Wounds. Relationships between frequently readmitted DRG categories were 
determined by examining similarities and frequencies of both initial admissions and 
likely readmissions. 

Understanding the types of trends in admissions that are present as well as the 
frequencies and rates will be useful for estimating demand/need, as well as targeting 
populations that might benefit most from a post-discharge clinic. Additionally, 
understanding the needs of special populations will help inform a decision about the 
location, service hours, equipment needs, and the likelihood that types of readmissions 
may be prevented based on the availability of post-discharge care. 

Costs are also an important component of determining the types of patients to potentially 
target as service recipients of a post-discharge clinic. This consideration will be analyzed 
and discussed later in this chapter, especially as they relate to the frequency and rates of 
readmission found in Table 9 .1. 

Readmissions and Capacity in the Metro Austin Area 

According to the Indigent Care Collaboration of Austin, which conducted a capacity 
report regarding utilization and access to community-based clinics and medical service 
providers for the uninsured and underinsured, outcomes for 2001 indicated that service 
providers were operating at approximately 6 percent over capacity. 15 Additionally, an 
increased demand of 5 percent annually was anticipated for subsequent years, 
exacerbating access to care problems and increasing the percentage of double-booked 
appointment slots, as well as wait times. This evidence reinforces the need for post
discharge care that can be accessed in a timely manner outside of the community health 
clinic models. 

Currently, there isn't anything comparable to a 21-day clinic for uninsured post-discharge 
patients in the Austin area. While Seton Health Center does have a Diabetes Specialty 
Clinic and Pacemaker/Defibrillator Clinic and a Wound Care Specialty Clinic at 
Brackenridge Hospital, Seton does not have a general post-discharge clinic that 
specializes in helping the uninsured from being unnecessarily readmitted into the 
hospital. 16 

While there are many stand-alone clinics in and around Austin, they are either at 
capacity, such as People's Community Clinic, 17 or onll focus on providing limited 
aspects of primary care, such as El Buen Samaritano.1 However, these successful clinics 
offer a wide variety of expertise that St. David's could draw from in formulating this new 
clinic. For instance, one obstacle is getting health care specialists to volunteer their time 
to the post-discharge patients. People's clinic has a wide variety of volunteer specialists 
who could possibly be utilized, and the process of attracting volunteers could be 
replicated. 
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Other Issues with Continuity of Care 

A study of 430 ambulatory care clinics in nine cities across the United States was 
conducted in 2002-2003 in order to determine access for follow-up care appointments in 
relation to insurance status. 19 Researchers called clinics stating that they had received 
care in emergency rooms the proceeding evening and needed to schedule a follow-up 
appointment for one of three conditions: pneumonia, hypertension, or ectopic pregnancy. 
The callers also stated that they were either privately insured, covered by 
Medicaid/Medicare, or uninsured and willing to pay a small fee. 20 Of 120 callers who 
were uninsured but offered to pay $20 at the time of visit, only 75 were given 
appointments within seven days of discharge and there were no statistically significant 
differences between safety-net and non-safety-net community health providers. 21 

Costly hospital readmissions and continuity of care problems are certainly not limited to 
the United States. Studies have also been done in Canada that stress the importance of 
post-discharge care in a hospital setting as slightly more beneficial than follow-up care 
from a community clinic or provider.22 A five-year population-based study was 
conducted on factors of readmission, and findings indicate that the risk of readmission 
significantly decreased when patients were seen by a hospital-based physician, as 
opposed to a community clinic provider. 23 Although the organizational structure of the 
Canadian health care system differs substantially from that of the U.S., this study 
highlights the importance of continuity of care and the benefits of providing immediate 
follow-up provider access, as opposed to waiting for appointments in a community 
setting. 

Existing Models 

Introduction 

Several options can be considered when setting up a post-discharge clinic, including (1) a 
stand-alone clinic, (2) a hospital-based model, and (3) a clinic-based model. However, 
any combination of locations and services that provide access to follow-up care also fit 
within the conceptual framework of a post-discharge clinic. Options could range in scope 
from simply providing follow-up phone calls to answer questions from patients to 
constructing a fully equipped stand-alone clinic facility. The advantages and 
disadvantages of various arrangements should be considered. 

Stand-alone clinics are more expensive to operate due to the costs that come with being a 
separate entity from a hospital. They utilize a building at a separate location, have to buy 
their own equipment, and do not have easy access to all of the services of a hospital. For 
instance, full-fledged laboratories are not an option due to their high costs and special 
certifications needed to operate. 24 However, stand-alone clinics can be open more hours 
(typically a full workday) and can see a higher number of patients. These clinics can also 
cut down on costs by specializing in one area instead of having a general practice that 
requires more equipment and expertise. 
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Clinics can also be a part of a hospital or existing clinic. They can be run for a lower cost 
because services are held in pre-existing examination rooms with equipment already 
owned by the hospital or clinic. Additionally, clinics inside of a hospital have access to 
all of the facilities of the hospital: the emergency department, laboratory, and specialists. 
Alternatively, because post-discharge units within a hospital or clinic facility operate for 
a shorter amount of time (perhaps a few hours per week) and use pre-existing space, they 
do not have the capacity to see a large number of patients. 25 

Model Components 

Staffing 

Models are staffed in a variety of ways. Clinics can be staffed by registered nurses and 
clerical support, while physicians give a block of their time per week. 26 In some clinics, 
residents who see the patients in the emergency department or other hospital areas come 
to the clinic for one day per week. In this case, a physician or internist can supervise the 
residents during clinic hours.27 Clearly, in these types of clinics, specialists are necessary 
for its success. For instance, in a congestive heart failure clinic, a cardiologist and 
cardiac nurse practitioner should be on staff. 28 Specialization is handled with more ease 
when a post-discharge clinic is part of a hospital because it is in close proximity to 
existing staff and has access to important records. This may also be the case if it is 
integrated into an existing clinic and takes on the specialization of this clinic. As a stand
alone model, more resources will be used to hire specific specialists, depending on the 
specialty of the clinic. Of course, all models have the option of referring patients to 
outside specialists.29 

Information-Sharing Capabilities 

The transfer of patient information from the hospital to the post-discharge clinic is of 
extreme importance. Patients are often not clear on their diagnosis or treatment and have 
the high possibility of misinterpreting their circumstances. It is of the utmost importance 
that the post-discharge clinician has accurate information with which to further treat and 
consult the patient. 30 A computer network connecting the original source of care and the 
clinic is one way clinics get patient information. This allows the staff to have the most 
updated information about this patient and his or her laboratory and imaging reports, as 
well as inpatient admission and discharge notes. 31 

Appointments 

The clinics have few to no walk-in appointments.32 Appointments are made through 
referrals from the hospital and are left up to the patient to schedule. 33 In some cases, the 
residents help the patients call for the post-discharge appointment from the ER or made 
the appointment for the patient. 34

•
35 Because there are frequent no-shows, clinics often 

over-book their appointments. 36 
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Pharmacies 

Pharmacies can be a part of both models. Some clinics are in close proximity to 
pharmacies due to their location inside the hospital. 37 Other in-house clinics do not have 
one in their building but have one within walking distance. 38 In the Golden Cross 
Academic Clinic discussed below, pharmaceutical representatives give residents a large 
amount of free samples of medicine. Thus, they are often able to help their uninsured 
patients with the costs of their medicines by giving them the free samples. 39 

Uninsured Issues 

The uninsured population makes up different proportions of the clinics' patients, and is 
assisted in different ways. The Golden Cross Academic Clinic, profiled below, is a clinic 
specifically created as a discounted clinic for the uninsured.40 In the case of the Houston 
Veterans Affairs post-discharge clinic, also detailed below, there is basically no 
uncompensated care population, as most patients receive coverage from the Veterans 
Affairs Administration or outside sources. 41 The clinics that do have a large uninsured 
population look to outside programs for the patient to be reimbursed. For instance, the 
Post Hospital Follow-up Clinic at the University of California, Irvine, looks to Medical 
Services for the Indigent (MSI) to help the patient pay and assist the hospital in 
recovering some of its costs.42 Especially if the desire is to target the uninsured, 
transportation has been an important issue for post-discharge clinics to consider. 
Proximity to public transportation is an easy way to increase access to any clinic. 

Example Models 

The following two models are examples of a clinic integrated into an existing stand-alone 
clinic and a post-discharge unit within a hospital. 

Golden Cross Academic Clinic (Dallas, Texas) 

Also called the Golden Cross Clinic (GCC), this facility is a part of Dallas' Methodist 
Health System and serves the uninsured population of South Dallas. Because it is an 
academic clinic, residents provide most of the services in three areas of service: internal 
medicine, obstetrics/gynecology, and general surgical services. In regard to the post
discharge portion of the clinic, after a resident sees the patient at the Methodist Dallas 
Medical Center and suggests a post-discharge check-up at the Golden Cross Clinic, the 
same resident examines the patient there within approximately a week of the patient's 
discharge. After the residents' referral, the patients can make their own appointments, 
and the residents often help them make the appointment directly from the hospital. There 
are very few walk-in appointments available to patients for all diagnoses.43 

While there is one full-time physician on staff, residents see the majority of the patients 
when they come in one day each week. 44 The clinic stresses continuity of care in 
working with patients. Thus, if the patient has a primary care physician, the GCC prefers 
that the patient return to this doctor for follow-up care. Because this is often not the case 
with uninsured patients, residents who discharge them from the hospital make 
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appointments to see them in the GCC. Residents working in the internal medicine and 
obstetrics/gynecology sections of the clinic can easily see their patients because they are 
required to do community clinic days, and they fulfill this requirement by working at the 
GCC. However, patients in the Surgery section of the GCC are less likely to see the 
same resident, and are reassigned to another resident. 45 

In addition, the clinic employs registered nurses, licensed vocational nurses, and patient 
care technicians, who provide the usual initial contact with patients in the examination 
room, draw blood, perform EKGs, and complete some procedures. Two part-time social 
workers carrying out externships help coordinate appointments and referrals back to the 
ER. They also counsel patients with a variety of issues, including drug or physical abuse 
and psychological matters. Other staff includes registration representatives, coders who 
update financial and patient information systems, and a financial counselor to help 
patients with payment and insurance issues. The clinic hopes to hire a dietician in the 
near future.46 

The GCC is located near the Methodist Dallas Medical Center and is open 8:00 a.m. to 
5:00 p.m. Monday through Friday.47 Depending on patients' specific problems at 
discharge, they go to different portions of the clinic that are open at various times. The 
internal medicine portion of the clinic is open the entire time the clinic is open. However, 
obstetrician/gynecologist (OB/GYN) services are open every morning except Tuesdays, 
and general surgical services are offered Monday and Friday morning and Wednesday 
afternoon. 48 

The services GCC provides include the following: cold and flu treatment, minor office 
procedures, well-women exams, diabetes management, surgical consultations, lab 
services, prenatal and postpartum care, and hypertension treatment. Having the capacity 
to have 23,000 patient visits each year, the clinic has utilized 24,000 square feet on three 
floors since it opened in August 2004.49 For approximately 1,500 visits each month, the 
entire clinic has 16 examination rooms, one room with a stretcher for patients who need 
to return to the ER, and several consultation rooms. 50 The approximate number of post
discharge visits at the clinic is about 375 per month, about 25 percent of the total patients 
examined. 51 

The GCC is a discount clinic that sees many patients who are uninsured or underinsured. 
Approximately 25 percent of its patients pay for the clinic's services with cash, but the 
clinic also sees many patients with managed care, Medicaid, and Medicare. 52 The clinic 
offers sliding-scale fees for patients who are not able to pay for their appointment. ff 
patients have not made prior arrangements with the clinic to pay a reduced fee, they can 
utilize the clinic's same-day payment discount or make a $15 co-payment at the time of 
their visit. 53 

All patients have a pre-registration appointment to work out paperwork issues. Due to 
the hospital's dual-entry system (one for financial information and the other for health
specific patient information), patients are required to turn in a packet of information 
before their appointments. At this point, patients can provide proof of income to receive 
discounted prices for the clinic's services. 54 
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Concerning equipment and clinic space, the GCC is set up much like a primary care 
physician's office. It also maintains the capabilities of an obstetrician/gynecologist's 
office, as well as areas for consultation for pre- and post-op consultations for surgery. 
Additionally, the clinic is certified to do point-of-care laboratory testing, and couriers 
transport more complicated lab work between the hospital and the GCC three to four 
times each day. These lab work capabilities play a large part in the health of the patients 
and success of the clinic. 55 

While the clinic obtains funding from the Methodist System in Dallas, it receives a large 
amount of funds from donors around the community. Even though they have not yet 
established empirical evidence of the success of the clinic, the GCC and surrounding 
community members feel that the clinic is substantially augmenting heath care in South 
Dallas, as well as reducing readmissions. Over the last year, there has been an increasing 
demand for the clinic's services, and they hope to continue to expand its services to 
continue to provide care for the discharged patients of South Dallas. 56 

Veterans Affairs Hospital Discharge Clinic (Houston, Texas): In-house Model 

Located in Houston, Texas, the Veterans Affairs Discharge Clinic is a part of the 
hospital's General Internal Medicine Clinic. There is a primary care doctor responsible 
for every VA patient at the hospital. Much like St. David's, however, inpatient-treating 
physicians and primary care doctors are separate. One obstacle that the hospital 
continually battles is the discontinuity between inpatient hospital doctors and outpatient 
primary care doctors, fearing that this could lead to unnecessary readmissions. Based on 
this fear, the hospital created its Post-Discharge Clinic.57 

According to the VA's discharge clinic doctors, a patient is sometimes readmitted to the 
hospital because the new medications or lifestyle has not improved his or her health. Yet, 
the doctors feel that the discharge clinic can often prevent death or a downward turn in 
the development of the disease. 58 

To refer the patient from the hospital to the clinic, a health technician working with the 
inpatient team of the hospital makes appointments for patients. Scheduled while the 
patient is still in the hospital, the appointment is for within a few days of discharge. The 
tech first attempts to make the appointment with the patient's primary care physician at 
the VA. If an appointment is not available, the patient is given a follow-up at the 
discharge clinic. After the first appointment at the clinic, staff may schedule a second 
appointment with the patient within three weeks. According to Dr. Lu, Director of the 
General Medicine Clinic, repetition in the explanation of these new routines to achieve 
compliance with medications and behavioral changes is a key factor in the maintenance 
of the patient's health. Because the clinic's no-show rate can reach 25 percent, the health 
tech overbooks the clinic's appointments. For this reason, it is rare that the clinic has an 
unutilized appointment. 59 

The clinic is open from 8:00 a.m. to noon two days a week. Because the clinic slots are 
an hour long in order to increase the quality time spent with each patient, the clinic 
provides three appointment slots each day (six per week). If the clinic decides to increase 
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the number of residents working at the clinic to 12, it will be able to schedule about six 
patients~r day. At this time, the clinic sees approximately 60 to 70 patients each 
month. 

Transferring patient information between the hospital and the clinic within the hospital is 
not an issue at the VA. A computer database with all of the patients' information 
connects every doctor's office and examination room. At the discharge clinic, the staff 
can pull up the patient's discharge summary from the hospital and easily update it with 
new information at the clinic. 61 

The VA Post-Discharge Clinic is set up similarly to the primary care model, utilizing the 
same basic menu of services. Because the clinic makes use of existing hospital primary 
care facilities and equipment, it did not have to spend money on a separate set of new 
equipment. Additionally, due to its location within the VA hospital, patients can be sent 
to specialists who are only a few feet away. A laboratory is located across the hall, 
allowing clinic doctors to easily monitor the patients' electrolytes, hemoglobin, and other 
readings. 62 

Before the existence of this clinic, residents came to the VA to check up on their patients 
after they were discharged. However, with new laws keeping residents from working 
more than 80 hours per week, this was no longer possible. For this reason, the post
discharge clinic began to help take care of these patients. Besides the primary care 
physicians that divide their time between the clinic and other work obligations, licensed 
vocational nurses and registered nurses assist them in checking lab reports, vital signs, 
and blood pressure. There is also a physician assistant, two pharmacists, and a social 
worker.63 

In the future, Dr. Lu hopes to expand the clinic. She would like to increase the number of 
rooms that the clinic can use and hire more nurses to increase the efficiency of the 
clinic.64 

Clinic Necessities 

Several models can be examined in setting up a 21-day post-discharge clinic in the St. 
David's System. Thus, consideration must be given to opening the clinic as a stand-alone 
clinic, a clinic within a hospital, or one in an existing clinic. These models will be 
described in their smallest capacities to give St. David's a baseline with which to begin. 
Additionally, optional elements will be discussed that can be included, depending on St. 
David's mission, funding, and vision of this project. This section is not meant to be a 
comprehensive view of all of the components of a post-discharge clinic; it is merely an 
outline of the important features that St. David's should consider in evaluating the 
necessity of such a project. St. David's can also consider partnering with other hospital 
systems in the Austin area (such as the Seton Healthcare System) to obtain a larger pool 
of patients from which to draw. 
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Who Would Work There? 

There are several people who are necessary for the success of a stand-alone post
discharge clinic. First, a part-time chief medical officer (CMO) will be the administrator 
overseeing all practitioners. This doctor can work at the clinic for approximately four to 
six hours each week, allowing him or her to practice or teach while working at the clinic 
part-time. It is estimated that the CMO's salary would be $15,000 to $30,000 per year. 
Next, the clinic would need to hire a mid-level practitioner who can be a nurse 
practitioner or physician assistant. He or she would see approximately 1,500 
unduplicated patients each year and have a salary of approximately $60,000 to $70,000. 
Furthermore, a clinic manager will be in charge of staffing, scheduling, and supervising 
all practitioners and staff, and keeping track of the finances of the clinic. With a starting 
salary at about $50,000 per year, he or she must also be the liaison between St. David's 
and the clinic, as well as issue all final reports on the clinic. 65 

In addition to these necessary positions, several other staff members could be helpful to 
the operation of the clinic. A billing clerk could take care of all third-party billings, and a 
receptionist could supervise scheduling and patient check-in. While not absolutely 
essential for a baseline model, a social worker or health educator would also be helpful in 
counseling patients and assisting them in understanding their disease and medication 
regimen. The salary for these positions may vary, but can be estimated at around $24,000 
per year. Another possible addition to the staff is a pharmacist who can help patients 
understand their medications, with a starting annual salary around $90,000 to $120,000. 
Finally, if the clinic is non-profit, it needs to secure a board of directors. Dr. Carol 
Ashton, Director, Houston Center for Quality of Care and Utilization Studies, mentioned 
the importance of the board of directors. She suggested that they should be members of 
the community, as well as financial supporters and employees of the clinic. This board 
should also see that the clinic's effectiveness is systematically evaluated.66 Of course, it 
is always financially helpful to utilize as many volunteers as possible in any of the 
afor~mentioned positions. 67 

In the case of a small-scale in-house clinic, staff can include current hospital or clinic 
employees who work for a few hours each week at the post-discharge clinic. Doctors and 
mid-level practitioners could work there for a few hours each week, possibly seeing the 
patients they discharged from the hospital at an earlier date. Non-medical staff or non-St. 
David's employees can work part-time for the clinic. All salaries at the in-house clinic 
would vary depending on the clinic's weekly hours. 

Clinic Space 

The physical building of a stand-alone post-discharge clinic can certainly constitute a 
significant portion of the budget, but there are approaches that can reduce this cost. If it 
is not possible to buy a building or utilize a donated one, some models use modular 
buildings on land donated by the county.68 

While it is optimal for a small clinic to have three examination rooms, the smallest clinic 
can function with two. Other necessities include a waiting area, a receptionist's area, 
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practitioners' offices, and areas for patient files. Additions can include a small laboratory 
with the ability to courier tests to another location and a class D pharmacy. This small 
pharmacy can have sample medications and commonly used medications. In addition, it 
has the potential to teach patients about the prescriptions they receive. Pharmacists can 
instruct patients on proper dosage and develop schedules to help patients remember to 
take medications. It also allows the pharmacist to talk with patients about possible 
medication tradeoffs, such as identifying an older, less-expensive drug that will work just 
as well for a particular ailment. One physician noted that most doctors often do not 
consider cost in prescribing medications, thus the 21-day clinic has the opportunity to 
trade the medications with equally effective lower-cost medications, significantly helping 
uninsured patients.69 

For the in-house model, the clinic can utilize existing space. In one model, the hospital 
utilized primary care examination rooms for three hours, two days per week. It simply 
re-designated the rooms for post-discharge care for six hours each week. 70 Of course, the 
model can be utilized much in the same way within an existing clinic. Additionally, there 
would already be space for many of the other necessities, and the clinic would have easy 
access to the hospital's patient information computer system if it is located within a 
hospital. If a computer system connected to the St. David's hospital is utilized, a space 
should also be provided for its servers.71 Finally, there would be a full laboratory in close 
proximity to the clinic if it is on the hospital's premises. 

Legal and Technological Issues Surrounding Patient Information 

According to Dr. Ashton, the biggest obstacle to overcome in any discharge clinic is 
access to the discharge summary and medical records. At the VA Hospital's Discharge 
Clinic, the staff has access to all of the patient's medical records on its computer. The 
cost for providing a stand-alone clinic or an integrated clinic would be approximately 
$1,000 per computer, plus about $50 a month for Internet services.72 

Of course, the first hurdle to overcome is the patient privacy issue. In the Health 
Insurance Portability and Accountability Act (HIP AA) of 1996, Congress recognized that 
advances in electronic technology could erode the privacy of health information. 
Consequently, Congress incorporated into HIPAA provisions that mandated the adoption 
of federal privacy protections for individually identifiable health information.73 

In response to the HIP AA mandate, the Department of Health and Human Services 
published a final regulation in the form of the Privacy Rule in December 2000, which 
became effective on April 14, 2001. This rule set national standards for the protection of 
health information, as applied to the three types of covered entities: health plans, health 
care clearinghouses, and health care providers who conduct certain health care 
transactions electronically. By the compliance date, covered entities must implement 
standards to protect and guard against the misuse of individually identifiable health 
information. Failure to implement these standards in a timely manner may, under certain 
circumstances, trigger the imposition of civil or criminal penalties.74 
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According to St. David's medical records staff, providing discharge records to an 
established clinic for a patient's health is allowed in the HIPAA laws protecting a 
patient's privacy. Therefore, providing the discharge clinic with this vital information 
would not violate the patient's privacy.75 Because of this, a better solution for St. 
David's is the following: St. David's has stated it would be able to provide an 
established clinic with a patient discharge packet. Currently, St. David's does this for 
patients being moved directly to a nursing home. The discharge planner gathers all the 
relevant information for the continuation of care for the patient and faxes it to the new 
medical home. The same procedure could be implemented for a new discharge clinic. 

The clinic must also think about liability insurance. It should obtain regular coverage of 
$1 million and medical liability coverage of $1 million per instance and $3 million 
aggregate. Volunteers, according to federal regulations, do not have to be covered 
through the clinic's insurance if they do not accept money for their services. 76 

Partnership Considerations 

A partnership with the Seton Healthcare System is certainly an important consideration 
when working to help the uninsured of Austin. While there may be a need for a post
discharge clinic in the St. David's System alone, partnering with Seton would increase 
demand for such a clinic, as a larger base of patients would be given the opportunity to 
access it. Resources and space could be pooled to make the endeavor more cost effective 
for all parties involved. Employees of Seton attending the March 24th conference 
extolled the idea of a partnership for such an important initiative. Additionally, the 
breakout found that while uncompensated patients may have a post-discharge medical 
home in the Seton system, there is no such place currently in St. David's.77 St. David's 
could utilize Seton's expertise in this type of clinic to create an effective partnership with 
significant community health implications. 

Other Issues for Consideration 

In all models, St. David's can decide to open the clinic for only a few hours each week. 
In this case, one should consider when its targeted population could most easily access 
the clinic. Because the working poor constitute a significant proportion of Austin's 
uninsured population, convenient hours of operation would be between 3 :00 p.m. and 
8:00 p.m. While uninsured, this population is willing to pay for the appointment and 
often feels better about the services they receive when they are responsible for a portion 
of the compensation. 78 

Referrals from the hospital to the clinic are an essential part of its success. In an 
interview, Alejandra Rocha, Program Specialist at the Texas Department of State Health 
Services, stated that hospital discharge planners are not the most effective way to refer 
patients to a clinic. She feels that the best method is to make the patients' appointments 
before they leave the hospital. Whether a post-discharge planner takes charge of this 
action or a doctor helps the patients make the call, she feels that assisting the patients' 
follow-through with the appointment is the only way to guarantee the help they need. 79 
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Because it is often difficult for an uninsured patient to go to a clinic, it is a good idea if 
the clinic is located on a bus route. Additionally, vouchers can be used to help patients 
get cab or other rides from their residences to the clinic. There are also other 
organizations that volunteer to help transport patients. Religious organizations, retired 
volunteers, and community action corporations have been especially helpful to clinics in 
the past. In Austin, there is a Special Transit System that helps disabled people get to 
their doctor appointments. Dr Ashton also suggests that it would be most useful if the 
clinic were connected to the hospital's patient information system. This would allow the 
clinic to easily set up the appointments and access patient data.8° Finally, while setting 
up a separate computer system could cost anywhere between $30,000 and $150,000, 
Rocha explains that tapping into the hospital's existing system would be significantly less 
expensive. 81 

Referrals to specialists can also be a part of the clinic's plan. If this is the case, it should 
obtain a Memorandum of Understanding, or MOU, with specialists in the area, signed by 
both parties. When these specialists are chosen, the MOU will state how much the 
patient will be charged, as well as how much the clinic will pay the specialists for their 
services. 82 

Furthermore, the clinic can be considered a teaching moment for new patients. As 
discussed in the conference breakout session for the 21-day clinic, new patients (such as 
immigrants) can be taught how to better navigate the Austin or U.S. health care system. 
They will be given the help to improve their health and can be offered guidance on the 
health care system. 83 

Options for Developing a 21-Day Clinic in Austin 

The previous two models (the GCC stand-alone clinic and the clinic integrated into the 
VA hospital) are certainly not the only two ways to establish a 21-day clinic in Austin. 
There are several options that can be considered in the creation of this type of post
discharge clinic. Though not a comprehensive list, the following are suggestions of ways 
to set-up a post-discharge clinic in the Austin area. 

• A stand-alone clinic: This type of clinic could be built in a separate building 
from existing hospitals and serve a large quantity of people. It can also be 
located in a central geographic region for uninsured patients to gain easy 
access. This option can be expensive because new facilities, equipment, and 
staff would be necessary for its initiation. However, it can be an opportunity 
for collaboration between several entities. 

• Clinics within a hospital: A clinic can be set up inside a hospital. Much like 
the VA post-discharge model, this would allow the hospital to set aside a 
specific number of hours per week to examine patients discharged from the 
hospital. In fact, the discharge clinic can utilize space that is not used for the 
entire time the hospital is open, increasing the efficiency of hospital space. Of 
course, this would allow the hospital to use existing facilities, equipment, and 
staff, as well as allow the clinic to have close contact with the specialists 
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inside the hospital. Furthermore, patients can be referred from the ER directly 
to this in-house clinic to further reduce the burden on the ER. Alternatively, 
in cases where a private clinic such as Austin Diagnostic Clinic is located in 
or near the hospital, the hospital might enter into an agreement to pay for post
discharge visits for selected uncompensated patients. 

• Fast track option: This is a variation of the clinic within a hospital option. 
The fast track ER, modeled after the ER Express in Seton hospitals, would 
allow patients to obtain minor types of care in a more timely and efficient 
walk-in basis. By treating post-discharge patients as necessary, it could build 
on Seton's existing ER Express by possibly using their facilities a few days a 
week for the 21-day clinic. 

• Subcontracting option: In this case, a hospital can subcontract follow-up care 
for patients as necessary. For instance, these subcontracts can be granted to 
other clinics or private physician's office in the Austin area that can meet the 
patients' specific needs. 

• Clinic within existing clinic: This option entails simply housing the clinic 
within an existing clinic. A clinic may have preexisting equipment and staff 
to work the clinic, but certain specialists may have to be utilized on a referral 
basis (specialist work can also be subcontracted out). Additionally, this would 
be especially helpful for working uninsured people if the clinic offered after
hours appointments. The after-hours option may also reduce the burden of 
these patients returning directly to the ER. It would be important to frequently 
evaluate this option to account for volume flow and logistical issues. 

• Several-clinic option: Relationships with several area clinics can be 
developed to allow patients easy access to a clinic within close proximity to 
their home. A clinic can operate the post-discharge clinic for a few hours 
each week, and it may make it easier for patients to go to appointments. 
However, it would be difficult to determine where these easy-access locations 
may be. Furthermore, frequent evaluation would be necessary to verify if the 
clinic is being utilized at a specific location and whether it is an effective use 
of the hospital's resources. 

Possible Resources in the Austin Area 

There are a number of candidates to house a post-discharge clinic in and around the 
Austin area. Such a clinic is certainly not limited to the St. David's System and the 
nonprofit clinics receiving funding from the St. David's Community Health Foundation. 
Partnerships with other hospitals or clinics can open the door to new post-discharge 
locations and a broader public benefit for the uninsured of Austin. The following section 
takes a narrow view in looking at a few locations within the St. David's System by 
presenting information about three of the major hospitals in the St. David's System 
including North Austin Medical Center, South Austin Hospital, and St. David's Medical 
Center (another two major hospitals include Round Rock Medical Center and 
Georgetown Hospital, but due to the time limits of this investigation, they were left out of 
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this section of the analysis). Four clinics-People's Community Clinic, Round Rock 
Clinic, El Buen Samaritano, and Lone Star Circle of Care-that are substantially funded 
by the St. David's Community Health Foundation are also considered. The items in 
Table 9.2 are a list of components that might be considered in implementing a 21-day 
clinic model, but this list is not exhaustive. These characteristics are listed here for 
convenience and consideration only. Additionally, it should be kept in mind that if a 
particular clinic has an interest in running a 21-day clinic, these characteristics are subject 
to change. 

Table 9.2 
Characteristics of Potential 21-Day Clinic Resources in Austin 

Clinics and Hospitals in Austin Area 

People's Round Lone Star 
North 

South St. David's El Buen Austin Factors Community Rock 
Samaritano Circle Of Medical Austin Medical 

Clinic Clinic Care 
Center 

Hospital Center 

Target 
Adults 18- Children 

Hispanic 
Children 

64, 78722 and and None None None Population zip Adults 
Population 

Adults 

Access to Yes Limited No Limited Yes Yes Yes Specialists 

Public 
Yes Limited Yes No Yes Yes Yes Transport 

Yes 
Yes, 

Yes (no Yes (no Yes (no Pharmacy (discounted) No Limited Yes 
discount) discount) discount) (discounted) 

Access to Fax Computer/ Computer/ Computer/ Medical Fax only 
only 

Fax only Fax only 
Fax Fax Fax Records 

Walk-In No Some No Yes Yes Yes Yes Oution 

Special Disease Prenatal Prenatal 
Pediatric 

Fast Track Wound Dental Yes* 
Services Registries care Care 

Care Option* Care 

After Yes, M-F 
Yes, 

Yes, 1 day 
Hours/ 4:30-8:30 

No Monday, 
per wk 

NIA NIA NIA 
Weekends Tuesday 
Average 
Cost Per $125 $105 $115 $120 Varies Varies Varies 
Visit 

Adapted from: Joanne Zurcher, .. People's Clinic," University of Texas, Austin, Texas, September 2005 

(draft); Jennifer Deegan, .. Briefing Paper on Round Rock Health Clinic," University of Texas, Austin, 

Texas, September 2005 (draft); Email interview by Jayme Meyer with Jen Rodosta, Communications 

Development Manager, Lone Star Circle of Care, Georgetown, Texas, March 1, 2006; St. David's 
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North Austin Medical Center, North Austin Medical Center. Online. Available: http://www. 
northaustin.com. Accessed: February 28, 2006; St. David's South Austin Hospital, South Austin 
Hospital. Online. Available: http://www.southaustinhospital.com. Accessed: February 27, 2006; St. 
David's Medical Center, St. David's Medical Center. Online. Available: http://www.stdavidsmc.com. 
Accessed: February 27. 2006; South Austin Medical Center, Emergency Department. Online. 
Available: http://www.southaustinhospital.com/CustomPage.asp?guidCustomContentID=50C80146-
05C7-1 ID4-8ID2-00508Bl249D5. Accessed: February 28, 2006; and St. David's Medical Center, 
Wound Care. Online. Available: http://stdavidshospital.com/CustomPage.asp?guidCustomContentID= 
83CE081F-l 739-11D4-A2Dl-00508B62BEIF. Accessed: February 25, 2006. 

People's Community Clinic would be an optimal location for a 21-day clinic for several 
reasons. The clinic has access to several in-house specialists, including OB/GYN 
services, adult medicine, and adolescent health-care. There is also easy access to public 
transportation to the clinic and a pharmacy with discount options for the uninsured and 
underinsured. In addition, after-hours appointments are offered from Monday to Friday 
until 8:30 p.m. However, because their population concentration primarily consists of 
patients from the Austin area, choosing People's could possibly force the clinic to 
provide services to more people than it is accustomed. Furthermore, the clinic is already 
operating at capacity and does not provide a walk-in option.84 Thus, there would be 
several obstacles to overcome if the People's were chosen to host a 21-day clinic. 

Round Rock would also have to make significant changes to their operation in order to 
host a 21-day clinic. Round Rock does not have direct access to specialists, and a lack of 
access to public transportation in the area will make it difficult for some uninsured or 
underinsured patients to travel to the clinic. The Round Rock facility does not provide 
after-hours care. Additionally, the clinic does not have an in-house pharmacy and is not a 
part of the St. David's electronic patient information system. However, this information 
can be sent by fax to the clinic, and the clinic does provide limited walk-in 
appointments. 85 

El Buen Samaritano concentrates on the Hispanic population, has access to public 
transportation to the clinic, and has a limited pharmacy that provides discounts to the 
uninsured. It also provides after-hours appointments on Mondays and Tuesdays. While 
these characteristics make it ideal for such a clinic, it does not have direct access to 
specialists and does not provide a walk-in option. This clinic is also not a part of the St. 
David's patient information computer system and must have patient information faxed 
from the hospital; however, the clinic does have adequate additional space. 86 

There are several characteristics of The Lone Star Circle of Care clinic in Georgetown 
that would be beneficial to a potential 21-day clinic model. As an FQHC, its target 
population includes uninsured and underinsured patients and it has the option of walk-in 
appointments. Although it is only one day a week, it does offer after-hours care. The 
clinic also provides areas of specialty in pediatrics and dental care. However, the clinic 
does not have direct access to specialists and there is no in-house pharmacy. More 
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importantly there is no access to public transportation to the clinic, making access for 
uninsured and underinsured patients difficult. Lone Star Circle of Care is also not a part 
of St. David's electronic patient record computer system may make comprehensive 
patient information difficult to come by. 87 

All three of St. David's hospitals in Travis County (North Austin, South Austin, and St. 
David's Medical Center) have similar qualifications in regard to a 21-day clinic. All of 
them have direct access to specialists in their hospital, making special referrals less 
problematic. They also are closer to public transportation and have in-house pharmacies 
for ease of access. Furthermore, they are connected to the St. David's patient information 
computer system, making obtaining patient information a non-issue. They clearly also 
provide walk-in and after-hours options. All three options have an extensive list of 
specialties. 88 Two specializations are notable at this time. First, South Austin Hospital 
has a Fast Track component to their emergency department: between 3:00 p.m. and 
11 :00 p.m., patients with minor emergencies are provided with expedited care in the 
ER.89 If South Austin is interested in a 21-day clinic, it could possibly partner with this 
Fast Track section. Second, St. David's Medical Center has a wound care specialty with 
expertise that may lend itself well to a 21-day clinic specialization. 90 

Throughout the many discussions about a possible 21-day clinic, an interesting point was 
developed concerning creating the clinic as a part of a stand-alone model or existing 
hospital or clinic. It was noted that housing the post-discharge clinic as a part of a 
hospital would help increase the system's ability to pass patient data from the discharging 
hospital to the in-house clinic. This would facilitate the ease of access in sending and 
obtaining patient records, especially with HIP AA concerns that may linger when mailing 
or faxing patient information. However, it was noted that because the St. David's 
hospital locations are spread around the city, a stand-alone clinic might still be a better 
option, as this type of clinic could be established in a central location and thus be more 
accessible to a larger pool of the uninsured. 91 

Challenges 

Of course, there are challenges that accompany the implementation of setting up a post
discharge clinic. First, sharing patient information between the hospital and the clinic is a 
bit problematic. As described above, St. David's currently transfers patient summaries 
between hospitals and clinics by courier or fax. This may pose a challenge simply 
because this system does not function with the same ease as aforementioned models and 
data transfers may not be complete. 

Additionally, medication compliance is a part of the success of a post-discharge clinic.92 

According to a recent study, a lack of insurance and a misunderstanding of instructions at 
discharge were directly related to whether or not the patient filled his or her 
prescriptions. 93 Because St. David's may not have the means to include a pharmacy or 
pharmaceutical consultation in the clinic, other means of helping the uninsured patients 
obtain their prescriptions may need to be evaluated. 
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Finally, it is important to be aware that some studies have found varying levels of 
improvement in readmission rates from the use of post-discharge clinics. It is essential to 
understand the desired ultimate goals for the clinics. For example, some studies indicate 
that post-discharge clinics reduce readmission rates, but these studies cannot prove the 
cost-effectiveness of providing this type of health care. A study summarizing 
readmission rates one month after discharge from multiple sources explained that studies 
that did not pre-select the discharged patients retained readmission rates ranging from 5 
to 14 percent. Additionally, the study described the three main independent predictors of 
hospital readmission: "age, length of stay during the index hospitalization, and previous 
use of hospital resources." Previous use of hospital resources could include the 
utilization of emergency medical services for primary care needs. They did, however, 
explain that other sources delineated 12 other predictors, including behavioral problems, 
co-morbidity, and single marital status.94 

With respect to diagnosis in the studies, the highest readmission rates within one month 
included heart failure at 29 percent and chronic obstructive pulmonary disease at 23 
percent. 95 It is also interesting that distinct types of facilities rendered different 
judgments on the number of their admissions that were preventable. For instance, two 
medical departments calculated that 9 and 34 percent of their readmissions were 
preventable, while two geriatric units reported 15 and 48 percent. An acute care hospital 
felt that 50 percent of readmissions were preventable. 96 

Eventually, the study finds that while most reports state that post-discharge clinics reduce 
readmissions to the hospital, none have unequivocally delineated that this type of clinic 
will be cost-effective for the hospital.97 

Assessing the Potential for Cost-Effectiven~ 

When determining the type of patients who should have access to the 21-day clinic, it is 
crucial to identify the types of admissions and series of subsequent readmissions that lead 
to the highest uncompensated financial burden to the hospital system, as well as to the 
community. The primary goals of a post-discharge clinic are twofold: ( 1) to reduce the 
financial burden of uncompensated care and (2) to improve the health status of individual 
patients by providing access to timely and appropriate care. Therefore, when designing 
the clinic, it is important to try to balance these goals to lead to the most equitable and 
effective distribution of services. Attempting this balance can involve the categorization 
of different types of patients and Diagnosis Related Groups within the following 
framework: 

1. High Percentage of Readmission/High Cost: Targeting patients within this category 
would allow a substantial public health benefit because they have the highest chance 
of being readmitted to the hospital. Additionally, a high amount of patients could 
have access to the clinic as well as the potential for high cost savings. Patients in this 
category with the highest number of admitted patients should be targeted first. 

2. Low Percentage of Readmission/High Cost: Patients within this category frequently 
have complicated diagnoses that are often the most costly of any diagnoses with 
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readmissions. Targeting these patients would most likely be a cost-effective option, 
depending on the capacity of the clinic to treat their diagnoses and prevent possible 
readmissions. 

3. High Percentage of Readmission/Low Cost: Targeting these types of patients allows 
for a greater public health benefit because a high number of people would have access 
to the clinic and there would be a greater chance of preventing readmissions. 
However, offering post-discharge clinic services to these patients would be less cost
effective because of the relatively low cost of average admissions and the relatively 
low percentages who are readmitted. 

4. Low Percentage of Readmission/Low Cost: This category serves the least public 
health benefit and is the least cost-effective. 

In order to categorize the data from the St. David's System from 1999-2003, it is first 
necessary to approximate costs based on the initial admissions and subsequent 
readmissions of St. David's patients. To calculate these estimates, the average cost (2004 
figures) to the St. David's hospitals for each DRG was assigned to each admission/ 
readmission for each of the readmitted patients between the years of 1999 and 2003. 
Based on the initial admission for each DRG, averages were then calculated to 
approximate the average cost that each type of self-pay patient accrued within the four
year time frame. 

It is important to keep in mind, however, that at the individual level, the true costs are 
probably underestimated because of the time period in consideration. For example, a 
patient first admitted in late 2003 might have had subsequent readmissions of which the 
costs would not be captured within this data set. Furthermore, it is also relevant that 
although the costs used to calculate average costs are for all readmissions within a four
year timeframe, almost all readmissions for each patient do occur within a three-month 
timeframe. In Table 9.3, DRGs are categorized as high, medium, and low based on the 
percentage of each patient with each DRG who is readmitted. Low is defined as less than 
15 percent, medium is defined as between 15 and 39 percent, and high is defined as 40 
percent and above. The data in the following table includes all first admissions Diagnosis 
Related Groups with high average costs. 
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Table 9.3 
Frequency of Admissions and Percentages of Readmission Among 

Uncompensated Patients in the St. David's Hospital System with High 
Average Costs, Ages 2-64, 1999-2003 

First DRGLabel Average Cost Frequency: Percentage Category of 
Admit Over4 Years Number First Readmitted Percent 
DRG for Readmission Admissions in in3months Readmitted 

4years or less 
299 Inborn errors of 

$35,496 2 0% Low metabolism 
289 Parathyroid $31,802 3 33.3% Medium 
12 Degenerative nervous 

$27,733 8 25.0% Medium system disorder 
264 Skin graft, ulcer, 

cellulitis, no $25,003 17 5.8% Low 
complications 

177 Uncomp peptic ulcer, 
$24,679 9 22.2% Medium complications 

482 Tracheotomy face, 
$23,756 3 66.7% High mouth, neck 

517 Percutaneous cardiac 
with coronary artery $20,893 42 19.1% Medium 
stent, no AMI 

287 Skin grafts, wound, 
nutrition, metabolic $18,505 10 40.0% Low 
disorder 

518 Percutaneous cardiac 
with no coronary stent, $18,416 6 16.7% Medium 
AMI 

300 Endocrine Disorder, 
$17,395 11 27.3% Medium complications 

95 Pneumothorax, no 
$16,433 28 7.1% Low complications 

92 Interstitial lung disorder, 
$16,433 2 50.0% High comolications 

294 Diabetes >35 $15,439 97 11.3% Low 
107 Coronary bypass with 

$15,428 51 11.7% Low cardiac cath. 
304 Kidney, Ureter, major 

$15,069 8 37.5% Medium bladder 
316 Renal Failure $14,463 51 13.7% Low 
475 Respiratory system 

diagnosis with ventilator $14,141 40 10.0% Low 
support 

82 Respiratory neoplasms $13,652 11 45.5% Hij;th 
209 Major joint limb reattach $13,550 12 33.3% Medium 
124 Circulatory Disorder 

except AMI with cardiac $13,141 76 13.1% Low 
cath. 

323 Urine stones, 
$13,108 comolications 

41 4.8% Low 
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First DRGLabel Average Cost Frequency: Percentage Category of 
Admit Over4 Years Number First Readmitted Percent 
DRG for Readmission Admissions in in3months Readmitted 

4 years or less 
296 Nutritional, metabolic 

$13,082 70 15.7% Medium disorder 
263 Skin graft, ulcer, 

$12,854 30 10.0% Low 
cellulitis, comolications 

127 Heart failure, shock $12,689 106 18.8% Medium 
188 Other digestive disorder $12,197 25 16.0% Medium 
516 Percutaneous 

$12,131 63 11.1% Low cardiovascular with AMI 
19 Cranial peripheral nerve 

disorder, no $12,029 7 14.3% Low 
comolications 

202 Cirrhosis, alcoholic 
$12,000 105 20.1% Medium hepatitis 

15 Transient ischemic 
$11,693 37 10.8% Low 

attack 
527 Percutaneous 

$11,646 7 42.9% High 
cardiovascular 

395 Red Blood Cell Disorder $11,358 48 12.5% Low 
108 Other Cardiothoracic $11,339 3 66.7% High 
174 G.I. hemorrhage $11,333 122 16.4% Medium 
204 Pancreatic Disorder $11,294 179 21.8% Medium 
116 Other Cardiac 

$11,165 93 9.7% Low 
pacemaker 

240 Connective Tissue 
$10,905 13 15.4% Medium 

Disorder, cc 
122 Circulatory disorder with 

AMI, no major $10,901 32 21.9% Medium 
comolications 

100 Respiratory signs, 
$10,874 

symptoms 
7 14.3% Low 

88 Chronic Obstructive 
$10,694 71 19.2% Medium 

Pulmonary 
134 Hypertension $10,683 59 10.2% Low 
295 Diabetes 0-35 $10,653 89 15.7% Medium 
79 Respiratory Infection, 

$10,640 24 12.5% Low 
comolications 

96 Bronchitis, Asthma, 
$10,638 74 18.9% Medium 

comolications 
2 Craniotomv, trauma $10,633 9 11.1% Low 
1 Craniotomy, except 

$10,505 
trauma 

30 16.7% Medium 

148 Major small, large 
$10,492 61 13.1% Low 

bowel, complications 
89 Simple pneumonia, 

$10,429 176 12.5% Low 
pleurisy, complications 

90 Simple pneumonia, 
pleurisy, no $10,407 47 4.3% Low 
comolications 

105 Cardiac valve, other 
major cardiothoracic, no $10,351 5 40.0% High 
cath. 
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First DRGLabel Average Cost Frequency: Percentage Category of 
Admit Over4 Years Number First Readmitted Percent 
DRG for Readmission Admissions in in3 months Readmitted 

4 years or less 
93 Interstitial lung disorder, 

$10,100 1 100.0% High no complications 
297 Nutritional, Misc. 

Metabolic Disorder, no $9,882 31 9.8% Low 
complications 

97 Bronchitis/asthma, no 
$9,827 94 10.6% Low complications 

14 Intracranial hemorrhage, 
$9,760 83 20.5% Medium cerebral infarction 

277 Cellulitis, complications $9,651 167 13.8% Low 
241 Connective tissue 

disorder, no $9,346 7 14.3% Low 
comolications 

125 Circulatory disorder 
except AMI with cardiac $9,310 90 5.6% Low 
cath., no comolex 

109 Coronary bypass, no 
$9,285 15 6.7% Low cath. 

120 Other circulatory system 
$9,155 5 40.0% High OR 

189 Other digestive system, 
$8,568 15 0 .0% Low no complications 

278 Cellulitis, no 
$8,488 135 5.9% Low complications 

187 Dental extractions $8,463 3 33.3% Medium 
132 Atherosclerosis, 

$8,437 20 15.0% Medium complications 
183 Esophagitis, Gastro, 

Misc. Digestive 
$8,409 142 7.0% Low Disorders, no 

complications 
210 Hip, femur, except major 

$8,308 9 11.2% Low joint, complications 
182 Esophagitis, Gastro, 

Misc. Digestive $8,109 185 17.3% Medium 
Disorders, complications 

20 Nervous system 
infection except viral $8,082 11 35.7% Medium 
meningitis 

143 Chest pain $8,059 239 10.0% Low 
175 GI hemorrhage, no cc $7,942 21 14.3% Low 
243 Medical back problems $7,938 41 12.2% Low 
238 Osteomyelitis $7,865 2 100.0% High 
494 Laparoscopic 

cholecystectomy, no $7,839 109 5.0% Low 
CDE, no complications 

225 Ff $7,776 9 11.1% Low 
521 Alcohol, drug abuse 

dependence, $7,529 66 20.0% Medium 
complications 

110 Major cardiovascular, $7,525 16 25.0% Medium 
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First DRGLabel Average Cost Frequency: Percentage Category of 
Admit Over4 Years Number First Readmitted Percent 
DRG for Readmission Admissions in in 3 months Readmitted 

4 years or less 
complications 

121 Circulatory disorder, 
$7,432 32 21.9% Medium Olajorcomplications 

154 StolllaCh, esophageal 
$7,405 7 28.8% Medium duodenal, complications 

104 Cardiac valve, other 
$7,383 7 14.3% Low Olajor card. 

449 Poisoning, toxic effects 
$7,352 254 7.1% Low of drugs 

24 Seizure, headache, 
$7,312 66 21.1% Medium complications 

276 Non-malignant breast 
$7,140 6 50.0% High disorder 

218 Lower extremity, humer 
except hip feet, $7,133 22 9.1% Low 
complications 

Adapted from: St. David's Community Health Foundation, "Diagnosis Related Groups among SDHP 

Inpatients, Aged 2 to 64, who were readmitted at least once within three weeks, six weeks, and three 

months during 1999-2003," Austin, Texas, September 2005 (unpublished data). 

Note: In the last column, "Low" is defined as less than 15 percent, "medium" is between 15 and 39 

percent, and "high" is 40 percent and above. 

Although there are several important factors in determining what patients should be 
eligible for the post-discharge clinic services, grouping DRGs into four categories 
provides a useful baseline from which to begin. Since the primary goals are improving 
public health and cost-effectiveness, only the high-cost DRGs are considered. In addition 
to considering the frequency of admissions, it is also extremely important for cost 
effectiveness to also target those patients that have a higher percentage chance of being 
readmitted. 

• High Percentage of Readmission/High Cost: DRGs that fall within this 
category include Respiratory Neoplasms, Cardiac Valve and Cardiothoracic, 
Interstitial Lung Disorders, Circulatory Disorders, and Non-Malignant Breast 
Disorders. Before considering these groups of patients for a post-discharge 
clinic, it should also be more closely examined to determine if these 
readmissions are planned readmissions. The DRGs that fall within this 
category often have lower frequencies/number of patients averaging around 5 
or 6 first admissions. 

• Medium Percentage of Readmission/High Cost: DR Gs within this category 
include Percutaneous Cardiac Disorders, Endocrine Disorders, Kidney and 
Bladder Disorders, Nutritional and Metabolic Disorders, Alcohol/Drug Abuse 
and Dependence, Major Cardiovascular, Circulatory Disorders, and 
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Seizure/Headaches. Within this category, patients first admitted with 
Seizure/Headaches have a relatively high likelihood of being readmitted and 
there is a high frequency of these patients. The same is true for patients first 
admitted with Alcohol/Drug Abuse Dependence and 
Esophagitis/Gastroenteritis with complications as well as others. 

• Low Percentage of Readmission/High Cost: DRGs that are in this category 
include Chest Pain, GI Hemorrhage, Poisoning/Toxic Effects of Drugs, 
Esophagitis/ Gastroenteritis without complications, Chronic Obstructive 
Pulmonary Disease, Simple Pneumonia/Pleurisy, Diabetes, and others. 
Although many patients may be first admitted for one of these DRG 
conditions and have a high frequency of first admissions, the likelihood of 
being readmitted is relatively low. 

Evaluation 

As highlighted in the previous section, establishing clear goals for the clinic are essential 
before developing a model to evaluate the success. Obviously, quality of life 
improvements are difficult to take into account when considering benefits. The most 
straightforward way to calculate benefits would be the decline in costs for self-pay 
patients in the St. David's HealthCare System (and other local hospital systems) over a 
specified time period. Working with the Indigent Care Collaboration will also be 
important to ensure that self-pay readmission patients aren't merely utilizing services 
from other hospitals in the area. Data should be identified that can track, by patient, the 
decrease in overall hospital readmission in a specified timeframe. 

If a stated goal of clinic implementation involves cost-effectiveness, the best way to 
evaluate the success of the clinic is to take into consideration all relevant costs. Clearly, 
in a stand-alone model the costs will be more straightforward because a new facility will 
most likely be built or purchased. In an integrated hospital or clinic model, however, 
costs for establishing the clinic may involve consideration of the opportunity costs of not 
using the space for other purposes. 

In order to tailor an evaluation of the clinic more specifically, St. David's can evaluate 
what level of decrease in readmissions would allow hospitals to cover costs. By taking 
all costs into account, cost analyses can measure how many patients they need to reach to 
validate the existence of the clinic. 

Aside from evaluating decreases in readmissions and decreases in costs to the local 
hospital systems, evaluations should also be conducted that measure outcomes from the 
perspective of service recipients and service providers. Once the clinic exists, evaluation 
can be implemented by including a survey with the discharge summary. After a patient 
has been helped, a physician assistant or nurse can fill out the survey stating how the 
clinic helped the patient on that day. For instance, questions can cover whether the clinic 
helped the patient with medication errors, ordered new laboratory tests, helped them 
understand their diagnosis, or readmitted them to the hospital. This information can help 
clarify implications of a discharge-clinic that are further reaching for community health. 

156 



Notes 

1 Jochanan Benbassat and Mark Taragin, "Hospital Readmissions as a Measure of Quality of Health Care: 
Advantages and Limitations," Archives of Internal Medicine (2000), vol. 11, p. 1074. 

2 Agency for Healthcare Research and Quality Preventable Hospitalizations, A Window Into Primary and 

Preventive Care, 2000, by Denise Kruzikas, Joanna Jiang, Denise Remus, Marguerite Barrett, Rosanna 

Coffey, and Roxanne Andrews (2004), HCUP Fact Book Nq. 5, Publication No. 04-0056, p. 2. 

3 Texas Department of State Health Services, Texas Health Care Information Council, Center for Health 
Statistics, Preventable Hospitalizations, 2002. Online. Available: http://www.dshs.state.tx.us!fHCIC/ 
Publications/Hospitals/PQIR.eport2002/PreventableHospitalizations2002.shtm. Accessed: January 5, 2006. 

4 Ibid. 

s Ibid. 

6 Alan Forster, Harvey Murff, Josh Peterson, Tejal Gandhi, and David Bates, "The Incidence and Severity 
of Adverse Events Affecting Patients After Discharge," Annals of Internal Medicine (2003), vol. 138, p. 

161. 

7 Alan Forster, Morbidity and Mortality Rounds on the Web: Discharge Fumbles (Agency for Health Care 
Research and Quality, December 2004). Online. Available: 

ttp://webmm.ahrq.gov/printview.aspx?caseID--84. Accessed: January 26, 2006. 

8 Ibid. 

9 Forster, Morbidity and Mortality Rounds on the Web (online). 

lO Ibid. 

11 Ibid. 

12 Lisa Kerber, "St. David's Community Health Foundation, Diagnostic Related Groups for self pay 
inpatients aged 2 to 64 at SDHP hospitals, 1999-2003," Austin, Texas, 2005 (unpublished data). 

13 Ibid. 

14 Ibid. 

15 Sandy Coe Simmons, Indigent Care Collaboration, Recent Trends in the Use of and Capacity for 

Primary Health Care Services Among Travis County Safety Net Providers (2000). Online. Available: 
http://www.icc-centex.org/library/reports/. Accessed: January 16, 2005. 

16 Seton Health Care System, Seton and the Uninsured. Online. Available: http://www.seton.net. Accessed: 
November 4, 2005. 

157 



17 Interview by Joanne Zurcher, Aleksandra Gajdeczka, and Fang Zhang with Rick Geyer, Chief 
Development Officer, People's Community Clinic, Austin, Texas, September 13, 2005. 

18 Interview by Joanne Zurcher and Meredith Goode with Dick Klusman, Director of Health, El Buen 
Samaritano Health Care Clinic, Austin, Texas, September 30, 2005. 

19 Brent R. Asplin, Karin Rhodes, Helen Levy, Nicole Lurie, A. Lauren Crain, Bradley Carlin, and Arthur 
Kellermann, "Insurance Status and Access to Care Ambulatory Follow-up Appointments," Journal of the 
American Medical Association (2005), vol. 294, p. 1248. 

20 Asplin, "Insurance Status and Access to Care Ambulatory Follow-up Appointments," p. 1249. 

21 Ibid., p. 1252. 

22 Carl van Walraven, M Mandani, and J Fang, "Continuity of Care and Patient Outcomes after Hospital 
Discharge," Journal of General Internal Medicine (2004), vol. 19, p. 628. 

23 Ibid. 

24 Telephone interview by Jayme Meyer with Scott A. Mabry, Administrative Director, Golden Cross 
Academic Clinic, Dallas, Texas, January 18, 2006. 

25 Interview by Joanne Zurcher and Jayme Meyer with Dr. Carol Ashton, Director of the Houston Center 
for Quality of Care and Utilization Studies, and Dr. Lisa Lu, Physician, Houston Veteran's Affairs 
Hospital, Houston, Texas, January 9, 2006. 

26 Email interview by Jayme Meyer with Valerie Roberts, Director of Outpatient Services, Northwest 
Hospital Center, Baltimore, Maryland, January 17, 2006. 

27 Susan J. Diem, MD, MPH, "Effects of a Postdischarge Clinic on Housestaff Satisfaction and Utilization 
of Hospital Services," Joumal of General Internal Medicine (1996), vol. 160, p. 179. 

28 Roberts interview. 

29 Interview by Meredith Goode and Jayme Meyer with Alejandra Rocha, Program Specialist, Texas 
Department of State Health Services, Austin, Texas, February 7, 2006. 

30 Ashton and Lu interview. 

31 Roberts interview. 

32 Mabry telephone interview. 

33 Roberts interview. 

34 Mabry telephone interview. 

158 



35 Email interview by Jayme Meyer with Nam Kim, Assistant Professor, University of California, Irvine 
Department of Medicine, Orange, California, January 16, 2006. 

36 Ashton and Lu interview. 

37 Ashton and Lu interview. 

38 Kim interview. 

39 Mabry telephone interview. 

40 Mabry telephone interview. 

41 Ashton and Lu interview. 

42 Kim interview. 

43 Mabry telephone interview. 

44 Ibid. 

45 Email interview by Jayme Meyer with Scott A. Mabry, Administrative Director, Golden Cross Academic 
Clinic, Dallas, Texas, April 24, 2006. 

46 Mabry telephone interview. 

47 Methodist Health System, Golden Cross Clinic. Online. Available: http://www.methodisthealthsystem. 
orglbody.cfm?id=1206&oToplD=O. Accessed: January 14, 2006. 

48 Mabry telephone interview. 

49 Methodist Health System, Golden Cross Clinic (online). 

so Mabry telephone interview. 

51 Mabry email interview. 

52 Mabry telephone interview. 

53 Methodist Health System, Fee Structure. Online. Available: http://www.methodisthealthsystem.org/ 
body.cfm?id=l208&oToplD=O. Accessed: January 14, 2006. 

54 Mabry telephone interview. 

55 Ibid. 

56 Ibid. 

159 



57 Ashton and Lu interview. 

58 Ibid. 

59 Ibid. 

60 Ibid. 

61 Ibid. 

62 Ibid. 

63 Ibid. 

64 Ibid. 

65 Rocha interview. 

66 Conference breakout session, "Twenty-One Day Clinic," Austin, Texas, March 24, 2006. 

67 Rocha interview. 

68 Ibid. 

69 Care That Pays For Itself? Conference breakout session, "Twenty-One Day Clinic", Austin, Texas, 
March 24, 2006. 

70 Ashton and Lu interview. 

71 Ibid. 

72 Ibid. 

73 U.S. Department of Health and Human Services, General Overview of Standards for Privacy of 
Individually Identifiable Health Information. Online. Available: 
http://www.hhs.gov/ocr/hipaa/guidelines/overview.pdf. Accessed: February 1, 2006. 

74 Ibid. 

75 Interview by Joanne Zurcher with Cynthia Mooney, Director of Administration, St. David's Hospital, 
Austin, Texas, January 27, 2006. 

76 Rocha interview. 

77 Care That Pays For Itself? Conference breakout session, "Twenty-One Day Clinic," Austin, Texas, 
March 24, 2006. 

160 



78 Mooney interview. 

79 Ibid. 

80 Ashton and Lu interview. 

81 Rocha interview. 

82 Ibid. 

83 Care That Pays For Itself? Conference breakout session, "Twenty-One Day Clinic," Austin, Texas, 
March 24, 2006. 

84 Joanne Zurcher, "People's Clinic," University of Texas at Austin, September 2005 (draft). 

85 Jennifer Deegan, "Briefmg Paper on Round Rock Health Clinic," University of Texas at Austin, 
September 2005 (draft). 

86 Joanne Zurcher, "Briefing Paper on El Buen Samaritano Health Clinic," University of Texas at Austin, 
September 2005 (draft). 

87 Email interview by Jayme Meyer with Jen Rodosta, Communications Development Manager, Lone Star 
Circle of Care, Georgetown, Texas, March 1, 2006. 

88 St. David's North Austin Medical Center, North Austin Medical Center. Online. Available: 
http://www.northaustin.com. Accessed: February 28, 2006; St. David's South Austin Hospital., South 
Austin Hospital. Online. Available: http://www.southaustinhospital.com. Accessed: February 27, 2006; and 
St. David's Medical Center, St. David's Medical Center. Online. Available: http://www.stdavidsmc.com. 
Accessed: February 27, 2006. 

89 South Austin Medical Center, Emergency Department. Online. Available: http://www.southaustin 
hospital.com/CustomPage.asp?guidCustomContentID=50C80 l 46-05C7- l l 04-81D2-00508B1249D5. 

Accessed: February 28, 2006. 

90 St. David's Medical Center, Wound Care. Online. Available: http://stdavidshospital.com/ 
CustomPage.asp?guidCustomContentID=83CE081 F-1739-11 D4-A2D I-00508B62BE 1 F. Accessed: 

February 25, 2006. 

91 Care That Pays For Itself? Conference breakout session, "Twenty-One Day Clinic," Austin, Texas, 

March 24, 2006. 

92 Mabry interview. 

93 Eric Thomas, Helen Burstin, Anne O'Neil, E. John Orav, and Troyen A Brennan, "Patient 
Noncompliance with Medical Advice After the Emergency Department Visit," Annals of Emergency 

Medicine, vol. 27, no. 1 (January 1996), pp. 49-55. 

161 



94 Thomas et al., "Patient Noncompliance with Medical Advice," p. 49. 

95 Thomas et al., "Patient Noncompliance with Medical Advice," p. 50. 

96 Thomas et al., "Patient Noncompliance with Medical Advice," p. 52. 

97 Ibid. 

162 



Chapter 10. Integrated Mental Healthcare 

by Jennifer Deegan and Becky Pastner 

Introduction 

There is a growing reliance on primary care providers to address the mental health needs 
of their patients. The mind-body split that has dominated the American medical 
philosophy seems to be blurring in favor of a more integrated concept of health. 
Evidence in the medical literature has shown that physical health problems are often 
caused and exacerbated by mental health problems.1 In response, the medical community 
has sought to develop and evaluate models that integrate primary and mental healthcare 
in the primary care setting. 

The emerging body of evidence on the interconnectedness of physical and mental health 
and the effectiveness of integration has affected policies from the national to the local 
level. President Bush's New Freedom Commission on Mental Health lists as its first goal 
that Americans must understand that mental health is essential to overall health. To 
achieve this goal, the report recommends looking to primary care providers, with proper 
training and support from mental health professionals, as the most effective providers of 
mental health care. 2 Furthermore, a report by the Surgeon General underscores the 
importance of the primary care setting as an entry into mental health treatment. 3 

Closer to home, Travis County has felt the impact of the emerging emphasis on 
integrated care and responded by implementing an integrated model run through the 
Austin Travis County Community Health Centers. The program, E-Merge, will be 
discussed in more detail later in the chapter. In the non-profit sector, grantors such as the 
Hogg Foundation and St. David's Community Health Foundation have issued r~uests 
for proposals for integrated mental health programs in the primary clinic setting. In 
April 2006, the Hogg Foundation awarded $2.6 million in grants to five Texas primary 
care clinics, including People's Community Clinic in Austin, to support the creation of 
integrated behavioral health programs. Foundation support of this type will provide local 
clinics with the flexibility to implement innovative and effective models to serve the 
uninsured and underinsured in the Austin area. 

This chapter will examine the prevalence of mental health problems at the national, state, 
and county levels, and discuss the unmet mental health needs for the indigent and 
uninsured in Travis County. Three integrated models from around the country will be 
described and briefly evaluated. The last section of this chapter provides a discussion of 
approaches to evaluating integrated behavioral health models. Because the needs and 
services available to the severely mentally ill will be addressed elsewhere in this report, 
this chapter will focus on patients with less severe mental health needs. 
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Background 

Prevalence of Mental Health Needs 

It is estimated that mental health disorders affect approximately 20 to 25 percent of the 

adult population of the U.S.,5 while more serious mental health disorders affect 

approximately 2 to 6 percent of the American adult population.6 The adults that suffer 

from less severe mental health disorders are the population that the integrated care 

models in this chapter seek to address. 

Among the low-income population, estimates of mental health needs tend to be higher 

than the general population. This discrepancy is not unexpected, since the available 

literature suggests that poverty diminishes both physical and mental health-related quality 

of life. 7 This causation, of course, works in both directions as poor health can increase 

the likelihood of poverty. 

In Travis County, approximately 22,230 of the estimated 130,000 adults with mental 

health disorders are estimated to be the priority population that is eligible for services 

through the local Mental Health and Mental Retardation (MHMR) authority. 8 This 

population is comprised of individuals who suffer from major depression, bipolar 

disorder, or schizophrenia that is severe and persistent in nature. 9 

Type of Mental Health Diagnoses 

According to the National Institute of Mental Health, the most prevalent mental health 

disorders in the U.S. are mood disorders (including major depressive disorder, dysthymic 

disorder, and bipolar disorder) and anxiety disorders (including panic disorder, obsessive

compulsive disorder, post-traumatic stress disorder, and phobias). 10 Data from Travis 

County primary clinics corroborates the prevalence of depression and anxiety among 

clinic patients.11 

Cost of Mental Illness 

Generating accurate estimates for the cost of mental illness is a challenge. Because 

mental health disorders commonly co-occur with physical problems, it is difficult to 

separate out the effect of mental health on total healthcare costs. Cost estimates are 

further complicated by the patchwork nature of insurance coverage (or lack of coverage) 

and government reimbursement rates. Another complicating factor is the difference 

between the direct costs to the healthcare system of treating the mentally ill versus the 

indirect, frequently intangible costs of not treating mental illness to other, non-healthcare 

institutions and society as a whole. 

The subjective nature of cost estimates can be demonstrated by listing some of the factors 

to consider when calculating both the direct and indirect costs of mental health problems: 

medicine, hospital stays, clinic costs, loss of work productivity, prolonged physical 

ailments, and increased financial burden to jails, shelters, and mortuaries. 12 

164 



Despite the difficulty in assessing the precise costs of mental illness, researchers and 
advocates have nonetheless generated estimates to demonstrate the financial impact of 
mental illness to policymakers. In a 2001 report by the National Mental Health 
Association, the cost of untreated and mistreated mental illness in the United States was 
estimated to be $113 billion annually, of which $105 billion was attributed to lost 
productivity and $8 billion to costs of crime and welfare. These figures are indirect cost 
estimates and do not include direct costs for hospitalization, medication, or outpatient 
care. Furthermore, the report found that these costs had tripled during the l 990s.13 

Researchers have also attempted to put dollar figures on specific, prevalent disorders. 
According to a 2003 study by Greenberg et al. in the Journal of Clinical Psychiatry, the 
economic burden of depression to the U.S. economy was estimated at about $83 billion 
dollars, a figure that includes both the direct costs of medical, psychiatric, and 
pharmacologic care as well as indirect costs of depression in the workplace (such as 
absenteeism and decreased productivity). 14 

Cost estimates are understandably high in Texas, where the rate of uninsured people-an 
estimated 26 percent-is the highest in the nation. 15 Due to the large number of 
uninsured people and legislative budget cuts to public services for the mentally ill, the 
burden for treatment falls overwhelmingly and increasingly on hospitals and community 
clinics.16 Again looking at indirect costs, in 2003, the total economic cost of mental 
illness was an estimated $16.6 billion in Texas. Included in this figure are $13.3 billion 
in lost income from reduced participation in the workforce, $2.6 billion for mortality 
costs, and over $700 million for lost income due to family care giving. 17 Although 
appropriations for adult mental health community services were subsequently increased 
by about $20 million in the 2006-07 biennium, the effects of decades of funding cuts 
remain pertinent to any discussion of the overwhelming costs of mental illness to 
government and society. 18 

Not surprisingly, Travis County estimates are also affected by the reduction in access to 
healthcare caused by statewide budget cuts and lack of insurance. In 2003, the economic 
impact of mental illness, including indirect costs of lost productivity, was estimated to be 
approximately $700 million in Travis County. 19 

Unmet Needs 

In Travis County, there are several gaps in the mental healthcare delivery system. 
According to the final report of the Mayor's Mental Health Task Force, a group of key 
stakeholders in the Austin area, these unmet needs can be placed into six categories: 
infrastructure, policies, training, resources, attitudes, and programs. 

In the infrastructure category, Task Force participants cited the need for more affordable 
housing options, increased and sufficient treatment for the mentally ill, and improved 
technology. Policy concerns focused mainly on the new eligibility requirements of 
House Bill 2292 (78th Legislature) that limits the services of MHMR only to those in the 
priority population (discussed elsewhere in this report), thereby placing the burden of 
care on local communities. Other policy concerns addressed privacy issues that prevent 
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data sharing, as well as lack of parity in insurance coverage between physical and mental 
health. 

In the training category, task force participants cited the need for increased training for 
consumers, providers, and professionals. Resource challenges include insufficient 
funding for programs, a growing population, and recent Medicaid cuts to counseling 
benefits. In regard to attitude, the social stigma associated with mental illness was of 
primary concern. Finally, the Task Force determined that the scope of mental health 
services currently available in the Austin area needs to be expanded, and additional 
services should be added. 20 

Barriers 

In order to access mental health care today in Travis County, indigent patients must jump 
through a daunting number of hoops. Among the many barriers to accessing care are 
multiple access portals, lack of insurance, waiting lists, complex paperwork, restrictive 
eligibility, and a lack of understanding or sensitivity to culture and language.21 

Additionally, due to demand far outpacing supply among health care providers, capacity 
issues are of major concern to state and local agencies, as well as community clinics. 

Available Services 

In Travis County, when an uninsured person with mental health needs is unable to access 
services through the Austin Travis County Mental Health Mental Retardation center 
(ATCMHMR), mental health care is usually obtained through one of two avenues, a local 
hospital or a community clinic. Although not discussed in this report, the criminal justice 
system's importance as a de facto provider of mental health services for indigent Texans 
should be noted. 

Although the majority of mental health-related emergency room and clinic visits are 
likely attributed to the seriously mentally ill rather than to those with less severe 
conditions, the effect of mental illness in general on the public health system should be 
noted in this discussion. Emergency room and community clinic visits by the mentally ill 
are costly to the provider, and due to lack of expertise, time, or resources, often do not 
provide the appropriate treatment to the patient. 

In Texas, the reliance on hospitals and clinics to fill in the gaps of government services 
has been steadily growing since the funding cuts to state and local MHMR services in 
2003. According to the Mental Health Association in Texas, following the 2003 funding 
cuts, the number of mentally ill patients who sought care from Central Texas "safety net" 
providers in 2004 rose by 62 percent over the same time period in 2003.22 Again, 
although legislative appropriations for adult community mental health programs have 
increased for the 2006-07 biennium, it remains to be seen if these increased funds will 
offset the significant reliance on safety-net providers. 
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HospitaVEmergency Room 

Due to waiting lists at local clinics or a lack of knowledge about available resources, 
uninsured people with mental health needs often end up in the emergency room. 
Nationally, mental health-related visits to the emergency room have increased 
significantly in recent years, and represent a growing burden on emergency 
departments.23 Although these patients might not go to the emergency room explicitly 
for a mental health problem, as the introduction to this chapter noted, there is substantial 
evidence that physical health problems are often linked to mental health problems. 

Integrated Care in the Clinic Setting 

A second option for uninsured patients is an appointment with a community clinic for the 
poor and uninsured. Community clinics in Travis County come in many shapes and 
sizes, but the most common type of clinic is a Community Health Center (CHC). CHCs 
are city and county-funded clinics that provide medical care to low-income and uninsured 
individuals in Travis County. 

Although varying in size and available services, Travis County CHCs are federally 
qualified health centers (FQHC). FQHCs receive funds from the federal government 
because they serve disproportionate numbers of uninsured individuals and are required to 
provide certain health services, including mental health. Travis County CHCs received 
FQHC status in the late 1990s, transitioning from "look-alike" status that granted some, 
but not all of the benefits of FQHC designation. 24 

Community Health Centers represent an important safety net for individuals in Travis 
County who have no other options for obtaining health care. Austin-Travis County 
operates 14 CH Cs (listed in Table 10.1 ), which are dispersed throughout the county and 
offer comprehensive primary care services. Depending on the location, CHCs may offer 
additional services such as dental or pharmacy (provided through Walgreens). Most 
CHC patients are either uninsured (36 percent), have Medicaid (32 ~ercent) or are part of 
the City of Austin Medical Assistance Program (MAP, 24 percent). 5 

Only public clinics in Travis County are federally-funded FQHCs. Local nonprofit 
clinics such as People's Community Clinic, El Buen Samaritano, Seton McCarthy, and 
Seton Topfer receive much of their funding from private donations and foundations, 
including the St. David's Community Health Foundation and Seton Healthcare Network. 
Serving primarily undocumented, uninsured patients, these clinics are not required to 
provide mental health services due to their non-FQHC status. However, the emerging 
trend toward integration has led some clinics to develop mental health components as 
part of their primary care practice. 
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Table 10.1 
Austin Travis County Community Health Center 

Locations and Services 

Community Health Center Locations Services Available 
CHC Dental Clinic Dental 
David Powell Clinic (specialized population) Primary Care, Pharmacy 
Del Valle CHC Primary Care 
East Austin CHC Primary Care, Pharmacy 
Far North Austin CHC Primary Care 
Jonestown CHC Primary Care 
ManorCHC Primary Care 
Montopolis CHC Primary Care 
Northeast Austin CHC and Dental Clinic Primary Care, Dental, Pharmacy 
Oak Hill CHC Primary Care 
Pflugerville CHC Primary Care 
Rosewood-Zaragosa CHC Primary Care 
CHC Homeless Health Care Clinic (Salvation Army, ARCH) Primary Care, Dental, Vision 
South Austin CHC and Dental Clinic Primary Care, Dental, Pharmacy 

Adapted from: Telephone interview by Becky Pastner with Serena Starkey, Public Information/Research 
Director, Community Care Services Department, City of Austin, Austin, Texas, March 1, 2006; and 
Community Health Centers, City of Austin - Community Care Services Department. Online. Available: 
http://www.ci.austin.tx.us/communitycare/chclocations.htm. Accessed: March 19, 2006. 

The increased utilization of Travis County's "safety net" by those who are no longer able 
to access public mental health services through ATCMHMR is an important backdrop for 
the creation of local integrated behavioral health models. Several different options exist 
for creating an integrated behavioral health program in Travis County, and the models 
described in this chapter show just three of the many possibilities. The recent award that 
People's Community Clinic received from the Hogg Foundation, totaling over $275,000 
over three years, will help the clinic launch a program that closely resembles the E-Merge 
program described in this chapter, but with the addition of important components 
including social work staff to assist with case management and pharmacy enhancements 
through a Prescription Assistance Coordinator. 

So-called "integrated behavioral health" can take many forms, and it is important to 
understand and distinguish between the different models when determining what 
program, if any, would serve the needs of local clinics. Although there is no defined 
vocabulary or consensus within the medical community about how to "rate" the different 
integrated models, it may be helpful to think of integration as a spectrum of 
communication between primary care and mental health services. At one end of the 
spectrum are models in which the primary care provider simply refers a patient to a 
mental health counselor or psychiatrist. Not surprisingly, this "hands off' approach 
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typically yields poor outcomes, particularly among the uninsured and indigent. The 
follow-up rate of patients who are referred to mental health professionals and actually go 
to those appointments can be as low as 10 percent. 26 Barriers such as lack of 
transportation, restrictive work schedules, and the social stigma associated with seeing a 
mental health specialist, particularly among the uninsured, are likely causes of such low 
follow-up rates. 

Further along the spectrum of integration are co-located models, where mental health 
professionals work in the same building or office as the primary care setting, but there is 
no combined treatment plan or collaboration. At the other end of the spectrum are 
models that are co-located, but more importantly, collaborative. Collaborative models 
yield significantly more positive outcomes than usual care in the primary care setting.27 

A collaborative integrated model is one that includes a single treatment plan and regular 
communication between the primary care provider and the behavioral health provider. 
The increased collaboration and communication between primary and mental health 
providers in these models has significantly increased average patient follow up rates, 
reaching 85 percent according to one study. 28 

Despite the lack of consensus on what comprises an integrated model, researchers such as 
William Doherty have sought to define the levels of integration based on levels of 
communication and co-location. 29 

Although quantitative data exist to support the efficacy of collaborative models, there is 
also a qualitative aspect to consider, due to the intangible benefit of increased informal 
communication and information exchange between medical and behavioral 
professionals.30 As the director of an integrated clinic once expressed half-jokingly, "if 
you' re not sharing a restroom, it's not integrated. "31 

Another way to distinguish between so-called integrated models is determining whether 
the model is targeted or non-targeted. As the name implies, targeted programs aim to 
help certain populations with particular health-related concerns (e.g., panic disorder, 
depression, chemically dependent pregnant women) whereas non-targeted programs are 
designed to help any patient who needs mental health services. 32 

Variation in staff roles and expertise is another variable among different integrated 
models. Mental health providers range from social workers to psychiatrists to counselors. 
The three models described in this section will provide a look at different options for 
staffing an integrated program. 

As expected with any care model, integrated care has several benefits and drawbacks. 
Benefits of the integrated models include reduced stigma, improved communication with 
the family f hysician, increased access to mental health care, and more efficient use of 
resources. 3 Some of the drawbacks associated with integrated care are the variability in 
the expertise of counselors and in their recommended treatment, lack of counselor 
accountability, lack of standardization of treatment methods, and occasionally, a lack of 
communication between the primary care physician and mental health counselor.34 
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Models 

The following established models illustrate the diversity of options available to clinics 
that are planning to incorporate an integrated and/or collaborative mental health 
component in the primary care setting. Established in 2002 in Austin, Texas, E-Merge 
exemplifies a model operating within FQHCs. The TIDES program is a collaborative 
model providing treatment to patients with depression in the Department of Veteran's 
Affairs system. Finally, Marillac Clinic is a licensed community health clinic (not a 
FQHC) that has been working for nearly a decade to provide integrated mental health 
services to the uninsured in Grand Junction, Colorado. Each model provides insight into 
the establishment, structure, and impact of integrated models seeking to improve access 
to mental health services. 

Model 1: E-Merge 

In 2002, the Austin Travis County CHCs and ATCMHMR, with support from the Hogg 
Foundation, created E-Merge, an integrated behavioral health program housed in Austin 
Travis County CHCs. The E-Merge program targets patients who go to a CHC for a 
physical need, but who also exhibit mental health needs. E-Merge serves patients who 
have less severe mental health needs. If a patient with severe mental health needs goes to 
a CHC seeking treatment, they are referred to ATCMHMR.35 

To best serve its patients, E-Merge seeks to provide timely, culturally responsive, 
seamless, and comprehensive health care services.36 According to E-Merge's director, 
Andres Guariguata, the program is based on the philosophy that patients experience 
better physical health outcomes when their mental health needs are addressed, and vice 
versa. E-Merge also subscribes to the belief that primary care physicians need more 
training in how to assess for mental health conditions. 37 

Services 

The E-Merge program currently exists in 12 of Austin's 14 CHC locations, employing 
eight full-time Behavioral Health Consultants (BHCs) who rotate among the clinics. The 
two clinics in which the E-Merge program does not exist are the CHC Dental Clinic and 
the David Powell Clinic for patients with HIV.38 Seven of E-Merge's eight BHCs are 
bilingual, Licensed Master Social Workers (LMSWs) or Licensed Professional 
Counselors (LPCs) who have experience working in the mental health field. One BHC is 
a Ph.D. level psychologist. As of October 2005, one part-time psychiatrist joined the E
Merge team and serves as a consultant for the psychiatric and medication needs of 
patients at all of the clinics. 39 The psychiatrist typically works with patients who have 
acute mental illness, multiple chronic physical and mental illness, and concerns with their 
medication.40 A second part-time psychiatrist will be hired in August 2006 to provide 
better coverage to E-Merge patients.41 

Physicians or clinical nurses refer patients to a BHC when the patient appears to need a 
mental health assessment. The need for further assessment is determined by the patient's 
responses to a Personal Health Questionnaire (PHQ) that includes questions about mood, 
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sleeping, and drug use. W aitlists for BHC consultations vary by clinic. At the 

Rosewood-Zaragosa clinic there is typically a three-week waiting period to see a BHC, 

although acute cases can be seen more promptly as needed. Severe cases, as noted 

earlier, are referred to ATCMHMR.42 Waitlists at other, smaller clinics are not typically 

longer than two weeks. 43 

Once a patient enters the E-Merge program, the physician or clinical nurse, not the BHC, 

serves as the primary contact for the patient. This policy reflects E-Merge's philosophy 

of better training primary care providers to attend to mental health needs. The BHC is 

truly a consultant, while the primary care provider-the patient's first point of contact

remains their primary provider and acts as the patient's medical home.44 The BHC 

provides assessment, counseling, monitoring and follow-up to the patient, as well as 

training to the medical staff at the CHC. Typically, BHCs will see patients for an initial 

30-minute visit, followed by an additional four to six follow-up visits, although more 

visits can be scheduled if needed. 45 

An important component ofE-Merge is its focus on assisting patients in self-management 

and personal care. Services in this category include patient education and referral to 

various community resources. As part of its self-management services, E-Merge offers 

its patients condition-specific treatment collaborations. These disease management 

clinics are part of the federal Health Disparity Collaboration, of which the CHCs (as 

FQHCs) are a part.46 Created out of a desire to address disease management holistically, 

rather than responding only to immediate demands, collaborations offer education, 

support group counseling sessions, and monitoring for enrolled patients.47 Currently, 

Austin has diabetes and depression collaborations, and will soon add an asthma 

collaborative. To improve demographic and prevalence data, CHC and E-Merge staff are 

beginning to gather statistics on collaboration participants.48 

According to Guariguata and clinical data, the most common mental health needs for E

Merge patients are anxiety and depression. Likely related to these conditions, pain 

management is also a significant problem. If a patient presents with suicidal, homicidal, 

or psychotic disorders, or is otherwise too unstable to be treated, the BHC will refer the 

patient to ATCMHMR. Likewise, if a patient has serious substance abuse issues, the 

BHC will encourage the patient to go to an ambulatory detoxification facility before 

attending to their mental health needs. The CH Cs contract with W algreens to provide all 
patient medications.49 

Program Demographics 

2005 demographic data shows that E-Merge patients are overwhelmingly female (71 

percent) and a majority are Hispanic (57 percent). Although E-Merge does not gather 

statistics on the immigration status of their patients, anecdotal evidence suggests that 

some percentage of Hispanic patients consists of undocumented immigrants. In addition, 

data shows that 28 percent of patients are Caucasian and 13 percent are African 

American. In 2005, 29 percent of E-Merge patients paid for services through self-pay or 

the City's Sliding Fee Scale Program, while the rest received payment assistance through 

City/County Medical Assistance Program (35 percent), Medicaid (10 percent), Medicare 

171 



(13 percent), Supplemental Security Income, or SSI (9 percent), or other/unknown (4 
percent). 50 

Due to the number of ostensibly undocumented Hispanic female patients, Guariguata 
emphasizes the complex issues faced by this particular demographic, including isolation, 
poverty, and concern about their undocumented immigration status. According to 
observations by E-Merge BHCs, these issues seem to compound mental health needs, 
particularly anxiety and depression.51 

In addition to the particular challenges faced by the E-Merge population overall, cultural 
differences between clinics must also be acknowledged when describing and evaluating 
program outcomes. To create an effective integrated model, Guariguata notes, the model 
must be responsive to the population it is serving.52 The importance of cultural 
competence and the uniqueness of the clinic environment will be addressed later in this 
chapter. 

Funding and Costs 

E-Merge is paid for by the Travis County Healthcare District and the U.S. Health 
Resources and Services Administration (HRSA) through a contract arrangement between 
the City of Austin and Austin Travis County MHMR. 53 In addition, the Hogg Foundation 
provided initial funds for the program until December 2005. 54 The contract between the 
City of Austin and ATCMHMR stipulates that ATCMHMR pay the E-Merge staff 
directly and bill the city for a reimbursement. Through this structure, E-Merge BHCs are 
technically ATCMHMR employees and have access to the resources and expertise of the 
community's mental health authority. The city administers the funds from HRSA and the 
Travis County Healthcare District to reimburse ATCMHMR for their costs, plus a 10 
percent administrative fee. Federal HRSA funds, provided through the Bureau of 
Primary Care subdivision, cover approximately 20 percent of E-Merge costs, while the 
healthcare district pays for nearly all of the remaining 80 percent. In 2005, this 
percentage translated to approximate1ls $143,500 in HRSA money and approximately 
$556,500 in healthcare district funds. 5 

Another source of funding for E-Merge, albeit insignificant in relation to healthcare 
district and HRSA funds, comes from encounter revenues. Despite the fact that Medicaid 
reimburses mental health visits at FQHCs at the same rate as medical visits (determined 
by a cost-based calculation for a particular community), Medicaid reimbursements have 
been problematic for E-Merge. For one and a half years, E-Merge did not receive any 
Medicaid reimbursement due to legislative changes regarding restrictions on which 
counselor credentials were considered "billable."56 Now that all E-Merge BHCs are 
recognized by Medicaid as billable, an increase in reimbursement revenue is to be 
expected. Lastly, ATCMHMR pays for certain, select resources that are outside of the 
city contract, such as certain technology, administrative and personnel costs.57 

Table 10.2 shows E-Merge's approximate personnel costs as of December 2005. 
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Table 10.2 
Annual Personnel Costs for E-Merge Program as of December 2005 

Position Number Individual Salary Total Annual Salary 

Behavioral Health Consultants 8 $52,500 $420,000 
Psychiatrist 1 $161/hour $161,000 
Administrative Staff 1 $25,000 $25,000 
Supervisor 1 $65,000 $65,000 
Grand Total $671,000 

Adapted from: Telephone interview by Becky Pastner with Philip DeFalco, Financial Manager, 

Community Care Services Department, City of Austin, Austin, Texas, November 3, 2005. 

Note: Salary figures are approximate and include benefits. 

Because E-Merge is a program funded by the county through ATCMHMR, there are 
several unique arrangements that result in reduced administrative costs for the program. 
Most importantly, since all but one of the CHCs in which E-Merge exists are city-owned 
buildings, there are no rent costs. In addition, because the clinic utility bills are sunk 
costs, there are virtually no facility costs incurred by the E-Merge Program.58 

Administrative costs for E-Merge, including the 10 percent administrative fee, totaled 
approximately 12.5 percent of the total bud&et for 2005. The remaining 87.5 percent of 
the budget was devoted to personnel costs. 5 

Results 

Due to its short lifespan and limited administrative resources, E-Merge has not been able 
to conduct a thorough evaluation of its program outcomes. Currently, the only data 
available is compiled and evaluated by the Indigent Care Collaboration (ICC). Although 
limited, the data in Table 10.3 shows a comparison of selected output measurements in 
2004 and 2005. 
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Table 10.3 
Output Measures for E-Merge Program, 2004 and 2005 

2004 2005 Percent 
Output Measure 

(annual adjusted*) (annual adjusted*) Increase/ 
Decrease 

Number of E-Merge Patients 2,411 * 2,398 -.5 
Number of Encounters 5,367* 5,268 -2 
Encounters per Patient 2.2 2.2 0 
Average Number of Patients per BHC 500* 396 -21 
Average Number of Encounters per BHC 698* 874 25 
Number of Patients Comoleting Treatment 172* 567 230 
Number of Referrals to ATCMHMR 289* 419 45 

Adapted from: Indigent Care Collaboration, "E-Merge Evaluation: Third Quarter Calendar Year 2004," 
Austin, Texas, 2004; and ICC, "E-Merge Evaluation: Calendar Year 2005," Austin, Texas, 2005; and 
Email from Andres Guariguata, E-Merge Program Director, "Emerge Demographic and Encounter 
Data for CY05," to Becky Pastner, February 8, 2006. 

* Original evaluation data contains data from different time periods, so these figures have been adjusted as 
necessary to reflect projected annual data. 

While the majority of available data focuses on outputs, the ICC also measures certain 
types of health outcomes for E-Merge patients both by reviewing the ICC's Master 
Patient Index/Clinical Data Repository and also by administering a self-reporting 
questionnaire to patients. One of the most indicative measurements of the overall 
progress of the program is the number of emergency room and health clinics visits by E
Merge patients before and after participation in the program. At the end of 2005, 
emergency room visits for non-mental health diagnoses decreased by 16 percent and 
health clinic visits decreased by nearly 30 percent for a sample of patients who had their 
cases closed between January 1 and March 31, 2005. More dramatically, a similar 
evaluation that followed patients who had their cases closed between July 1 and October 
31, 2004, showed a 90 percent reduction in emer~ency room and clinic visits (combined) 
following participation in the E-Merge program. 

Another helpful way to determine E-Merge's success is observing any change in levels of 
depression as demonstrated in self-reporting. The source of self-reporting data is the 
Patient Health Questionnaire (PHQ) that measures symptoms of depression during the 
past two weeks. Administered during the first encounter and subsequently on the last 
visit, the PHQ provides a "before and after" snapshot of a patient's progress while in the 
E-Merge program. Results from PHQs and complaint data from patients who completed 
treatment indicate a reduction in the symptoms of depression and an overall improvement 
in the perception of their physical health. Complete evaluations for 2005 and the third 
quarter of 2004 are included in Appendix D. 
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Although the ICC data provide valuable information on the program's growth 
(particularly in the number of BHCs), and indicate positive preliminary outcomes, a 
determination of E-Merge' s efficacy is still inconclusive. E-Merge' s limited resources 
for evaluation, as well as methodological inconsistencies in the evaluative data that do 
exist, indicate the need for a more thorough evaluation of E-Merge. Despite the fact that 
more extensive evaluation would help conclusively determine the effectiveness of E
Merge, it is appropriate to say that the program has had an overall positive impact on its 
participants based on the outcome data available. Further research and documentation of 
the efficacy of E-Merge would improve understanding of the program. 

Model 2: TIDES* 

The Department of Veteran's Affairs' (VA) Transferring Initiatives for Depression into 
Effective Solutions (TIDES) program merits attention as one of the first collaborative 
mental health models to undergo extensive evaluation in a non-clinical setting. The 
program began in response to studies showing that depression is the second most 
common medical condition among VA patients, and that it accounts for 14.3 percent of 
total healthcare costs in the VA system. An expert panel was convened to make 
evidence-based recommendations for treating patients with depression, and its final 
report prioritized collaboration over all other factors necessary for improvement of care. 61 

On the basis of the panel's recommendations, TIDES has piloted seven clinic-based, 
collaborative models with the goal of incorporating best practices in depression care into 
the primary setting. Recognizing that real-world collaborative models have provided 
"murkier" results than clinical trials, an extensive evaluative component was also 
included. 62 

Services 

Methods of service provision are not necessarily uniform throughout the TIDES network, 
and different physical arrangements exist due to space constraints in different VA clinic 
locations. As one VA associate investigator put it, ''The mental health specialist might be 
right next door or a mile or two down the road." 63 Therefore not all TIDES clinics can 
truly be called "integrated," but all are collaborative. 

The TIDES model incorporates three separate providers: a nurse depression care 
manager, a primary care provider, and a mental health specialist. The care manager is 
supervised by the mental health specialist and plays a key role in patient evaluation and 
care coordination, interacting with all patients in the program. Initially, the patient is 
referred to a care manager if the primary provider determines that there are signs of 
depression or if a patient is identified through the VA' s two-item depression screen. 

Upon referral, the care manager contacts the patient by phone for a 45-minute evaluation 
session. The primary provider then reviews the evaluative notes and consults with the 
case manager to develop a treatment plan based on an algorithm for depression care. 

• The authors would like to acknowledge Natalie Cuccia for her contributions to this section of the report. 
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Referrals to a mental heath specialist are normally suggested in instances of severe 
alcohol abuse, Post-Traumatic Stress Disorder, Bi-Polar Disorder, or suicidality.64 In 
accordance with the stepped-care approach, 82 percent of patients with depression in the 
VA system are treated through the collaboration of the case manager with the primary 
care provider, and only 18 percent are referred to a mental health specialist within the VA 
system.65 

In the case of a referral, the care manager also serves as an intermediary between the 
primary provider and the mental health specialist. In this role, he or she updates the 
primary provider on program progress and assists in solving any ongoing problems.66 

The care manager remains the principal patient contact, assessing treatment effectiveness 
and providing follow-up assistance. Care is monitored through telephone contacts (four 
to six over a six-month period) to assess symptom severity, medication and appointment 
compliance, and to prevent relapse. The patient is typically discharged from the program 
after 24 weeks, although providers have flexibility in determining treatment length. 

Demographics 

The U.S. veteran population is remarkably homogeneous in comparison with the 
populations seen by the majority of clinics that serve uninsured patients. Among living 
veterans, 7 percent are female, 81 percent are non-Hispanic white, and 71 percent are 
over the age of 50. 67 While precise demographic data is unavailable for participants in 
the TIDES program, there is little reason to believe that the population in TIDES clinics 
is significantly different from the aggregate veteran population.68 This demographic 
difference may limit the ability to generalize the TIDES model and its evaluation results 
to other populations. 

Evaluation and Results 

Evaluation is an important component of the TIDES model and is intended to determine 
whether the program can be implemented nationally, whether collaboration improves 
care for patients with depression, and whether improvements in patient outcome can be 
measured effectively. All studies are ongoing and can be divided into two categories: 

• The Well-Being among Veterans Enhancement Study (WAVES), which 
evaluates program effectiveness through randomized control trials; 

• Cost and Value Trade-Offs (COVES), a cost-benefit analysis of the TIDES 
program.69 

While the final results of the cost analysis have not been published, the evaluation of 
program effectiveness has been promising enough that the VA is moving towards a 
national roll-out of the TIDES model.70 Results reported in the first quarter of 2004 (see 
Table 10.4) suggest that, while patients referred to a mental health specialist have more 
complex and chronic mental health issues requiring long-term intervention, most patients 
suffering from depressive symptoms can be treated successfully in the primary setting. In 
addition to the outcomes reported in Table 10.4, TIDES evaluators found that 90 percent 
of patients kept their clinic appointments, and PHQ-9 scores were reduced dramatically 
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among patients participating in the program (a score greater than 10 indicates major 
depression). For the 92 patients in the first cohort who completed their depression 
treatment plan, PHQ-9 scores fell from the baseline average of 12.4 upon enrollment to 
4.8 at the end of the six-month treatment period.71 These results indicate that it may be 
possible to design effective programs even where complete integration is not possible, 
and collaboration, it would seem, is an essential component. 

Table 10.4 
Well-Being among Veterans Enhancement Study First Quarter Results, 

FY 2004 

OutcomeJOutput Measure Number Percentage 

Patients Assessed 251 out of 288 total referred 87.2% 
Patients Enrolled 237 out of 251 assessed 82.3% 
Patients Remaining Active in Promun 207 out of 237 enrolled 87.3% 
Medication-Compliant Patients 115 out of 156 on anti-depressants 74% 

Patients Completing Treatment 
92 out of 111 patients entering before spring 

83% 
2003 

Patients Completing Treatments and 72 out of 80 treated in primary care 90% 
Resolving Depressive Symptoms (PHQ-9 

6 out of 12 treated by mental health specialist 50% Score~9) 

Patients in First Cohort with Depressive 78 out of 111 patients entering before spring 
70% 

Symptoms Resolved (PHQ-9 Score ~ 9) 2003 

Adapted from: United States Department of Veteran's Affairs, Quarterly Quality Improvement Report: 1st 

Quarter FY '04. Online. Available: http://www1.va.gov/tides_ waves/docs/TIDES_National-

5THQtr.pdf. Accessed: March 16, 2006. 

Model 3: Marillac Clinic 

Marillac Clinic was founded in Grand Junction, Colorado, in 1988 under charter from the 
Sisters of Charity of Leavenworth to serve the uninsured population of Mesa County, 
population 127,253.72 Marillac Clinic provides optical, dental, primary, preventative, 
mental health, and pharmaceutical services on a sliding scale basis determined by family 
size and income. Patients pay a sliding-scale fee of $5 to $35 for office visits, and the 
amount is determined based on family size, assets, and income.73 This fee covers all 
mental and medical services provided on a single day.74 A volunteer pharmacist staffs 
the clinic's medication outlet, which has its own formulary of generic pharmaceuticals, 
and no individual is turned away because of inability to pay.75 Medical and dental 
services are available five days per week, and the optical clinic is open three and one half 
days per week. 76 Because Marillac Clinic is committed to providing services that cannot 
be obtained elsewhere in the community, it does not offer well-child visits, preventative 
well visits, immunizations, or prenatal care. 77 
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Marillac employs a medical director, five mid-level providers, and three mental health 
clinicians to achieve a 3 :2 ratio of medical to mental health professionals. 78 Other paid 
employees include the executive director, two physician assistants, a certified nurse 
practitioner, a case manager, and a part-time psychiatrist. Ten local optometrists 
volunteer at the optical clinic, and there are 140 volunteer referral specialists who offer 
services as needed. Lab and x-ray costs are covered by the two local hospitals (St. 
Mary's and Community Hospital), which receive all referrals for hospitalization from the 
clinic.79 

After a decade of ongoing evaluation and modification, Marillac Clinic has developed an 
innovative model of collaborative care that fully integrates mental health services in the 
primary care setting. The program is evidence based and has been studied in detail over 
the past several years. Researchers from the University of Washington, in collaboration 
with Marillac staff, will release a final report in 2006, but the available data is sufficient 
to provide an initial analysis of the requirements for developing a similarly 
comprehensive integrated care system. 

History 

By 1994, the staff at Marillac had identified depression as a major diagnosis among its 
patients, and medical providers were frustrated by the lengthy visits required to address 
mental health concerns. The Center for Education and Counseling (CBC), a local non
profit counseling center, agreed to place a part-time counselor in the clinic to provide 
services for a sliding-scale fee. While the clinic staff felt that mental health services were 
a necessary component of care for their patients, ongoing problems with no-shows, 
paperwork, and lack of space forced them to end their relationship with the CBC after 
less than two years. 80 

The next developmental phase, begun in 1999, involved a series of structured 
components that Janet Cameron and Larry Mauksch describe in detail in a study 
published in Families, Systems & Health. Because the process undertaken at Marillac 
may be applicable to clinics wishing to implement a similar program in the Austin area, it 
is described in detail below and draws heavily from the published account. 

Step One: Staff Su-rvey 

A survey was administered to staff members to determine their areas of interest in the 
upcoming project so that training could be designed to meet their needs. The following 
were defined as the predominant interest areas among Marillac staff: 

• Making successful referrals; 

• Mental health in primary-care; 

• Patient-centered medicine; 

• Collaborative care. 81 
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Step Two: Seeking Professional Guidance 

Cameron recruited Larry Mauksch of the University of Washington to serve as 
professional consultant to the clinic during the initial period of development. During his 
time at Marillac, Mauksch consulted with other health care providers and saw seven to 
ten patients per week as a clinician. In addition, he designed a training program for 
Marillac staff and conducted statistical research on the needs of patients requiring mental 
health services. 

Cameron and Mauksch identified two "guiding principles" for the Marillac project. The 
first stated the need for the integration of disciplines through training and education to 
bridge the often divergent mental and biomedical approaches to medicine. The second 
highlighted the necessity of systematic changes to ''move away from a traditional 
individualized, episodic response to disease, toward a population-based approach."82 

Because the majority of the Marillac population in need of mental health services also has 
a variety of chronic illnesses, 83 a more holistic approach to treatment is required. 

Step Three: Determining Treatment Protocol 

Cameron and Mauksch identified a range of treatment responses to address mental health 
issues. In cases of minor depression, a complaint is typically treated without the 
assistance of a counselor. In fact, some research indicates that minor depression treated 
in a medical setting results in a better patient outcome. 84 Some issues are best addressed 
through an informal consultation between the medical and mental health providers. In 
more complicated cases, however, formal consultations with a behavioral health 
counselor and medical provider may be necessary, and these encounters provide an 
opportunity for collaboration among providers. A comprehensive referral system is 
necessary to tap into other community resources. Marillac Clinic refers its homeless 
patients and victims of domestic violence to other community social services, and 
persistently non-compliant patients are referred to MHMR. Finally, record-keeping 
systems were modified to incorporate psychosocial information. 85 

Step Four: Staff Training 

Structural transformations of the kind described above necessitate a period of training and 
adaptation for healthcare providers. Larry Mauksch developed a variety of methods to 
educate the Marillac staff in a variety of approaches to mental health treatment. Training 
incorporated the following components: 

• Group role play and video review (continued monthly training sessions in 
four-hour segments for several months, followed by one-hour monthly 
sessions thereafter); 

• Observation and collaborative care with the clinical consultant; 

• Case presentations and discussion; 

• Staff serving as teachers of the newly-learned material; 

• Reflective writing. 86 
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Initial Funding 

Early in the process of integration, Cameron began to collaborate with local agencies to 
develop a plan to address the mental health needs of the county's uninsured population. 
Together they formed the Mesa County Consortium on Health and worked to develop a 
shared referral form, provide interagency training, and improve access to medications. In 
addition, staff at the Marillac Clinic began to investigate collaborative health care models 
and designated space in their new clinic to provide mental health services. 87 

The Mesa County Consortium tapped a variety of funding sources to cover the initial cost 
of developing their integrated model. In addition to a grant of $499,912 from the Robert 
Wood Johnson Foundation, Marillac received in-kind contributions from The Colorado 
Trust, St. Mary's Hospital, Mesa County Department of Human Services, Colorado West 
Regional Mental Health Center, and Sisters of Charity of Leavenworth (employer 
proportion of staff benefits). 88 

Accomplishments of Integrated Care Grant 

Between August 2000 and July 2004, Marillac Clinic provided integrated mental health 
services to 3,077 unduplicated patients. One thousand nine hundred eighty-one patients 
received an average of three to four individual counseling sessions per year, and 173 
patients attended group counseling sessions on one of four different topics (Diabetes 
Fast-Track, Women's Group, OCD Lighthouse, and Body Mind Spirit, a group that 
addresses chronic illness). The clinic's ps~chiatrist provided 656 patient appointments 
and consulted with clinic staff 4 7 4 times. 8 

Of the clinic's current recipients of mental health services, almost all have some sort of 
chronic biomedical illness. Approximately 60 percent of patients are women, and about 
20 percent are Hispanic. 90 While the clinic also treats some severe mental illness, the 
majority of patients suffer from mild depression, anxiety, alcohol abuse, or eating 
disorders. 91 The majority of patients fall into one of two categories: ( 1) young adults 
between the ages of 18 and 23 working low-wage jobs or attending college, or (2) women 
between the ages of 40 and 65. Eighty-five percent of patients are on generic 
antidepressant medication to treat their condition. 92 

Patients at Marillac who require mental health services are identified either through 
physician referral or by a health history questionnaire that is completed by all first-time 
patients. The questionnaire elicits information on family and medical history as well as 
mental-health related information on substance use and physical and sexual abuse. 

Mental health treatment begins with an informal introduction to a counselor at the time of 
referral, and an immediate follow-up visit is scheduled. The clinic employs a full-time 
case manager to handle scheduling and evaluation for mental health services. If the 
medical provider or case manager determines that a psychiatric consultation is needed, 
the patient must confirm the appointment 24 hours in advance to avoid losing their 
appointment. This requirement has reduced the no-show rate for psychiatric 
appointments to about two percent. While a small percentage of patients receive 
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psychotherapy on a monthly basis, the clinic averages approximately three mental health 
visits per patient.93 

Demographics 

Over 10 percent of the population of Mesa County lived below the federal poverty level 
in 2004,94 and more than 16 percent lacked health insurance in 1998.95 The Marillac 
patient population is approximately 80 percent Caucasian and 17 percent Hispanic; 59 
percent of patients are female. Marillac only serves individuals below 200 percent of 
federal poverty level guidelines without any form of health insurance (with the exception 
of the dental clinic, which serves Medicaid patients).96 Because federally funded 
programs generally serve children and the elderly, almost all Marillac patients are 
between the ages of 18 and 64. Forty percent of patients had household incomes of less 
than $5,000 per year in 1998, and only 12 percent earned more than $15,000.97 

Prevalence of Mental Health Disorders among Marillac Patients 

University of Washington researcher Larry Mauksch, M.Ed., has investigated the 
prevalence of mental disorders in the Marillac patient population in a number of studies. 
The first, conducted in 1999, examined the relative frequency of different diagnoses 
among clinic visits. Mental disorders were common, with depression ranking as the 
number one diagnosis (two times more prevalent than hypertension). Anxiety was the 
fifth most common diagnosis, and alcohol abuse was eleventh. Further analysis of dual 
diagnoses revealed that almost half of all visits included more than one diagnosis. In 
addition, within the top 20 most common diagnosis pairs, ten separate combinations 
included at least one mental health issue. The most common pair was depression and 
anxiety.98 

A second study conducted later that year surveyed 500 unduplicated patients and found 
that mental disorders were two times more prevalent in the Marillac population than in 
the primary care population at large, with 51 percent of patients having one or more 
disorders. <J9 In addition, patients with mental disorders were disproportionately 
represented among clinic visits. An early study found that 34 percent of patients with 
major mental disorders were heavy utilizers of clinic services (three or more visits in 90 
days) compared to 15 percent of patients without mental disorders."100 

Current Funding Structure 

Funding for the annual budget, approximately $5.6 million for the upcoming fiscal year, 
is provided through patient fees (about one third of all revenue), state qualified programs 
(approximately 25 percent of costs, primarily from tobacco taxes), philanthropy (about 
$200,000 per year), and grants. The Sisters of Charity of Leavenworth underwrite all 
staff benefits, and the clinic facilities have been donated by St. Mary's Hospital. 101 The 
total cost of the integrated mental health team is approximately $200,000 per annum. 
Primary sources of funding include St. Mary's Hospital, the Sisters of Charity of 
Leavenworth, and Colorado West Regional Mental Health Center. The latter provides 
one full-time case manager and eight hours of psychiatric consultation per week, and the 
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team receives additional donations from other local and national agencies supportive of 
the initiative.102 

Results 

St. Mary's Hospital began tracking ER utilization and hospitalization for integrated care 
recipients from Marillac in 2001 to document the program's impact on uncompensated 
care. In 2001, 22 percent of patients receiving mental health services used the ER at least 
once, and 9 percent were hospitalized at least once. By 2005, the number of patients who 
used the ER had dropped to 13 percent (78 people, 150 visits), and only 4 percent of 
patients had experienced a hospitalization in the previous year (25 people, 30 
hospitalizations). Two-thirds of these ER visits occurred outside clinic hours, and "most 
of them were clinically appropriate."103 It was determined after further analysis that 
reduced utilization constituted $228,000 in savings for St. Mary's Hospital over four 
months in 2004.104 As a result, the hospital recently elected to fund integrated health care 
by donating 10 percent of the documented cost savings to Marillac Clinic. 

In addition to cost savings, a 2001 study documented patient satisfaction at the clinic. 
Ninety percent of patients reported a preference for collaboration between their medical 
and mental health providers. 105 Increased patient satisfaction is also reflected in the no
show rates for mental health services. When the clinic first began to offer counseling in 
1994, it was plagued by a no-show rate of75 to 90 percent.106 Today, 91 percent of 
patients keep their appointments.107 

Limitations on Model Replication 

In the Families, Systems & Health article, Janet Cameron discusses barriers to replicating 
the Marillac model in an urban setting. Because Marillac is not a FQHC and does not 
accept insured patients, its funding mechanisms may be more flexible than many urban 
clinics.108 Echoing this concern, Steve Hurd emphasizes that entities relying solely on 
fee-for-service revenue may face greater challenges in developing fully integrated 
models. Because Marillac can combine its funds and blend them '~pstream," clinic staff 
is not as constrained by concerns over coding and billing, which maximizes the time 
spent focusing on patient treatment. According to Hurd, having one bottom line for both 
mental and physical health is much more conducive to integration.109 

This should not, however, imply that it is impossible for a FQHC to integrate mental 
health services in the primary setting. According to Hurd, clinics must avoid operating as 
a "stand-alone" entity and should work with other stakeholders to create a more seamless 
system of care within the community. If agencies can agree on a system of referral in 
advance, determine which patients will be the responsibility of each entity within the 
community, and standardize a referral process to which all stakeholders can consent, 
integration may be more effectively accomplished at a systems level. 110 
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Model-Based Recommendations 

In light of the lessons learned from these integrated models and the documented need for 
mental health services in the Austin area, the Hogg Foundation for Mental Health and St. 
David's Community Health Foundation, among others, are directing more funding 
toward integrated health care initiatives in and around Travis County. Increased funding 
alone, however, does not guarantee efficacy. The following are suggested guidelines for 
designing an integrated model to meet mental health needs: 

• Professional and experienced guidance may be essential to successful planning 
and implementation (Marillac ); 

• In order to integrate care efficiently, funding and record-keeping structures may 
need to be remodeled (Marillac); 

• Funding and structural issues will most likely dictate implementation in stages 
(Marillac); 

• The program must allow time for traininf of all staff so the culture of the clinic 
can adapt to support collaborative care11 (Marillac); 

• · Education and training should provide protocols for medical providers to use in 
the primary setting to increase comfort level in identifying depression in patients 
(TIDES); 

• "The physical layout of the clinic is a major factor in success."112 The patient 
should not be made to feel that there is a separation of medical and mental health 
care, and mental health clinicians should be embedded with medical providers in 
examination rooms (Marillac); 

• Because a major barrier to success is the stigma associated with mental health 
care, the program should provide onsite services in the primary care setting and 
avoid using the terms "counseling" and "mental health" when working with the 
patient to design an individualized treatment plan. Marillac Clinic emphasizes the 
medical and genetic components of mental health in order to avoid patient 
resistance to mental health services (Marillac); 113 

• Some common assumptions about mental health treatment may have to be 
reversed. The provision of mental health services in the primary setting requires 
spontaneity, flexibility, and the recognition that sessions may have to be 
collaborative and, at times, interrupted (Marillac); 114 

• In order to reduce ER reliance, the program should monitor patient use of hospital 
services and provide same-day mental health service if possible. Marillac owes 
much of its success in this area to its recent decision to allot one hour each day for 
walk-in mental health services (Marillac, E-Merge);115 

• In order to facilitate integration of mental and medical care, a case manager may 
be necessary to coordinate service provision. This individual will act as a liaison 
between the patient and his/her mental and medical care providers (Marillac and 
TIDES); 
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• Given the large percentage of Hispanics among Austin's uninsured population, a 
successful program must address the cultural and linguistic needs of a diverse 
population (E-Merge ); 

• It is essential to document both quantitative and qualitative data and results in 
order to measure the program's effectiveness and whether or not integration of 
care is actually occurring (Marillac, E-Merge and TIDES); 

• Establishing a tracking system to follow patients will facilitate program 
evaluation (TIDES); 

• Because it is unlikely that implementing a mental health program will provide 
cost savings in the short-run, initial justifications for funding will most likely be 
qualitative (Marillac and E-Merge); 

• Providing mental health services to the uninsured requires the investment of both 
time and money. Because the medical culture of a clinic cannot change 
immediately, the program must dedicate adequate time to staff development and 
attention to continued fund-raising from a variety of sources116 (Marillac); 

• To improve community collaboration, ensure continuity of care, and maximize 
available resources, mental health programs should avoid duplicating existing 
services and collaborate with other programs that provide similar care (Marillac, 
E-Merge and TIDES). 

The Need for Evaluation 

While the available literature generally agrees that integrated mental health models result 
in increased patient satisfaction, improved mental health and adherence levels, and better 
access to care, there is little consensus on their cost-effectiveness and impact on 
healthcare utilization. 117 Additionally, practitioners often encounter difficulties when 
attempting to incorporate research models in the clinic setting.118 This uncertainty, 
coupled with the challenges of implementing effective models, underscores the 
importance of a systematic, planned evaluation of any integrated mental health program. 
Evidence suggests that feedback mechanisms are essential to quality care, and clinics 
seeking to integrate mental health services into the primary setting should bear these 
issues in mind and devote adequate resources to the evaluation of their programs to 
measure their effectiveness. 119 

A general lack of commitment to and funding for mental health programs in many 
communities places an even heavier burden of proof on clinics attempting to meet the 
unmet needs of their populations, yet the paucity of baseline data in many communities 
renders program evaluation a difficult undertaking. For this reason, it is important that 
service costs and levels are documented and that the effectiveness of different models of 
treatment is evaluated. Only through systematic evaluation will any consensus be 
reached on the cost-effectiveness and health benefits that may result from integrated 
mental health services. 
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From the clinic's perspective, it is vital that data is collected to ensure that services are 
reaching the patients that need them and that these services are producing results. 
Evaluation is also important to foundations seeking to invest money in effective mental 
health programs. Without objective data demonstrating the impact of a particular 
program, many boards are unable to determine where to direct scarce economic 
resources. 

Recommendations for Quantitative Evaluation 

The available literature on integrated mental health presents an array of quantitative 
indicators that may be used to evaluate program effectiveness. In many cases, however, 
the ideal evaluative instruments used in experimental studies are impractical in a 
community clinic setting. This disconnect between the experimental and practical 
settings can lead to confusion about how exactly to implement an evaluation program and 
what to performance indicators to measure. 

Clinic staff and foundations should work together closely to arrive at common measures 
that will reflect program impact as objectively as possible without imposing overly 
burdensome requirements on clinics with limited resources. The following 
recommendations draw from the available literature as well as from the experiences of 
operational integrated models. They attempt to strike an appropriate balance between the 
pragmatic with the ideal, but it is important to recognize that the services and capacities 
of every clinic are unique. Stakeholders in the evaluation process should select indicators 
accordingly, accommodating the need for clinics to direct the bulk of their resources to 
service provision, while still providing the evaluative data required by many foundations. 

Descriptive Data 

Descriptive data on the characteristics of those who are receiving care is essential for a 
clinic to better understand who it is serving. Any lessons learned from evaluation should 
include this information so that other clinics may ascertain whether program results can 
be generalized to additional populations. Fortunately, collecting information on the sex, 
age, and ethnicity of patients is a relatively simple task. Basic awareness of the 
demographic make-up of patients is necessary for ensuring that available services meet 
the specific needs of a clinic's population, and it is particularly valuable in designing 
culturally competent care. In clinics that serve Hispanic immigrants, baseline data on 
primary language should be collected as well. The E-Merge model has struggled since its 
inception to meet the demand for bilingual raroviders, and it is important that the need for 
Spanish-speaking providers be quantified. 1 0 

Number of Unduplicated Patients and Total Encounters 

Many grants make funding conditional on some indicator of output in order to ascertain 
whether or not a program is meeting its stated goals. Clinic staff should undertake 
research and consult with existing programs to set realistic goals for how many patients it 
expects to serve. Documenting the total number of encounters in addition to 
unduplicated patients is necessary to calculate the average number of visits per patient in 
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a given year. This information can be useful in assessing adherence to treatment and in 
eventually assigning an average cost to the treatment of different mental diagnoses in a 
primary care setting. If the average number of visits per patient is unusually low, a clinic 
may be able to modify its follow-up procedures to ensure that patients are completing 
their treatment regimen. If the number is high, clinic staff should determine what patients 
are receiving proportionately more care and whether the intensity of care is justified by 
the severity of their illnesses. 

In a recent study of integrated care, Marillac Clinic found that the average number of 
visits with a mental health provider had increased, while the average number of visits 
with medical providers had declined over a four-year period. This finding supported their 
prior assumption that the quality and availability of care would improve as the program 
matured. Additionally, researchers were able to validate the claim that providing 
integrated mental health services would relieve some of the burden on medical providers. 
This information was also used to assess whether individuals with more severe illnesses 
were receiving proportionately more care. Data indicates that, while this was not the case 
in the first years of the program, by the fourth year, patients with more severe diagnoses 
were, in fact, receiving proportionately more care. 121 The data thus indicated that the 
clinic was making progress towards effectively targeting its services. 

The average number of visits also has implications for long-term evaluation. Most 
experimental studies have limited evaluation to a 12-month period, but researchers admit 
that such a timeframe may overestimate the intensity of care required to treat patients 
with mental illnesses. 122 One study follows patients over two years, however, and 
suggests decreased utilization and total medical costs in the second year of treatment. 123 

This information could be valuable for clinics as they seek to assess the long-term 
impacts of integrated mental health services. 

Encounters by Provider and Type 

Another piece of information essential in assigning cost to treatment is the type of visit 
by provider. Clearly, a 30-minute session with a psychiatrist must be distinguished from 
a visit of the same length with a behavioral health counselor. Ultimately, the distinction 
is based on the professional who provides the services, and this data can then be used to 
calculate the average cost by diagnosis. Some patients will inevitably be more expensive 
to treat, and it would serve the clinic to know this as they plan services for the future. 

A related piece of data that should be collected at every visit is the type of service each 
patient receives. This data will contribute to more accurate cost estimates and provide 
useful comparative output measures, but the extensive array of patient diagnoses and 
available treatments may make it difficult to draw conclusions about the most effective 
protocols. 124 The services included in evaluation will necessarily depend on the structure 
of the implemented model but may include screening, assessment, or treatment. 

General categories such as these will better enable comparison among clinics, while a 
more detailed list tailored to the services provided by a specific clinic may be more useful 
to a clinic's internal evaluation. In addition, clinics may wish to quantify the number of 
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consultations between medical and mental health providers as well as the number of 
collaborative appointments in order to determine whether mental and medical services 
are, in fact, moving toward integration. 

Diagnoses 

A variety of mental and physical illnesses present in the primary care setting, and clinics 
should keep a record of their patients' diagnoses in order to document prevalence and 
identify commonly co-occurring diagnoses. In addition to allowing providers to treat 
patients more effectively with less service duplication, an accurate diagnosis record can 
be analyzed aggregately to determine which treatments are most effective and, again, 
calculate average costs to treat different diagnoses. 

Additionally, some research has suggested that treatment of depression and anxiety may 
improve adherence to treatment among chronically ill patients.125 Ciechanowski et al. 
(2000) describe a promising model for measuring adherence to diabetes treatment among 
patients with depression and note that adherence levels are much higher among patients 
with less severe cases of depression. 126 This study does not test the impact of treatment 
on adherence levels, but the model could be easily applied in the clinic setting to examine 
the effect of integrated mental health care on treatment adherence among patients with 
dual diagnoses. While such an undertaking would be difficult for a fledgling program, it 
might be feasible as the program matures and record-keeping mechanisms evolve. 
Without the initial collection of this data, however, such a study would be impossible. 

Referrals 

Many community clinics are feeling the effects of state-level budget cuts for mental 
health services and are treating an increasing number of patients with chronic mental 
health disorders. For this reason, it may be useful to document the source of referrals 
from other agencies and providers. Quantitative evidence that demonstrates a growing 
burden previously shouldered by the state could justify a clinic's need for increased 
funding for mental health services. 

Documentation of referrals within the clinic itself serves a different purpose. Comparing 
benchmark percentages from national studies on the prevalence of mental health 
disorders in the primary care population with the percentage of patients identified within 
the clinic may help to determine whether the clinic is effectively using its diagnostic tools 
to identify patients with mental health issues. 

Finally, most mental health specialists will encounter patients with serious disorders that 
cannot be treated in the primary setting. Care should therefore be taken to document 
when a patient is referred to another provider, and these patients should not be included 
in analyses of adherence to treatment. If this information is missing, the referred patient 
will appear in the data to have voluntarily stopped treatment, which will negatively 
impact measures of patient adherence. 
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Prescribed Medication 

Research indicates that pharmaceuticals are the most costly element of treatment for 
clinics providing mental health services. Simon et al. (2001) calculated that $412 of the 
$675 increase in health costs among a control group receiving systematic depression care 
resulted from the cost of antidepressants. 127 This expense is necessary in many cases, but 
it should also be objectively justified based on patient outcome. Without data on what 
medications are prescribed to individual patients, it would be difficult to demonstrate that 
they are, indeed, effectively targeted. Additionally, a thorough evaluation of medication 
type and patient outcomes may help physicians identify general trends in medication 
efficacy and will certainly result in more accurate cost estimates. Of course, patients will 
respond differently to different medications, and the prescription of an identified cost
effective treatment will certainly not apply to every patient. 

Analysis of prescription history can also be used to demonstrate patient adherence to 
treatment. Many clinics may find it impractical to track refill information for all their 
patients, but where it is possible, it can provide useful information. Clinical studies have 
used interruptions of varying length of medication treatment as a measure of non
adherence, and clinics could find this indicator useful in designing methods of promoting 
compliance.128 It should be noted, however, that the only report we were able to locate 
on integrated mental health care among low-income, primary care populations found it 
impossible to track the refill histories of patients.129 

Patient Outcome 

While the primary goal of any integrated mental health program is to improve the overall 
health and functional status of its patients, the objective assessment of patient outcomes is 
problematic in a primary care setting for two reasons. First, reports of improvement often 
rely on the subjective opinions of mental health providers or a brief self-report 
instrument. Second, the administration of more objective measures such as the Hamilton 
Depression Scale is often too time-consuming for providers in routine clinical practice. 

The clinic will undoubtedly rely on the professional opinions of its staff in assessing 
symptom severity and patient improvement. The assessment, however, should be as 
systematic and uniform as possible and may require some initial training and consultation 
before it can be used reliably. The E-Merge Integrated Behavioral Health Progress Note 
provides space for the provider to record a standardized diagnosis according to the 
Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV). The fifth 
axis of this diagnostic tool is the Global Assessment of Functioning (GAF), and this score 
may be amenable to analyzing patient outcomes over time.130 

Researchers with the VA, however, have found that GAF scores are not always reliable 
outcome measures and are not sensitive to change due to rating inconsistencies among 
mental health care providers. If GAF-based assessment proves to be problematic, some 
form of patient self-report may also be included as an outcome measure. Dr. JoAnn 
Kirchner, a professor at the University of Arkansas for Medical Sciences, recommends 
administering the SF-36 because normative data is available and can be used as a baseline 
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against which to measure patient progress. Additionally, Kirchner points out that for 
some populations, the provision of mental health services may be preventing further 
decline rather than promoting actual improvement. In these instances, the existence of 
national norms will be helpful in demonstrating whether a program is providing 
appropriate care. 131 

Patient self-report may also be helpful in assessing patient satisfaction and, ultimately, 
adherence to a treatment plan. According to Denise Zaborowski, a behavioral health 
consultant with Austin's E-Merge program, compliance depends in large part on patient 
perception.132 Patients who report satisfaction with integrated mental health services are 
more likely to adhere to their prescribed treatment, and some researchers have found it 
useful to include patient self-reports and track them over time. 133 

Utilization 

Ideally, any evaluation of an integrated mental health program will shed light on its effect 
in reducing ER and other outpatient medical visits. Some research has suggested that the 
increased costs incurred by mental health interventions may be offset by reduced hospital 
utilization, 134 but similar studies have found no indication of cost-offset.135 While a clinic 
should find it relatively simple to document utilization within the clinic itself, tracking 
ER use and visits to other providers will certainly be more difficult. If record-keeping 
systems are in place to enable tracking of healthcare utilization, however, this 
information should be collected and disseminated. 

If the data does, in fact, suggest a reduction in healthcare costs, the clinic may be more 
successful in attracting future funding. For example, Marillac Clinic was able to acquire 
additional funding from a local hospital by demonstrating that patients in its collaborative 
care system used the hospital less often than they did before mental health services were 
available.136 Data that is based on patient self-report, however, will not be as persuasive. 

Cost 

For many of the aforementioned indicators to be of value, the clinic must estimate an 
appropriate unit cost for medications, consultation, and screening. The existing literature 
on the cost-effectiveness of integrated mental health services exhibits an array of methods 
for cost assignment, and the particular method used will reflect the practical needs of the 
clinic in question. Simon et al. (2001) use cost estimates for mental health interventions 
based on labor and overhead, divide the total cost of screening by the number of patients 
identified, and use Red Book average wholesale prices for prescribed medications.137 In 
a later study, Simon et al. (2001) include all of the following in the cost of depression 
treatment: "all antidepressant prescriptions, all outpatient specialty mental health care, all 
visits to the collaborative care psychiatrist ... and all primary care visits associated with 
a mental health diagnosis."138 Clearly, the factors included in cost estimates will depend 
on the mental health services provided in the specific clinic in question. In light of time 
and staffing limitations, the calculation of indirect costs (patient time, lost wages, etc.) is 
poorly suited to the primary care setting. 
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While it may seem trivial, it is essential for clinics to estimate these costs as accurately as 
possible, as the evaluation of average cost per patient, average cost per diagnosis, cost of 
service by type, and cost-offset depend on realistic initial estimates of the clinic's true 
expenditures. Funding requests will be bolstered by good data, and clinics and 
foundations will be better prepared to ascertain the areas in which they see the most 
benefit per dollar invested. Additionally, because research data are inconclusive and 
difficult to generalize to the clinic setting, realistic cost data will contribute heavily to the 
available body of research on integrated mental health services. It is important for clinics 
and grantors alike to understand that the cost of providing mental health services may not 
be offset. Expenditures will likely be highest and patient improvement minimal in the 
first year of operation. Though a full cost analysis is well beyond the capabilities of 
clinics serving indigent populations, grantors and clinic managers will be interested in 
knowing exactly how much a program costs in relation to what benefits it provides. 

Data Collection and Analysis 

Ideally, information from each mental health encounter should be documented at the time 
of the visit on a standard form that includes sections for all data ultimately required for 
evaluation. A sample patient assessment form used by the E-Merge behavioral health 
counselors is included in Appendix E as an example, but the form's structure and 
information will vary with different integrated models. 

If the clinic has established an electronic database, this information can then be entered to 
simplify the final evaluation process. People's Community Clinic in Austin, Texas, has 
purchased software to create a disease registry to facilitate patient care. Currently this 
system manages the care of patients with diabetes, but it can be modified to track patients 
with other illnesses, individually or by group, and to facilitate evaluation.139 While such 
a tool is indeed valuable, many clinics may lack the financial resources for the software 
and labor required for data entry. In this case, chart reviews are a second option. Again, 
a standard patient encounter form will certainly expedite data retrieval. 

Recommendations for Qualitative Evaluation 

While quantitative data are essential to compare performance across locations and 
objectively track progress within a specific clinic, practitioners and foundations alike may 
find it desirable to include an element of qualitative analysis at the end of each evaluative 
period. Care providers often appreciate the opportunity to reflect on the program's 
strengths and weaknesses, and open-ended questions can provide a way to identify areas 
for improvement. Similarly, foundations can tailor questions to specific program goals 
and services to elicit information not included in the quantitative data. Again, clinics and 
foundations should collaborate to ensure that this process is not overly burdensome, but 
possible questions for qualitative analysis might address the following issues: 

• Program challenges; 

• Program strengths or highlights; 

• Plans for improvement, growth, or education; 
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• Interactions with other organizations (such as hospitals, schools); 

• Experiences with specific subpopulations of interest. 

This list is by no means exhaustive, but it illustrates how a qualitative approach can 
engage the expertise and experience of providers and thus elicit information that is often 
lacking in purely quantitative data. 

Reporting the Data 

There are a variety of individuals to whom the final analysis of clinic data may be 
reported, and clinics would be well advised to make their results available to as many 
stakeholders as possible. These include, but are not limited to, foundation boards and 
staff, clinic staff, medical practitioners outside the clinic, policy makers, and perhaps 
even academic journals. Through publication and dissemination of the data, clinics can 
effectively increase public awareness and knowledge of integrated models, strengthen the 
resolve of foundations to support similar initiatives, encourage policy makers to learn 
more about the challenges of providing mental health services, and bring a more 
pragmatic perspective into the academic research on integrated care. 

Conclusion 

As funding cuts to public mental health services threaten the ability of needy Texans to 
access affordable mental health services, the medical community's embrace of integrated 
models is a timely and innovative way to pick up some of the slack. With the 
development and growth of local integrated models, supported by foundations such as the 
St. David's Community Health Foundation, more uninsured Texans will have access to 
mental health services in the place they need it most-the primary care setting. The 
models described in this chapter highlight the breadth of options available to a clinic 
seeking to integrate primary with mental healthcare. The continued success of these 
programs, determined by effective evaluation mechanisms, will eventually lead to better 
mental as well as physical health for all Texans, regardless of income or insurance status. 

The shift toward integrating mental healthcare into the primary care setting has a strong 
basis in the medical literature, but its continued success as an effective model will depend 
on usable and informative evaluation tools. Without an instrument that shows whether or 
not a model is effective, integrated programs are little more than experiments in the eyes 
of funders, clinic staff, and patients. The recommendations listed in this chapter attempt 
to generalize what types of data need to be gathered for effective evaluation, keeping in 
mind the unique needs that exist on a clinic-to-clinic basis. 

Given the uncertainty of how future legislative appropriations will affect the availability 
of publicly-funded mental health services, the ability of primary care clinics to provide 
much-needed mental health services to the uninsured in Austin and Travis County is a 
vital component of the community's continuum of care. 
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Chapter 11. Pharmaceutical Care: Access of the Uninsured in 
Austinffravis County 

by Jessica Cassidy and Jean Tanaka, 

An increasingly essential component of health care in the United States is drug therapy. 
The mean number of prescriptions per capita has rapidly increased in the past three 
decades. The average number of retail prescriptions per person increased from 7 .9 in 
1994 to 12.0 in 2004, and the total number of prescriptions purchased increased 68 
percent from 2.1 billion in 1994 to 3.5 billion in 2004.1 Parallel with increased 
prescription usage was the growing retail cost of medications, averaging 8.3 percent a 
year from 1994 to 2004-si¥nificantly higher than the corresponding average annual 
inflation rate of 2.5 percent. 

Pharmaceutical expenditures in 2004 totaled $188.5 billion, or 11 percent of total U.S. 
health care costs, and constituted one of the fastest growing components until 2000 when 
prescription drug spending slowed and hospital services expenditures increased. 3 

However, closer examination of recent medication spending trends indicate that the rate 
of out-of-pocket spending for pharmaceuticals increased faster than private health 
insurance spending.4 Given the increasing use and burden of medication costs on 
individuals, a clear understanding of the medical and economic role of pharmaceutical 
care in contemporary U.S. health care is important. 

The inability of patients, particularly the chronically ill, to access pharmaceuticals has a 
negative impact on their health care outcomes.5 Failure to receive essential drug 
treatments can stem from a variety of socioeconomic or personal restraints. 6 For many 
Americans, inability to access pharmaceuticals and/or underutilization of prescription 
drugs comes from a temporary or sustained inability to pay for them. 7 Evaluation of the 
2002 National Health Interview Survey indicated that individuals in "poor health and 
those with no health insurance were at particularly high risk of prescription 
noncompliance due to cost."8 However, regardless of insurance status, "persons with 
annual family incomes less than US$20,000 were nearly three times as likel~ to report 
being unable to afford a prescribed medication than wealthier respondents." 
Furthermore, rather than senior citizens, it was working-age adults (aged 18 to 64 years) 
who had a higher number and rate of medication restriction due to cost. 10 The issue of 
access to pharmaceutical care is both obvious and complex, affecting a wide cross section 
of Americans. 

Analysis of uncompensated care data reveals that a significant number of costly 
hospitalizations of uninsured patients are due to chronic conditions often manageable in 
an outpatient setting with proper medication. This leads to the question: can 
pharmaceutical care reduce uncompensated care costs at St. David's HealthCare 
Partnership hospitals? In exploring this question, other questions regarding drug therapy 
arise: What is the pharmaceutical access of the uninsured in Austin? What conditions 
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frequently result in uncompensated hospitalizations that can be treated effectively by 
pharmaceuticals, thus potentially reducing costs for St. David's? What are the key 
elements of a cost-effective pharmaceutical component to a health care initiative? What 
initiatives might improve pharmaceutical care for the uninsured in central Texas? 

Uncompensated Care at St. David's HealthCare Partnership Hospitals 
and Implications for Pharmaceutical Care 

Data regarding the uncompensated care at St. David's HealthCare Partnership (SDHP) 
hospitals provides insight into the health of Austin's uninsured, suggesting a prevalence 
of several chronic conditions in which medication plays a significant role in treatment 
and disease management. Diagnosis Related Groups (DRG) data for 86 percent of all 
self-pay inpatient visits at SDHP hospitals between 1999 and 2003, and 96 percent of all 
self-pay inpatient visits in 2004, were organized by Major Diagnostic Categories (MDC), 
which "correspond to a single organ system or etiology and, in general, are associated 
with a particular medical specialty."11 (See the following three tables.) Costs per DRG 
were estimated using Medicaid reimbursement rates. 

Table 11.1 
Estimated Cost of Hospitalizations by Major Diagnostic Category of 
Self-Pay Inpatients Aged 2 to 64 at Four SDHP Hospitals, 1999-2004 

Major DiaJmostic Cate2ory Total 
1 Circulatory System $13,627,810.21 
2 Digestive Svstem $7 ,586,404.23 
3 Hepatobiliarv System and Pancreas $7 ,076,310.52 
4 Resoiratorv Svstem $6,045,120.78 
5 Premancy, Childbirth and Pueroerium $3,707,606.91 
6 Nervous System $2,855, 136.67 
7 Skin, Subcutaneous Tissue and Breast $2,714,781.84 
8 Injuries, Poisonings and Toxic Effects of Drugs $2,469,768.17 
9 Musculoskeletal System and Connective Tissue $2,184,614.14 
10 Kidney and Urinarv Tract $2,022,303.05 
11 Endocrine, Nutritional and Metabolic System $1,863,040.89 
12 Female Reproductive System $1,149,344.08 
13 Ungrouoable $895,417.12 
14 Infectious and Parasitic Diseases $701,457.01 
15 Alcohol/Drug Use or Induced Mental Disorders $691,745.28 
16 HIV Infection $561,826.85 
17 Ear, Nose, Mouth and Throat $360,062.67 
18 Blood and Blood Forming Organs and lmmunolocical Disorders $338,704.65 
19 Factors Influencing Health Status $72,459.86 
20 Myeloproliferative Diseases and Disorders $37,513.33 
21 Mental Diseases and Disorders $31,068.11 
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22 Male Reproductive System $19,616.09 

23 Eve $8,901.97 

Grand Total $57 ,021,014.41 

Adapted from: Lisa Kerber, "Estimated Costs Associated with Diagnosis Related Groups (DRGs) Among 

Self-Pay Inpatients Aged 2 to 64 at St. David's Medical Center, South Austin Hospital, Round Rock 

Medical Center, North Austin Medical Center, 1999 to 2003," Austin, Texas, September 8, 2005 

(unpublished data); and Lisa Kerber, "Diagnosis Related Groups (DRGs) for Self-Pay Inpatients Aged 

2 to 64, at Four SDHP Hospitals, 2004," Austin, Texas, 2005 (unpublished data). 

Table 11.2 
Number Hospitalized Patients by Major Diagnostic Category of Self

Pay Inpatients Aged 2 to 64 at Four SDHP Hospitals, 1999-2004 

Major Diagnostic Category 
Number of 

Patients 
l Circulatory System 2,043 

2 Pregnancy, Childbirth and Puerperium 1,728 

3 Digestive System 1,612 

4 Hepatobiliary System and Pancreas 1,271 

5 Respiratory System 1,002 

6 Injuries, Poisonings and Toxic Effects of Drugs 664 

7 Skin, Subcutaneous Tissue and Breast 654 

8 Endocrine, Nutritional and Metabolic System 560 

9 Nervous System 524 

10 Kidney and Urinary Tract 492 

11 Musculoskeletal System and Connective Tissue 426 

12 Female Reproductive System 320 

13 Alcohol/Drug Use or Induced Mental Disorders 261 

14 Infectious and Parasitic Diseases 88 

15 Ear, Nose, Mouth and Throat 86 

16 Blood and Blood Forming Organs and Immunological Disorders 78 

17 mv Infection 68 

18 Ungroupable 63 

19 Factors Influencing Health Status 16 

20 Mental Diseases and Disorders 10 

21 Male Reproductive System 7 

22 Myeloproliferative Diseases and Disorders 4 

23 Eye 2 

Total Number of Self-Pay Patients 11,980 

Adapted from: Lisa Kerber, "Estimated Costs Associated with Diagnosis Related Groups (DRGs) Among 

Self-Pay Inpatients Aged 2 to 64 at St. David's Medical Center, South Austin Hospital, Round Rock 

Medical Center, North Austin Medical Center, 1999 to 2003," Austin, Texas, September 8, 2005 
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(unpublished data); and Lisa Kerber, "Diagnosis Related Groups (DRGs) for Self-Pay Inpatients Aged 
2 to 64, at Four SDHP Hospitals, 2004," Austin, Texas, 2005 (unpublished data). 

Table 11.3 
Average Hospitalization Cost per Patient by Major Diagnostic Category 
of Self-Pay Inpatients Aged 2 to 64 at Four SDHP Hospitals, 1999-2004 

Major Diagnostic Category Average Cost 
Per Patient 

1 Ungroupable $14,213 
2 Myeloproliferative Diseases and Disorders $9,378 
3 mv Infection $8,262 
4 Infectious and Parasitic Diseases $7,971 
5 Circulatory System $6,670 
6 Respiratory System $6,033 
7 Hepatobiliary System and Pancreas $5,568 
8 Nervous System $5,449 
9 Musculoskeletal System and Connective Tissue $5,128 
10 Digestive System $4,706 
11 Factors Influencing Health Status $4,529 
12 Blood and Blood Forming Organs and Immunolo~cal Disorders $4,342 
13 Ear, Nose, Mouth and Throat $4,187 
14 Skin, Subcutaneous Tissue and Breast $4,151 
15 Kidney and Urinary Tract $4,110 
16 Injuries, Poisonings and Toxic Effects of Drugs $3,720 
17 Female Reproductive System $3,592 
18 Endocrine, Nutritional and Metabolic System $3,327 
19 Mental Diseases and Disorders $3,107 
20 Eye $2,967 
21 Male Reproductive System $2,802 
22 Alcohol/Drug Use or Induced Mental Disorders $2,650 
23 Pregnancy, Childbirth and Puerperium $2,146 

Overall Average Cost Per Patient $4,760 
Adapted from: Lisa Kerber, "Estimated Costs Associated with Diagnosis Related Groups (DRGs) Among 

Self-Pay Inpatients Aged 2 to 64 at St. David's Medical Center, South Austin Hospital, Round Rock 
Medical Center, North Austin Medical Center, 1999 to 2003," Austin, Texas, September 8, 2005 
(unpublished data); and Lisa Kerber, "Diagnosis Related Groups (DRGs) for Self-Pay Inpatients Aged 
2 to 64, at Four SDHP Hospitals, 2004," Austin, Texas, 2005 (unpublished data). 

Circulatory system, or heart-related diagnoses, was by far the most costly MDC for 
SDHP hospitals during this six-year period. Between 1999 and 2004, St. David's 
hospitals provided $13.6 million in cardiovascular hospital care-nearly double that of 
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the next three MDCs: digestive system (stomach-related) at $7.6 million, hepatobiliary 
system and pancreas (liver-related) at $7 .1 million, and respiratory system (lung-related) 
at $6.0 million. Heart-related diagnoses were also the most common diagnoses among 
self-pay inpatients (2,043 out of 11,980 patients), followed by pregnancy and childbirth 
(n=l,728), digestive system (n=l,612), hepatobiliary system and pancreas (n=l,271), and 
respiratory system (n=l,002). 

Heart disease is often caused by chronic conditions such as hyperlipidemia (high 
cholesterol) and hypertension (high blood pressure), which, according to National 
Institutes of Health clinical practice guidelines, include medication as a critical 
component of care. 12 Respiratory diagnoses are often related to asthma-the most 
common chronic illness faced by children today (1in15)-and is dependent on 
medication such as inhalers to manage the condition.13 Less obvious is the presence of 
diabetes (endocrine, nutritional, and metabolic system MDC) in the self-pay data. 
However, diabetes plays a role in "accelerating the hardening and narrowing of the 
arteries (atherosclerosis), leading to strokes, coronary heart disease, and other blood 
vessel diseases,"14 suggesting that diabetes may be a factor in the prevalence of heart 
disease among the uninsured. 

The data from SDHP correlates with the national findings by the Agency for Healthcare 
Research and Quality's Healthcare Cost and Utilization Project (HCUP). The HCUP 
Fact Book on preventable hospitalization trends between 1994 and 2000 found the South 
to have the highest rates nationwide of potentially preventable hospitalizations for 
chronic obstructive pulmonary disease; simultaneous congestive heart failure and 
hypertension; and uncontrolled diabetes without complications and short-term diabetes 
complications. 15 

In a two-year longitudinal study to evaluate the health effects of cost-restricted use of 
prescription drugs, researchers found a strong association between health outcomes and 
drug restriction among those with cardiovascular disease: "there was a 50 percent 
increase in the odds of suffering angina and a 51 percent increased odds of having a 
nonfatal myocardial infarction or stroke among those who restricted their medication 
use."16 Increased depression was found among Medicare-eligible individuals, but not 
significantly among younger individuals. 17 For individuals with diabetes, medication 
restriction was not associated with adverse disease-related outcomes.18 Researchers 
suggest that among other factors, the self-reported nature of health outcomes used in the 
study and relatively short follow-up period for assessing outcomes may have resulted in 
insufficient power to detect differences.19 Nevertheless, the finding that cost-related 
medication restriction was associated with nearly twice the likelihood of experiencing a 
significant decline in overall health over two years, and the clear link between cost
related medication restriction and adverse cardiovascular outcomes, have significant 
implications for uncompensated hospitalizations in Austin. 

The limited access of the uninsured to pharmaceutical care has been documented by 
many studies. 2° For example, the 2000-2001 Community Tracking Study Household 
Survey conducted by the Center for Studying Health System Change revealed a striking 
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difference in the percentage of individuals unable to obtain medication due to cost 
between the insured and uninsured, as well as the those with or without chronic 
conditions.21 The growing body of evidence confirms that the uninsured-particularly 
those with chronic conditions-are especially vulnerable to cost-induced medication 
restriction. 

Table 11.4 
Percent of Nonelderly Adults Not Obtaining Prescription Drugs Due to 

Cost, by Insurance Coverage and Chronic Condition Status 

Percentage with No Percentage with One Percentage with Two or 
Chronic Conditions Chronic Condition More Chronic Conditions 

All Persons Aj!;es 18-64 10 17* 25* 
Employer-Sponsored 

6 11* 15* Coverage 
Medicaid and Other 

16 26* 41* State Coverage 
Uninsured 23 48* 61* 
Source: Peter J. Cunningham, Prescription Drug Access: Not Just a Medicare Problem, no. 51 

(Washington, D.C., Center for Studying Health System Change, April 2002), p. 3. 

• 

Notes: Estimates reflect the percentage who responded "yes" to the following question: "During the past 
12 months, was there any time you needed prescription medicines but didn't get them because you 
couldn't afford it?" Conditions asked about in the survey include diabetes, arthritis, asthma, chronic 
obstructive pulmonary disease, hypertension, coronary heart disease, cancer, benign prostate disease 
and other serious medical problems that limit usual activities. 

* Difference with persons with no chronic conditions is statistically significant at p<.05 level. 

At St. David's Medical Center, discharfed patients requiring a prescription are provided 
with one week's worth of medication.2 For chronic conditions, St. David's Medical 
Center doctors may write prescriptions for up to one month to allow patients enough time 
to follow up with another physician.23 However, patients must fill the prescriptions at 
their own cost. The one exception is for insulin, which St. David's Medical Center 
provides 30 days worth to patients who are uninsured or unable to afford the medication, 
as St. David's has a partnership with People's Community Clinic to allow discharged 
patients entry into the clinic's diabetes management program.24 Neither extended 
medication support nor assistance in applying for pharmaceutical manufacturer charity 
programs is provided to patients. While the hospital has received approval for 340B 
pricing-made possible by a federal statute placing a maximum price on pharmaceuticals 
for qualified providers-it is not currently using it to secure medication, perhaps because 
it may only dispense medication purchased through the 340B program to patients for 
whom St. David's Medical Center is their medical home. 
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How, then, do the discharged self-payers with chronic illnesses obtain the medication 
necessary to maintain positive health outcomes? The options available to the medically 
indigent are safety net providers, namely, government-sponsored programs such as the 
Community Health Center network, Medicaid and Medicare, or small independent clinics 
such as People's Community Clinic and El Buen Samaritano. Before examining the level 
of pharmaceutical care and accessibility of these safety net providers, it is helpful to 
understand the nature of prescription drug pricing as it plays a significant role in 
determining who may receive low-cost medication. 

Pharmaceutical Pricing and the Uninsured 

A key issue in any medication service-whether for reimbursed or uncompensated 
care-is the acquisition price of prescription drugs. Pharmaceutical pricing is notoriously 
erratic, where each hospital or healthcare insurer negotiates a price based primarily on 
population size and formulary restrictions, leaving the uninsured as the only individuals 
who pay full retail price for medication. For providers servicing the uninsured, the two 
most utilized and effective options for securing reduced-cost pharmaceuticals are 
manufacturer charity programs (such as patient assistance and bulk replacement 
programs) and 340B pricing. 

Patient Assistance Programs 

Patient Assistance Programs (P APs) are operated by pharmaceutical manufacturers and 
provide free or low cost prescription drugs to the pharmaceutically indigent. Partly a 
philanthropic effort, partly a marketing tool based on the recognition that uninsured 
patients often obtain some type of coverage eventually, each PAP functions 
independently, establishing varying eligibility criteria and application processes for 
enrollment. Manufacturers also select which drugs to make available through their PAP 
and the duration of assistance provided per individual-and are free to make changes to 
the program at any time. In general-but not in all cases-P APs target legal U.S. 
residents who are uninsured and/or low-income, often within 300 percent of the Federal 
Poverty Level (FPL).25 Patients usually submit an application form (see Appendix F for 
a sample) and required documentation to verify financial status to manufacturers, where 
the average processing time is 6-8 weeks. Because P APs do not follow up on incomplete 
applications, patients are responsible for contacting companies regarding their 
application. 

The website of the American Society of Health-System Pharmacists provides clinicians 
with the following PAP eligibility requirement information: 

• Criteria is established by the pharmaceutical manufacturer who sponsors the 
program. 

• Income limitations typically have a range that will be program specific but is 300 
percent of the federal poverty guidelines. 

• Many will not accept individuals who have medication coverage (insurance, etc), 
however, some will. 
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• Each manufacturer has its own processes for patient enrollment that typically 
require the completion of an application and reporting of the patient's health 
insurance coverage, assets, salary, and liabilities. 

• Many manufacturers require verification of patients' financial status by certain 
documents including tax returns, W-2 forms, social security benefits, bank 
statements, and other asset reports. 

• Once verification is received by the manufacturer it is then evaluated and 
patient's eligibility is determined. 

• Prescription for the medication is usually required. 

• Prescribing physician's signature and other involvement by the physician is 
required. 26 

Due to the tedious nature of applying to P APs, low income patients are more likely to 
take advantage of this opportunity when safety net providers assist them with the process. 
Ten of the Austin Travis County Community Health Centers have a full-time employee 
dedicated to helping clients secure medication from various P APs. Some of the smaller 
independent clinics, such as People's Community Clinic, also have a full-time patient 
advocate to assist with P APs. While the paperwork and follow up with manufacturers are 
time-consuming, the advantage of P APs is that they provide access to newer brand name 
drugs which are very costly for both safety net providers and patients. A study of PAP 
use by safety-net clinics in California, Texas and Florida found "a significant positive 
relationship between the percentage of its patients lacking drug coverage and a clinic's 
likelihood of using P APs. "27 

In 2005, two patient assistance programs specifically distributing generic drugs were 
introduced: Xubex and Rx Outreach.28 Given the low price of most generic drugs and the 
administrative or shipping fees of the generic P APs, the "free" medication is not always 
the most cost-effective option for patients. However, a comparison conducted by 
Volunteers in Health Care (VIH) of Xubex and Rx Outreach against a common online 
retailer (Walgreens.com) revealed significant cost-savings for certain drugs. For a 90-
day supply, VIH found a difference of $88 for lisinopril (for hypertension), $119 for 
metformin (for diabetes), and $51 for nadolol (for hypertension).29 See Table 11.5 for 
details. 

Another recent PAP innovation was the 2005 launch of Partnership for Prescription 
Assistance (PP Arx.org), a PAP clearinghouse operated by the Pharmaceutical Research 
and Manufacturers of America (PhRMA). 30 While a handful of free online PAP 
databases and assistance have been in existence for many years (such as RxAssist.org and 
NeedyMeds.com), these websites were maintained by non-profit organizations. Because 
drug manufacturers themselves created and operate PP Arx.org, it improves the likelihood 
of having the most current PAP information. However, it is primarily an informational 
tool to help patients, caregivers and physicians determine PAP availability and access 
application forms. No PAP applications are completed or submitted through PP Arx.org. 
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Table 11.5 
Generic Price Comparisons from Three Sources 

Medication Drug Class Xubex** Rx Outreach Walgreens.com 

Amitriptyline (Elavil) 
Antidepressants $20 $18 $11 

10, 25, 50, 100 mg 
Digoxin (Lanoxin) 

Cardiac glycosides $20 $18 $19 
0.125m 0.25 mg 
Diltiazem (Cardizem) 

Calcium channel blockers $20 $18 $15 
30,60mg 
Estradiol (Estrace) 

Hormones/estrogens $20 $18 $70 
0.4, l, 2 mg 
Lisinopril 
(Prinivil, :lestril) ACE inhibitors $20 $18 $70 
2.5, 5, 10, 20, 40 mg 
Metformin (Glucophage) 

Diabetes medication $30 $18 $137 
500, lOOOmg 
Predisone (Deltasone) 

Corticosteroids $20 $18 $8 
5, lOmg 
Ranitidine (Zantac) 

Histamine-2 antagonists $20 $18 $25 
150, 300mg 
Nadolol (Corgard) 

Beta-2 antagonists $20 $18 $33 
20, 40, 80 mg 

Source: Volunteers in Health Care and Medicine for People in Need, "Another Generic PAP Launched," 

Rx for Access, vol. 2, iss. 7 (October 2005), p. 6 (newsletter). 

Notes: These medications were chosen for comparison because they are offered at comparable dosages by 

all three sources. Walgreens.com figures are rounded to the nearest dollar. An additional $1.95 

shipping fee is added to each Walgreens.com order. An additional $3.85 shipping fee is added to each 

Xubex order. 

While manufacturer charity programs have become a significant way of securing 
pharmaceuticals for low-income, uninsured patients, there are several drawbacks to this 
approach. Clinic workers report that the lack of uniformity regarding eligibility and 
application procedures among the various manufacturers, as well as unrealistic income
documentation rules as major obstacles to PAP usage. 31 Drug manufacturers have 
complete discretion as to which drugs will be offered through their charity programs
usually the newer, more expensive drugs-and may discontinue assistance for a 
particular drug at any time. This often occurs when a drug loses its patent protection and 
over-the-counter or generic substitutes become available. 

Bulk Replacement or Institutional Patient Assistance Programs 

Similar to P APs, the bulk replacement or Institutional Patient Assistance Programs 
(IP APs) are another manufacturer initiative providing free or low cost pharmaceuticals to 
needy patients. Whereas P APs rely on individual patient applications and approval, bulk 
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replacement programs reimburse clinics with in-kind donations for designated 
medications dispensed to patients qualifying for that particular manufacturer's program. 
This approach significantly reduces administrative overhead and increases the clinics' 
ability to facilitate distribution of free pharmaceuticals. For example, between October 
2004 and September 2005, the Austin Travis County clinic network acquired 
approximately $1.7 million worth of pharmaceuticals via PAPs and approximately $3 
million worth via IP AP for their patients-nearly double that amount secured by P APs. 32 

The Seton Healthcare Network in Austin also utilizes both PAP and IPAP, and in an 
internal status update, found that '1he labor required to screen patient bills or pharmacy 
profiles [for PAPs] is fairly high and recovery is limited" while "bulk replacement 
contracts with four companies has reduced our paper work load and increased our drug 
recovery enormously."3 Bulk replacement programs are a very cost-effective method of 
securing medication for the pharmaceutically indigent. 

340B Pricing 

Section 340B of the Public Health Service Act (1992) requires drug manufacturers to 
provide outpatient drugs to eligible health care centers, clinics and hospitals at reduced 
prices (known as "340B pricing") comparable to the price paid by state Medicaid 
agencies. 340B pricing is one of the lowest pharmaceutical prices available to providers, 
and is highly coveted. However, federal regulations also restrict the resale of drugs to 
individuals considered a patient of the healthcare entity-in particular, an established 
relationship including the maintaining of individual's health care records and receipt of 
services from professionals employed by the entity. Conversely, "an individual will not 
be considered a patient of the entity for purposes of the 340B program if the only health 
care service received by the individual from the covered entity is the dispensing of a drug 
or drugs for subsequent self-administration or administration in the home setting" (with 
the exception of patients registered in state operated or funded AIDS drug assistance 
programs receiving Title XXVI support).34 Therefore, a hospital may only extend the 
340B price to patients for whom the hospital is their official medical home. 

Another federal constraint is the exclusion of community mental health centers as an 
eligible entity. The state of Texas contracts with 38 independent community mental 
health and mental retardation centers (CMHMRCs) to provide community-based mental 
health services, and because community mental health centers are unable to secure 340B 
designation and prices, the state must subsidize psychiatric medications at conventional 
rates. In recent years, Texas spent $60 to $100 million a year for psychoactive drugs.35 

Pharmaceutical Access in Austin, Texas 

A survey of Austin indicates that safety net providers administer a significant level of 
pharmaceutical care for the medically indigent; however, pharmaceutical access is 
limited by enrollment constraints at government-funded clinics and formulary constraints 
at independent clinics. Income requirements limit enrollment of Travis County 
Healthcare District's Medical Assistance Program (MAP) to families earning 100 percent 
or less than Federal Poverty Index guidelines, and also determines qualification for 
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discounted fees for services at the Community Health Centers (CHCs). Independent, 
non-FQHC safety net providers such as People's Community Clinic, El Buen 
Samaritano, and Samaritan Health Ministries have more discretion in accepting new 
clients than healthcare district-funded programs, but offer limited services and 
formularies. 

Austin Travis County Community Health Centers 

The primary safety net provider for the residents of Travis County is the City of Austin's 
network of 14 Community Health Centers. The city's Community Care Services 
Department currently manages the CHC network as it transitions to the jurisdiction of the 
recently-approved Travis County Healthcare District. As Federally Qualified Health 
Centers, the clinics are required to serve anyone in their service area, regardless of their 
ability to pay and residency status. Based on established income guidelines, City of 
Austin and Travis County residents and nonpermanent residents are charged on a sliding 
fee basis. The scale ranges from 0 to 100 percent self-pay for medical, pharmaceutical, 
and dental services. 

Table 11.6 
Sliding Fee Scale for Self-Pay Community Health Center Patients 

Family Income as Percent of 
Percent Pay Payment 

Federal Poverty Level 

0-100% 0% 
Lower of $10.00 co-pay 

or charges incurred* 
101-133.33% 25% 25% of bill 

133.34-166.67% 50% 50% of bill 
166.68-200% 75% 75% of bill 

200+% 100% 100% of bill 

Adapted from: Area Agency on Aging of the Capital Area. Travis County Medical Assistance Program. 

Online. Available: http://www.aaacap.org/map.html. Accessed: February 9, 2006. 

* Update from: Email from Elaine Carroll, Patient Services Administrator, Community Care Services 

Department, City of Austin, "Follow Up: CHCIMAP Questions" to Jean Tanaka, May 4, 2006. 
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Table 11.7 
Annual Income FQHC Sliding Fee Scale, Community Care Services 

Department, City of Austin, 2006 

Client Pays: 0% 25% 50% 75% 100% 
Corresponds to 100% FPL 133.33% 166.67% 200.00% >200% % 2006FPL: 

Family Size 
Income up to Income up to Income up to Income up to Income up to 
and Including and Including and Including and Including and Including 

1 $9,800 $13,067 $16,334 $19,600 no limit 
2 13,200 17,600 22,001 26,400 no limit 
3 16,600 22,133 27,668 33,200 no limit 
4 20,000 26,666 33,334 40,000 no limit 
5 23,400 31,200 39,001 46,800 no limit 
6 26,800 35,733 44,668 53,600 no limit 
7 30,200 40,266 50,335 60,400 no limit 
8 33,600 44,799 56,002 67,200 no limit 

For each ad-
ditional family $3,400 $4,522 $5,678 $6,800 
member add: 

Adapted from: City of Austin Community Care Services Department, "Income FQHC Sliding Fee Scale," 
City of Austin Community Care Services Department, Austin, Texas, 2006. 

Clinic participants have access to a significant range and quantity of pharmaceuticals at 
low cost. The co-payment for pharmaceuticals ranges from $0 (homeless) to $10. 36 

Approximately 1,400 combinations of drugs at different strengths constitute the Austin 
Travis County CHC formulary. 37 As FQHCs, the Austin Travis County clinics are 
eligible for and purchase pharmaceuticals at 340B prices; drugs which are not included 
on the 340B schedule are obtained through a pharmacy benefits manager (PBM) 
contract. 38 While there are no limits placed on the number of prescriptions which may be 
filled per month, the prescriptions must be written by a physician within the clinic system 
to obtain subsidized pharmaceuticals as required by 340B regulations. 

The clinics also assist patients in taking advantage of free pharmaceuticals available 
through Patient Assistance Programs or Institutional Pharmaceutical Assistance Programs 
of specific drug manufacturers. Because of the city's contract with W algreens for 
pharmacy services, patients are assessed a $5 dispensing fee to pick up the donated drugs 
at their designated W algreens. Between October 2004 and September 2005, the clinics 
acquired $1. 7 million worth of pharmaceuticals via P APs and approximately $3 million 
worth via IP APs for their patients. 39 

Where pharmaceutical expenses are often a constantly increasing component of health 
costs, the clinics instead find themselves under budget for pharmaceuticals. Last year, 
the city allocated $7 million for its pharmaceutical budget, but was projected to only use 
approximately $4.5 million.40 The savings acquired through donated drugs through 
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P APs, IP APs, and the outsourcing of pharmacy services to Wal greens likely contributed 
to their impressive management of pharmaceutical services. 

The medical and pharmaceutical care and coverage by Austin/Travis County clinics 
provide comprehensive care for the uninsured. Not surprisingly, demand far exceeds the 
capacity of the clinic system. During the fiscal year ending September 2005, the CHC 
network accommodated approximately 171,000 encounters among more than 45,000 
unique patients, averaging 3.77 office visits per patient per year.41 The healthcare 
district's capacity to accept new applicants relies on a fluid balancing act of budget 
allocation, revenue from Medicaid and self-pay patients, and changes in individual status 
(e.g., employment, employer-sponsored insurance, relocation).42 

Currently, the healthcare district is unable to accommodate clients who are 100 percent 
self-pay (or over 200 percent FPL), and are now declining applicants who qualify for 75 
percent self-pay (166-200 percent FPL).43 One of the clinics identified by Serena Starkey 
of the Community Care Services Department's Public Information Office as having a 
long wait time was the South Austin CHC.44 However, an interview with Adult Unit 
Charge Nurse John Heron revealed that while new patients seeking a regular visit to 
establish a medical home may wait approximately 3 weeks, new patients in an urgent or 
acute situation will be seen immediately.45 Urgent situations include any chronic 
conditions a patient has been previously taking medication for or if the patient has been 
recently discharged from an emergency room or hospital, and successfully treated. If it 
has been confirmed that the patient received some medication (commonly, seven days 
worth), then patients will be worked in within one to three days. Therefore, rather than 
pharmaceutical costs, it is the constraint of decreasing income thresholds which limits the 
pharmaceutical care of the indigent through the clinic system. 

Medical Assistance Program 

The Travis County Healthcare District provides indigent healthcare through the Medical 
Assistance Program (MAP). Travis County residents with family incomes below 100 
percent of the Federal Poverty Index guidelines and who meet the asset guidelines may 
qualify for MAP, and hence, access to participating providers-primarily the CHCs-and 
benefits such as prescription drugs and hospital care. Disabled or elderly individuals with 
income below 200 percent of the Federal Poverty Index who meet asset guidelines and 
have no other health coverage such as Medicare or Medicaid may also qualify for MAP.46 

Previously, Medicare recipients who met income and asset guidelines qualified for a 
limited MAP pharmaceutical benefit. However, since the January 2006 start of the 
Medicare Part D program, this extension of MAP benefits to the low-income elderly has 
been eliminated. 

MAP qualification is ideal for the uninsured because it provides medical and 
pharmaceutical care for free or minimal co-payment. The healthcare district maintains an 
integrated eligibility process for all uninsured residents. Based on income, assets, and 
residency status, the eligibility office first screens applicants for MAP, and if failing to 
qualify, determines eligibility and placement on the CHC sliding-fee scale. While MAP 
is technically open to all Austin residents who qualify for the program, there is anecdotal 
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evidence indicating difficulty in securing eligibility appointments. The web-based 
Medicaider system used by most Austin hospitals and clinics allows providers to screen 
patients for eligibility for Medicaid and other healthcare services. This sometimes leads 
to confusion by patients who assume that they are now enrolled in MAP, when in fact, 
Medicaider is strictly an eligibility screening tool 47 Patients must still secure an 
appointment with the MAP eligibility offices and proceed through the normal enrollment 
process. Furthermore, grants administered by the healthcare district, such as the primary 
health care and mental health grants, require face-to-face interviews. To accommodate 
extenuating circumstances, uninsured patients hospitalized at Brackenridge Hospital may 
be visited by enrollment personnel during their stay, and home-bound individuals may 
conduct phone interviews with an enrollment specialist and submit forms and 
documentation by mail. 48 

According to the December 2005 report by the Indigent Care Collaboration on the use 
and capacity of Travis County safety-net providers, while the number of patients seen by 
safety-net providers remained static from 2003 to 2004 and the new clinic facilities and 
exam rooms increased, the average number of visits per patient increased from 3.1 per 
person in 2002 to 3.84 in 2004.49 This suggests that the capacity of MAP and other 
safety-net providers is directed towards improving the care of existing patients rather than 
increasing access to new patients. 

St. David's Community Health Foundation-Aff"iliated Non-FQHC Clinics 

Non-FQHC clinics are considerably smaller in scale and scope than the CHC network 
and MAP, but nonetheless are key providers of basic pharmaceutical care for the 
uninsured. Three examples ofnon-FQHC, non-340B clinics partnered with St. David's 
Community Health Foundation are the People's Community Clinic, El Buen Samaritano, 
and Samaritan Health Ministries. While these clinics all serve the low-income uninsured 
and underinsured, the specific profile and needs of their primary clients in turn shapes 
their respective medication assistance programs. 

People's Community Clinic 

People's Community Clinic is an independent, privately-funded, non-profit clinic serving 
11,000 low-income uninsured and underserved adults and children-with priority given 
to pregnant women and their newboms.50 While the emphasis at People's Community 
Clinic is on prenatal care, gynecology and family planning, pediatric care and teen 
prenatal care, the clinic provides comprehensive services for all of their clients. 
Accordingly, the pharmacy at People's stocks pharmaceuticals for all of the major 
chronic conditions, but relies on a generic-based formulary of about 100 items, often with 
one drug per therapeutic class. 

Patients are charged for the cost of the drugs-which as generics, often cost about five 
cents per pill-plus a $3 dispensing fee. People's operates on a sliding-fee scale but does 
not refuse services for lack of payment, and in practice, provides pharmaceuticals without 
charge. 51 For a variety of reasons, the clinic prefers to remain independent and not seek 
340B status.52 With the exception of family planning pharmaceuticals, People's is unable 
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to take advantage of 340B prices and expand their low-cost fonnulary. However, the 
clinic has a full-time employee and a part-time volunteer dedicated to assisting patients 
with P APs and acquiring brand-name pharmaceuticals. For example, in September 2005, 
People's submitted 90 pharmaceutical manufacturer applications for 60 unduplicated 
patients, resulting in 73 filled prescriptions valued at $20,452.53 

El Buen Samaritano 

Similar to People's, El Buen Samaritano provides primary, maternity, and preventive 
healthcare at reduced cost to uninsured families, regardless of immigration status. The 
smaller scale and targeted clientele of El Buen, however, is reflected in their 
pharmaceutical offerings with an even more limited generic-based fonnulary of 50 items 
and lack of PAP assistance. 54 Most visits are related to reproduction, general physicals, 
allergies, diabetes, and hypertension; as such, El Buen' s formulary correlates with these 
diagnoses. 55 Lacking 340B status, El Buen purchases drugs through generic wholesalers 
and charges patients cost plus a dispensing fee, usually costing patients $5 to $10 per 
month.56 Citizenship requirements placed by many pharmaceutical manufacturers 
preclude eligibility for the many undocumented immigrants who comprise a significant 
percentage of El Buen' s patients, making it unfeasible for the clinic to allocate already 
limited staff to PAP support. 

Samaritan Health Ministries 

Samaritan Health Ministries (SHM), a non-denominational, not-for-profit clinic in 
Williamson County, provides free medical services to approximately 2,000 people per 
year-primarily women and minorities in uninsured families.57 SHM provides a no-cost 
"medication service" to their patients primarily from drug samples (about 90 percent), 
generics purchased via Seton Northwest, PAPs, and a nearby partner Wal-Mart which 
charges a special rate billed directly to the clinic and hence, at no cost to the patient. The 
total value of the 15,000 prescriptions provided by SHM per year is approximately 
$500,000, of which 40 percent, or $204,000, is derived from PAPs.58 Efficiency 
improvements over time have enabled the clinic to reduce their pharmaceutical costs 
from $6,000 per month to $600 per month. 59 Drug therapy is a critical component of 
health care, and despite the increasing cost of drugs, SHM demonstrates that providing an 
indigent care pharmacy benefit to a limited number of patients is economically feasible. 

Medicare Part D 

Beginning January 1, 2006, prescription drug coverage became available to Medicare 
recipients. Known as Medicare Part D, the new Medicare prescription drug benefit is a 
voluntary program allowing those with Medicare to choose a drug plan for an average 
monthly premium of $32.50 (different drug plans have different premium costs).60 

Beneficiaries are responsible for the first $250 in pharmaceutical costs each year, after 
which Medicare pays 75 percent and the beneficiaries pay 25 percent of the next $2,000 
of drug costs, or $750 out-of-pocket by beneficiaries.61 At this point, individuals are 
solely responsible for any pharmaceutical expenditures until they have spent another 
$2,850 on medication, creating the coverage gap referred to as the "doughnut hole." 
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Should beneficiaries reach this point, they qualify for catastrophic coverage, paying 
either $2 for generics and $5 for brand names, or 5 percent of the cost, whichever is 
greater.62 Low income subsidies are available to individuals ineligible for Medicaid but 
under 150 percent of the Federal Poverty Level. Dual eligibles, or those who qualify for 
both Medicare and Medicaid, automatically receive the low-income subsidy, and are in 
principle now receiving pharmaceutical coverage through Medicare rather than Medicaid. 

Table 11.8 
Basic Plan for Medicare Part D Beneficiaries 

Annual Drug Costs Beneficiary Share Maximum Out-of- Beneficiary Total Cost 
Pocket ( excludine: uremium) 

$0-$250 100% $250 Uoto $250 
$251-$2,250 25% $500 Uo to $750 

$2,251-$5, 100 100% $2,850 Uo to $3,600 
5% of cost, or $2/generic, 

Over $5,100 $5/brand name No limit $3,600 + beneficiary share 
(whichever is greater) 

Adapted from: Egyptian Area Agency on Aging, Medicare Prescription Drug Coverage (Carterville, IL, 
January 2006). Online. Available: http://www.egyptianaaa.org/MedicareDrugBill.htm. Accessed: 
February 19, 2006. 

Table 11.9 
Medicare Part D Costs by Income Levels 

Income Levels 
Above 150% Federal Between 135% Under 

Dual Eligible Poverty Level (FPL) and 150% FPL 135% FPL 
Monthlv Premium -$32/month Sliding scale None None 
Annual Deductible 

$250 $50 None None (person oavs full costs) 

Co-Payment/Co- 15% of drug Under 100% FPL: 
25% of drug costs $2-$5 co- $1-$3 co-pays Insurance (for Rx costs 

after deductible costs after 
Above 100% FPL: up to $2,250 annually) deductible 

pays 
$2-$5 co-pays 

Doughnut Hole (for 
drug costs between 

100% No cost No cost No cost $2,250 and $5, l 00 
annuallv) 

Catastrophic 
5% or $2-$5 co-pays Coverage (for drug $2-$5 co-pays No cost No cost 

costs over $5,100) 
(whichever is more) 
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Adapted from: National Mental Health Association, Medicare Prescription Drug Coverage: A Workbook 

for Mental Health Consumers (Alexandria, Virginia, 2005). Online. Available: http://www.nmha.org/ 

federal/MedicareConsumerWorkbook.pdf. Accessed: February 19, 2006. 

Table 11.10 
U.S. Department of Health and Human Services Poverty Guidelines, 

2006 

Persons in 100% FPL 133% FPL* 167% FPL* 200% FPL* 
Family Unit 

1 $9,800 $13,034 $16,366 $19,600 
2 13,200 17,556 22,044 26,400 

3 16,600 22,078 27,722 33,200 
4 20,000 26,600 33,400 40,000 

5 23,400 31,122 39,078 46,800 

6 26,800 35,644 44,756 53,600 

7 30,200 40,166 50,434 60,400 

8 33,600 44,688 56,112 67,200 
For each additional 

$3,400 $4,522 $5,678 $6,800 
nerson add 

Adapted from: U.S. Department of Health and Human Services, The 2006 HHS Poverty Guidelines. 

(Washington, D.C., January 2006). Online. Available: http://aspe.hhs.gov/poverty/06poverty.shtml. 

Accessed: February 20, 2006. 

*Calculated based on 100 percent FPL, multiplied by 1.33 for 133 percent FPL, 1.67 for 167 percent FPL, 

2.0 for 200 percent FPL. 

Formularies differ by individual drug plans, providing at least two medications in every 
therapeutic class. Because individuals may select their drug plan only once a year, 
careful selection based on medication needs and formulary offerings is critical to 
ensuring pharmaceutical access and would greatly benefit from the assistance of medical 
professionals-especially those with pharmacy backgrounds. Fortunately, special 
priority was given to six drug classes in which all drugs are on formulary: anti
psychotics, anti-depressants, anti-neoplastics, anti-HIV/AIDS drugs, 
immunosuppressants, and anti-convulsants.63 This is particularly important with regard 
to the prevalence of mental illness among the underserved and the individual sensitivity 
to psychotropic medications. 

Prior to Part D, Medicare beneficiaries did not have any medication coverage, and hence, 
limited MAP pharmaceutical-only benefits were extended by the City of Austin to 
Medicare beneficiaries. Since the start of the official Medicare prescription drug 
program, Austin's Medicare beneficiaries are expected to secure medications through 
Part D and are no longer eligible for MAP pharmaceutical benefits. 
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A growing concern regarding Part D is its impact on pharmaceutical assistance programs 
providing free or low-cost drugs to the uninsured-in particular, the very effective IP AP 
or bulk replacement programs. The legal issue is the anti-kickback statute prohibiting 
''the knowing and willful offer, payment, solicitation, or receipt of remuneration in any 
form as an inducement or reward for the referral of business or the purchase of items or 
services payable by a federal health care program."64 The U.S. Department of Health and 
Human Service's Office of the Inspector General (OIG) issued a bulletin in November 
2005 addressing the application of fraud and abuse laws to P APs, stating that drug 
assistance outside of the Medicare benefit "posed a reduced risk under the anti-kickback 
statue. "65 In response, many pharmaceutical manufacturers began to restrict Medicare 
patients from participating in their patient assistance programs, including key companies 
such as Amgen, Eli Lily, GlaxoSmithKline, and Novartis.66 (See Appendix G for listing 
of PAP eligibility for Medicare Part D beneficiaries.) This does not mean that companies 
are discontinuing their P APs altogether; rather, they will no longer allow Medicare 
beneficiaries to apply and receive free pharmaceuticals through their P APs. 

More problematic are the bulk replacement programs. The Office of the Inspector 
General's statement suggests that institutional P APs may constitute a violation of the 
anti-kickback statute because ''they create an incentive for a safety net provider to steer 
Part D enrollees towards the sponsoring manufacturer's products. "67 As in the case of 
P APs, the anti-kickback statute relates strictly to Medicare beneficiaries, and not all 
uninsured individuals. As implementation of Medicare Part D continues, clarification on 
the legality of bulk replacement programs is imminent. 

In April 2006, the OIG issued favorable advisory opinions for P APs operated by 
Schering-Plough Corporation, a pharmaceutical manufacturer, and Caring Voice 
Coalition, a nonprofit providing medication co-pay assistance. 68 While the OIG opinions 
apply only to the specific entities requesting them, the positive assessments have 
encouraged other pharmaceutical manufacturers such as Eli Lily, GlaxoSmithKline, 
AstraZeneca and Johnson & Johnson to re-open P APs to qualified Medicare beneficiaries 
and to also seek OIG guidance on their respective PAPs.69 At the time of this writing, 
bulk replacement programs remain uncertain and lack clarification. However, the 
response of some manufacturers to favorable OIG reports for P APs indicate the 
likelihood of a way to legally structure bulk replacement programs for Medicare 
beneficiaries and of pharmaceutical companies resuming bulk replacement assistance to 
Medicare beneficiaries. 

Community Mental Health Mental Retardation Centers 

The state of Texas contracts with 38 independent community mental health and mental 
retardation centers to provide community-based mental health services. However, 
community mental health centers are excluded from 340B eligibility, and hence, the state 
·must subsidize psychiatric medications at conventional rates. In recent years, Texas 
spent $60 to $100 million per year for psychoactive drugs.70 Nationwide, 
pharmaceuticals to treat mental health conditions have increased significantly: in 2001, 
"antidepressants were the top-selling category, with $12.5 billion in sales ... [and] were 
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responsible for the largest share (9.4 percent) of the one-year increase in drug 
spending."71 The general debate as to whether or not older generation pharmaceuticals 
are as effective as new generation medications is also found in mental health. Mental 
health clinicians generally believe the newer drugs produce better results due to their 
targeting of neurotransmitter sites and lessened side effects. 72 In addition, health 
conditions may be caused or characterized by different biological issues and as such, 
many studies have shown that individual patients may respond very differently to 
antidepressants of similar effectiveness, suggesting the need for flexibility in 
psychotropic formularies.73 New generation pharmaceuticals, however, are often patent
protected and therefore, very costly. CMHMRCs in Texas aggressively utilize PAPs for 
these medications, with some centers receiving manufacturer-donated drugs of equal 
value to their pharmaceutical budget. 74 

Survey of Model Pharmaceutical Care Programs 

In a review of model prescription drug programs, most conspicuous was the sheer 
number of pharmaceutical initiatives across the nation. Clearly, communities across the 
nation are grappling with pharmaceutical access for their uninsured and underinsured 
citizens. Also striking was the similarity among programs (see Appendix H for summary 
of model programs). Three elements were common to all programs: low acquisition 
price of drugs, no or low cost to patients, and pairing with physician services. First, to 
maximize their pharmaceutical budget and increase cost-effectiveness, programs sought 
the lowest possible price for the medication. Safety-net providers accomplished this 
using a combination of methods, including: 

• Screening for Medicaid-eligible patients; 

• Extensive use of generic drugs; 

• Maximizing manufacturer donations through PAP and IP AP; 

• Maximizing sample donations from physicians, hospitals, and drug 
representatives; 

• Purchasing drugs through the 340B program; and 

• Purchasing drugs through aggressive use of formulary or group purchasing power. 

Secondly, medications, including maintenance drugs for chronic conditions, were 
provided at nominal (such as $3-10 for a three-month supply) or no cost to patients. 
Rather than providing pharmaceuticals directly, some organizations provide financial 
assistance to individuals with specific diseases and medications (see Appendix I for 
description of medication co-pay assistance programs). Cost is a very real issue for the 
uninsured. Results from the Community Tracking Study 2001 Household Survey 
conducted by the Center for Studying Health System Change indicate that "uninsured 
people were more than three times as likely as those with private health coverage to have 
gone without at least one prescription in 2001 because of cost concerns." 75 

Finally, all pharmaceutical programs were a component of primary care or clinic services 
dedicated to uninsured or indigent patients; there was no evidence of a strictly 
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pharmaceutical dispensing program. Diagnosing disease, determining a course of 
treatment and prescribing medication are the primary responsibility of the physician. As 
such, a comprehensive pharmacy benefit should be tied to physician services.76 Insured 
individuals may choose between a provider benefit and a pharmaceutical-only benefit
or both-when selecting their health insurance plans. However, as explained by Dr. 
Bruce Stuart, Executive Director of the Peter Lamy Center on Drug Therapy and Aging 
at the University of Maryland's School of Pharmacy, this is the unique result of 
employer-s~onsored insurance and does not apply to healthcare services directed at the 
uninsured.7 For the uninsured, the provision of a pharmaceutical-only benefit simply 
"does not exist."78 In fact, "providing a pharmaceutical-only benefit is bad public 
policy," according to Martha Katz, Director of Health Policy at the HealthCare Georgia 
Foundation, as failure to monitor the disease or to adjust the dosage could prove 
dangerous for the patient. 79 

The importance of physician monitoring is reinforced by studies of medication-related 
visits to hospitals and emergency departments. A study conducted in the emergency 
department of a hospital in Tuscon, Arizona, found that 28.1 percent of ER patients were 
admitted due to a medication-related reason. 80 Of the 71 patients, the most common 
medication-related visit (MRV) was caused by an adverse drug reaction (n=28), followed 
by untreated indication or failure to receive drugs (n=16), overdosage (n=15), 
subtherapeutic dosage or inadequate amount of drugs (n=13), drug use without indication 
or taking medication for no medically valid reason (n=lO), and drug interactions (n=8).81 

''The most common medications involved were cardiovascular agents, narcotics, 
antibiotics, asthma medications, antidepressants, antiepileptics, acetaminophen, anti
Parkinson medications, and miscellaneous medications. "8 Ultimately, researchers found 
that 70.4 percent of MRVs to be preventable, "mostly due to noncompliance issues, 
inappropriate prescribing, inappropriate monitoring and lack of patient education."83 The 
range of medications involved in MRVs and the high rate of preventability suggests the 
importance of physician supervision for any patient prescribed medication. 

Accordingly, some of the model pharmaceutical initiatives emphasized patient adherence 
in the use of medication, leading to innovations such as one-on-one nursing case 
management by volunteer licensed nurses, case management of non-compliant patients 
and volunteer pharmacy students assisting in medication management. Other initiatives 
involved disease management programs where monitoring, education and general 
medical care were critical components of the programs. Regardless of the specific 
operations, the underlying premise in the various programs was that patients on a 
therapeutic drug regimen should be under the care of a physician. 

Conversely, a pilot project in Massachusetts suggests that medication alone does not 
reduce uncompensated care. In 1997, the Uncompensated Care Pool funded 
demonstration projects to improve healthcare for the uninsured in Massachusetts, 
including a pharmaceutical demonstration project which made medication available at no 
charge to patients, as well as case management for patients with chronic and complex 
conditions. 84 Surprisingly, "for both case managed and non-case managed patients at 
Lynn CHC (which dispensed free prescription drugs) hospital admissions increased."85 
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Don Westwater, Manager of the Massachusetts Division of Health Care Finance and 
Policy, stated that they did not know why hospitalization increased among Lynn CHC 
patients, as interim reports seemed to indicate a decline. 86 Westwater postulated that 
there might have been a lack of patient screening, possibly allowing Medicaid patients to 
receive medication through the demonstration project rather than Medicaid, thereby 
skewing the outcome. 87 Four demonstration projects targeting congestive heart failure 
(CHF) patients, on the other hand, showed gains in medication compliance, reduction in 
disease severity, and decreases in hospital admissions or length of stays. 88 Reflecting on 
the UCP's overall experiences, he commented that the Lynn CHC and other 
demonstration projects "would argue that medicine revolves around treatment that 
involve drugs."89 Findings, therefore, strongly suggest that comprehensive services 
which include medication are more likely to produce positive health outcomes. 

Other Key Findings 

Physician Knowledge of Pharmaceutical Cost 

While primary care or clinic services are the foundation of pharmacy access initiatives, 
physicians with inadequate knowledge of drug costs may reduce the efficacy of such 
programs as ratients sensitive to out-of-pocket spending costs are likely to underuse 
medication.9 In a 1998 survey of internal medicine physicians at the Mount Sinai-New 
York University Medical Center, an overwhelming majority (88 percent) of doctors 
believed cost to be an important consideration when prescribing medication and a lesser 
but still large percentage (71 percent) of physicians were willing to accept reduced 
efficacy to increase medication affordability for their patients.91 Physicians were 
especially concerned about pharmaceutical costs for uninsured patients (94 percent).92 

However, a striking 80 percent of doctors "felt unaware of the actual costs of 
medications, and only 13 percent reported ever having any formal education about the 
cost of medications."93 Additionally, only one third of surveyed physicians had easy 
access to drug cost information, and a majority of doctors (55 percent) were inaccurate in 
their estimates of medication costs for 33 commonly used drugs, primarily 
underestimating the cost of more expensive medications.94 The difficulty for physicians 
to keep abreast of medication costs and various insurance plans was cited by Dr. Shelly 
Moore, an emergency room physician at St. David's, as an obstacle for clinicians to 
balance the formulary and out-of-pocket patient cost, and hence, to improve medication 
adherence and health outcomes for patients. 95 

In a related study, researchers found that only 27 percent of physicians asked their 
patients about medication costs, even after a low-intensity educational intervention about 
medication costs.96 The lack of patient-physician communication about ability to afford 
medication is further exacerbated by the reluctance of patients to discuss this problem. A 
survey of older adults with chronic illness and who reported one or more instances of 
cost-related medication restriction during the past year, found that only one-third of 
individuals discussed cost-related medication underuse in advance with a health care 
provider and an equal number never discussed it with a clinician. 97 Embarrassment, 
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belief that the issue was unimportant, and perception that physicians could not do 
anything about the problem were all common reasons stated by respondents for not 
talking with a health care provider about their inability to afford medication. However, 
most prevalent was the simple fact that no one had asked them (65 percent).98 

Given the importance of medication for chronically ill patients and likelihood of cost
related medication underuse, ''instances in which clinicians are not aware of patients' 
medication cost problems represent missed opportunities to prevent adverse events."99 

Free samples from physicians, inquiry about patient ability to afford medication and 
suggestions on how to pay for medication were perceived to be helpful by patients.100 

Increasing physician knowledge of medication costs and efficacy of alternatives, 
encouraging physicians to ''take a more proactive role in identifying and assisting patients 
who have problems paying for prescription drugs,"101 and making medication cost 
information "readily and timely accessible"102 to physicians are integral to an efficient 
and effective pharmacy access program. 

Pharmacist Involvement 

Better physician awareness of medication costs and of patient affordability issues is a 
conspicuous strategy for improving pharmaceutical care. Less obvious is the inclusion of 
pharmacists. Gina Upchurch, a registered pharmacist and executive director of a North 
Carolina program assisting low income seniors in accessing medications, stated, ''We 
pharmacists are asked to do too much of the wrong things, and not enough of the right 
things .... Pharmacists are the ideal professionals to help the public and other health care 
professionals consider less expensive and possible more effective drug therapy, in 
addition to helping these patients and their prescribers understand the risks and benefits 
of taking different medications. " 103 The significant number of medication-related 
emergency department visits lends credence to the idea of greater pharmacist 
involvement at the time of prescribing and monitoring. 

One of the model pharmaceutical programs surveyed cited the collaboration between 
pharmacists and physicians as "critical to maintaining a cost-effective pharmacy access 
program."104 The Program for Pharmaceutical Care to Underserved Populations 
(PPCUP) is a partnership between the University of Pittsburgh School of Pharmacy and 
the Health Care for the Homeless Project in Pittsburg, Pennsylvania. Volunteer 
pharmacists collaborate with clinic physicians to "identify and solve drug-related 
problems, provide drug information, make recommendations for cost-effective therapy, 
dispense medications, provide patient education ... [and] monitor therapeutic 
outcomes."105 While the program utilizes a carefully-crafted, generic-heavy formulary, 
PPCUP administrators find that the "interdisciplinary teamwork [between pharmacists 
and physicians] is more effective in enhancing cost-effective prescribing than the strict 
use of a formulary." 106 

Pharmacoeconomic or Cost-Effectiveness Analysis 

Despite the dramatic increases in pharmaceutical usage and costs over the past decade, 
cost-effectiveness analysis (CEA) does not appear to play a significant role in U.S. health 
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care. There has been an increase in pharmaceutical cost-utility analyses, and "according 
to the peer-reviewed literature, many drugs are indeed cost-effective."107 However, 
"cost-effectiveness does not mean cost savings .... [as i]t is only meaningful to say that a 
drug is cost-effective compared with something else," and therefore, depends on the 
"context in which the drug is used and the intervention with which it is compared."108 

Concern has been raised over publication bias due to the prevalence of research 
sponsored by pharmaceutical companies, and indeed, the pharmaceutical industry funds a 
significant portion of CEAs. Harvard School of Public Health researchers conducted a 
review of a subset of CEAs measuring health effects specifically in terms of quality
adjusted life year (QAL Y) and found approximately 10 percent to be funded by the drug 
industry. 109 While the industry-sponsored studies appeared to have slightly better results 
than non-industry-sponsored studies, researchers found few studies, regardless of 
funding, to report "very high (poor) cost-effectiveness ratios" and found "no evidence 
that the quality of analyses funded by industry differs from those funded by other 
sources."110 Interestingly enough, "few managed care plans or other payers fund CEAs 
themselves, despite the fact that one would expect them to be the primary beneficiaries of 
such analyses."111 

A similar sentiment was expressed by J .D. Kleinke, president of a health information 
technology research company, who observed that while U.S. health plans are beginning 
to request pharmacoeconomic data as part of the f ormulary contracting process, health 
plans do not seem to be utilizing the data to make formulary decisions.112 Kleinke argues 
that the compartmentalization of health care services even within a single health plan 
makes it difficult to merge, connect and analyze data, leaving providers unable to 
determine the economic impact of pharmaceuticals on overall medical costs and 
dependent on pharmacoeconomic data provided by drug companies.113 He quotes a vice
president of managed care contracting for a U.S. pharmaceutical company as saying, 
''The sum total of the negotiations is price, price, price."114 Studies indicating that 
physicians have final authority in a quarter of health plan decisions suggests to Kleinke 
that "pharmacoeconomic analysis is indeed window dressing and that formulary 
decisions are ultimately based on price discounts obtained from the drug companies."115 

While attempts to include a cost-effectiveness criteria among U.S. public payer health 
care have failed due to opposition, countries such as Canada and Australia have long 
"maintained permanent pharmacoeconomic advisory boards to provide input to national 
authorities on drug coverage and pricing decisions."116 However, CEAs allow health care 
providers the "distinct advantage of incorporating a set of methodological standards and 
permitting meaningful comparison across diverse interventions ... convey[ing] 
information about the relative health benefits produced per dollar spent for different 
interventions using similar technology."117 Therefore, while pharmaceutical initiatives 
should secure the lowest possible acquisition price, planning should also consider the 
clinical value of drugs, by identifying and malting readily available to patients 
"cornerstone medications" which are found to be "most medically and economically 
useful'' for the targeted population.118 
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Clinic-Hospital Partnerships 

An innovative way of increasing the pharmaceutical capacity of small, independent 
clinics is to establish purchasing or donation partnerships with larger hospitals. The 1936 
Robinson-Patman Act prohibiting price discrimination between commodities of "like 
grade and quality" was amended two years later by the Non-Profit Institutions Act 
(NPIA), exempting "purchases of their supplies for their own use by schools, colleges, 
universities, f ublic libraries, churches, hospitals and charitable institutions not operated 
for profit."11 Dunlap Memorial Hospital in Ohio inquired with the Federal Trade 
Commission (FfC) about the legality of purchasing medication on the behalf of Viola 
Startzman Free Clinic under NPIA's "own use" exemption. In 2004, the FTC responded 
with the opinion that both Dunlap and Startzman were non-profit institutions entitled to 
purchase supplies under the NPIA and as long as Dunlap Memorial Hospital sold the 
pharmaceuticals to the Startzman Free Clinic at cost, there was no violation of the 
NPIA. 120 (See Appendix J for a copy of the original FfC opinion.) Samaritan Health 
Ministries appears to be utilizing this option through its purchase of generic medication 
from Seton Northwest. 

Another example is pharmaceutical donations by hospitals to clinics. Bronson Methodist 
Hospital in Michigan provides a $10,000 credit to the First Presbyterian Church Health 
Clinic, allowing the clinic to apply this credit towards medication purchase from the 
hospital. 121 These arrangements demonstrate the possibility of non-profit hospitals to 
improve the pharmaceutical access of patients at affiliated clinics while allowing patients 
to maintain medical homes at clinics. 

Recommendations 

Based on our fmdings about medication care and access, we offer several 
recommendations. First and foremost: 

• Any health care initiative targeting the uninsured or underinsured population 
should include free or low cost medication to patients. 

Secondly, pharmaceutical components of health care initiatives should include: 

• Review of pharmacoeconomic analysis literature; 

• Identification of cornerstone medication determined to be "most medically and 
economically useful" for the targeted patients (e.g. homeless, post-discharge, 
diabetes); 

• Securing of low acquisition price for prescription drugs; 

• Increase in physician initiatives to discuss medication affordability with patients 
and awareness of medication costs; and 

• Involvement of pharmacists at time of prescribing and monitoring patient health. 

Finally, there is an indirect but very useful way in which hospitals can increase 
pharmaceutical access of uninsured or low income patients in the community: 
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• Hospitals should investigate the possibility of selling medication at cost or 
awarding pharmaceutical "credit" to affiliated clinics. 

Conclusion 

The nationwide grassroots effort to provide prescription drugs reflects the urgent need for 
medication among the uninsured. It also suggests that prescription drugs can be often 
provided at low cost to patients-even those with chronic conditions. The purchase price 
of prescriptions drugs is critical to any cost-effective medication initiative, but there are a . 
limited number of ways to secure a low price for pharmaceuticals. There are also many 
restrictions placed on who may have access to low price drugs, whether through 340B 
regulations or manufacturer PAP eligibility requirements. Safety net providers in Austin 
appear to be using various combinations of strategies to secure low prices-particularly 
through PAP and bulk replacement programs-and make medication available to their 
patients. 

The uninsured who successfully enter the CHC or MAP systems have access to low-cost 
medications. However, many of the low income uninsured without access to primary 
care or with access only to smaller safety-net providers are unable to access needed 
pharmaceuticals. To the extent that eligible residents are unable to obtain care in these 
systems, the hospitals may be paying in increased care to those individuals in emergency 
rooms and on an inpatient basis. 

While medication is essential to the success of any healthcare initiative for the uninsured 
and underinsured, pharmaceuticals alone are insufficient. The key commitment required 
is that of providing basic primary care or clinic services in conjunction with cost
effective pharmaceutical assistance. To maximize the efficiency and effectiveness of the 
pharmaceutical component of any health care initiative, administrators should: (1) utilize 
pharmacoeconomic analyses, (2) identify cornerstone medication, (3) secure low 
acquisition price for medication, ( 4) encourage physician-patient conversations about 
medication affordability, and (5) involve pharmacists as part of the health care team. 
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Chapter 12. Services for People with Severe Mental Illness in 
Travis and Surrounding Counties 

by Ka.therine Barksdale, Natalie Cuccia, and Katie Ryan 

Introduction 

Providing effective services to individuals with severe mental illness (SMI) is an urgent 

issue facing Travis, Williamson, and surrounding counties. Central Texas, like many 

areas in the United States, is searching for innovative ways to serve underinsured or 

indigent people. This chapter, along with Chapter 10 on integrated care models for 

people who are less severely mentally ill, describes existing services in Travis and 

surrounding counties. Evidence of unmet needs and gaps in the community is shown, 

and potentially beneficial initiatives to reduce the cost of uncompensated care to hospitals 

are presented. 

This chapter begins with a brief discussion of the 78th and 79th sessions of the Texas 

Legislature, with an emphasis on House Bill (HB) 2292. Following are definitions of 

severe mental illness and discussion regarding its prevalence in our research area. An 

analysis of how mental illness impacts the St. David's HealthCare Partnership, relying on 

emergency room and inpatient data provided by the St. David's Community Health 

Foundation, is presented. 

Current inpatient and outpatient services are explained, specifically through the Austin 

Travis County Mental Health Mental Retardation Center (ATCMHMR) and the Austin 

State Hospital (ASH). We present a brief financial analysis of ATCMHMR, and provide 

a summary of current financial challenges to the agency. Finally, several initiatives are 

discussed, particularly those that facilitate public-private partnerships. 

78th Texas Legislature and House Bill 2292 

In 2003, faced with a $10 billion funding shortfall, in addition to cutting programs and 

reducing reimbursement to providers, the Texas Legislature approved sweeping changes 

in the organization of the state's health and human services system in an effort to save an 

additional $31 million annually.1 These changes began to be implemented in January 

2004, and involved consolidating 12 state agencies into five. The Texas Department of 

State Health Services (DSHS) was established on September 1, 2004. This included the 

administration of mental health services that had previously been part of the Texas 

Department of Mental Health and Mental Retardation. DSHS also absorbed the functions 

of the Texas Department of Health, the Texas Commission on Alcohol and Drug Abuse, 

and the Texas Health Care Information Council. 2 DSHS has both authority and provider 

functions for mental health services. It operates ten state psychiatric facilities, including 

ASH, that provide inpatient care to individuals with SMI needing intensive treatment and 
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stabilization. 3 DSHS also administers state funding and federal block grants for 
community mental health, alcohol, and substance abuse services to local agencies. 

For FY 2004, the Texas Legislature approved a TDMHMR budget of $4 billion, a 
decrease of 7 .5 percent from the previous biennium funding level. This resulted in a loss 
of $55 million per year for the state's 42 mental health centers, including $5 million for 
psychiatric drugs.4 Furthermore, 3,000 Travis County adults who had previously been 
accessing mental health services under Medicaid lost coverage after the budget cuts. 5 

Another key component of HB 2292 was the redefinition of who is eligible to receive 
services from ongoing state-funded outpatient programs. Previously, individuals with 
SMI were defined as the priority population and included adults who have "severe and 
persistent mental illnesses such as schizophrenia, major depression, bipolar disorder, or 
other severely disabling mental disorders which require crisis resolution or on-going and 
long-term support and treatment."6 The 78th Texas Legislature in 2003 redefined the 
target or priority population as adults who have schizophrenia, major depression, or 
bipolar disorder. The difference is that while level of functioning was considered 
previously, the new target population must have one of the targeted diagnoses.7 

According to the Mayor's Mental Health Taskforce, the three diagnoses of schizophrenia, 
major depression, and bipolar disorder combine to account for about 90 percent of adults 
served by the public mental health system. 8 However, the current community mental 
health system's ability to serve these clients is limited.9 

There is also a priority population of children and adolescents. It is defined as children 
between the ages of 3 and 17 with a diagnosis of mental illness who exhibit serious 
emotional, behavioral, or mental disorders, and who (1) have a serious functional 
impairment; (2) are at a high risk of disruption of a preferred living or child care 
environment due to psychiatric symptoms; or (3) are enrolled in a school system's special 
education program because of a serious emotional disturbance. 10 

Changes mandated in House Bill 2292 began to be implemented across Texas in January 
2004.11 The shift away from assessing how well a client is functioning, and towards 
considering diagnosis as the main eligibility criterion, has had troubling consequences. 
Clients who were previously receiving services through the ATCMHMR or their local 
mental health authority (LMHA) for other mental disorders are now ineligible for state 
assistance. Individuals with major depression only qualify if the Global Assessment of 
Functioning (GAF) score is 50 or less.12 In other words, the "target population" was 
greatly restricted by the 78th legislative session. In the case of major depression, 
functioning must be severely impaired in order to qualify. No other diagnoses are 
"targeted," regardless of level of functioning. 

In general, mental health advocates and service providers view the changes mandated by 
HB 2292 as problematic. The Mayor's Mental Health Task Force participants believe 
that using diagnostic category rather than functional ability to determine service 
eligibility promotes stigmatization and denies services to many individuals whose 
conditions are treatable and have a high rate of recovery.13 Sherry Blyth, Manager of 
Psychiatric Emergency Services (PES), an ATCMHMR program providing crisis and 
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other services to people with SMI, cites individuals with severe Obsessive Compulsive 

Disorder (OCD), Post-Traumatic Stress Disorder (PTSD), or any anxiety disorder to 

illustrate the problems with focusing on diagnosis over function as the criterion for 

receiving services.14 

Texas also operates nine psychiatric facilities that provide inpatient hospitalization for 

persons with SMI who need intensive short- or long-term treatment. DSHS 

appropriations for these hospitals in both 2004 and 2005 totaled $547.6 million. 15 During 

the 78th legislative session, lawmakers cut $6 million from the budget, eliminating state 

and privately funded research and training at hospitals in Austin, San Antonio, and 

Terrell.16 There was also speculation that Austin State Hospital would be privatized 

because the valuable land it sits on could then be sold, but this issue has not appeared in 

any legislative session to date. 17 A later section discusses Austin State Hospital in more 

detail. 

79th Texas Legislature 

In 2005, the Texas Legislature focused primarily on school finance reform and tax 

relief.18 Although the clear health-related priority was to restore the 2003 funding cuts to 

the Children's Health Insurance Policy (CHIP), the needs of people with mental illness 

did underscore several policy changes.19 Prior to the 78th Legislature, CHIP had covered 

mental health benefits for each enrolled child, including 60 outpatient visits and 45 

inpatient days per year.20 After the 2003 session, all mental health, dental, vision, 

hospice, and skilled nursing benefits were cut from CHIP. Some of the mental health 

benefits were reinstated due to federal requirements. There were also changes in 

eligibility requirements for families, and a 2.5 percent "across-the-board" cut to provider 

payments. 21 In 2005, because of mounting pressure to regain the federal funding match 

that was lost after the 78th session, lawmakers passed a full restoration of all the benefits 

cut in 2003. 22 

For adults, the 79th legislative session restored Medicaid coverage for marriage and 

family therapy and also counseling from licensed psychologists, professional counselors, 

and masters of social work.23 However, an authorization of coverage is far less than a 

mandate. Thus, although these lawmakers are supportive of the restoration, they have yet 

to clearly provide the necessary funding for these services in the appropriations bill.24 

Several other bills related to mental health were not passed and may be viewed as 

evidence of continued debate and sharp divisions within the Texas legislature and other 

mental health stakeholders.25 The 2005 legislative session kept in place the diagnostic 

limitations to qualify for service from community mental health services. 

Symptoms of Serious Mental IDness 

People with SMI often exhibit behaviors that make intervention and treatment difficult. 

This is particularly evident in emergency room settings where staff and other resources to 

treat individuals with mental illness patients are limited or nonexistent. Persons with 

SMI who arrive in the general medical emergency room are often in acute crisis. There is 
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usually at least one "positive" symptom present. This includes distorted perceptions, 
disorganized and confused thinking, unstable and inappropriate emotions, bizarre 
behavior, and impaired judgment. 26 In addition to positive symptoms, it is common to 
have several "negative" symptoms present most of the time in a person with SMI. These 
may include extreme dependency, deficient coping skills, vulnerability to certain kinds of 
stress, apathy, and difficulty with interpersonal relationships.27 

Serious Mental mness in Travis and Surrounding Counties 

Mental disorders fall along a continuum of severity. The most serious and disabling 
conditions are estimated to affect five to ten million U.S. adults, or 1 to 5.4 percent, and 
three to five million children ages five to 17, roughly 5 to 9 percent. 28 There is ongoing 
debate about the correct definition of SMI, but most believe people with SMI suffer from 
one of several diseases affecting the brain. The causes are probably multiple but often 
remain unknown, and although treatment may be effective, there is not always a cure. 
People with SMI are significantly functionally impaired by the illness for an indefinite 
period of time. 29 

In Travis County alone (adult population 666,606), 2004 estimates by the Community 
Action Network indicate that there were over 130,000 adults with some mental illness. 
Of these, only 22,230 were estimated to fall into the new target population served by 
ATCMHMR.30 Table 12.1 shows the estimated prevalence of mental disorders in Travis 
County. Estimates in the table may differ from those presented above and are likely due 
to the lack of consensus in the mental health community on a consistent definition of 
mental illness. For example, the previous discussion of HB 2292 and the changes in the 
population served illustrates some of the difficulties with establishing a clear definition of 
mental illness. Often, for the purposes of providing services to individuals in the public 
mental health system, defining mental illness is driven by the need to allocate limited 
resources, rather than a true medical or clinical definition of mental illness. 

Table 12.1 
Estimated Prevalence of Mental Disorders in Travis County, 

Adults 18-64 

Disorder Prevalence 2000 2005 
Anxiety Disorders 13.3% 68,652 72,035 
Mood Disorders (Depression) 7.1% 36,649 63,523 
Schizophrenia 1.1% 5,678 7,355 
All Disorders 21% 108,398 147,774 

Source: Community Action Network, Adult Mental Health. Online. Available: http://www.caction.org/ 
IssuesAreas/faqs/AMH_August2005.pdf. Accessed: February 4, 2006. 
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Discussion of Unmet Needs for Persons with Severe Mental Illness 

Hospitalization costs increase as more staff and equipment resources become necessary, 
and inpatient stays increase as patients are more frequently readmitted. Most health care 
costs are borne by the hospital system because individuals with SMI often have low 
educational attainment, and report having either no job or positions in unskilled labor 
fields. 31 Medicaid covers the costs of some individuals with SMI, but may not cover the 
true cost of treatment in a hospital. Additionally, individuals may not apply for 
government benefits because they lack trust for the system due to paranoia caused by 
their illness, or because of genuine fear based on their undocumented citizenship status. 

Some individuals also may not have the mental capacity or the social support system to 
follow the steps necessary to receive Medicaid assistance, a process considered tedious 
and daunting by service providers. The staff at Psychiatric Emergency Services copes 
daily with Medicaid issues. Sherry Blyth of PES states that 22 percent of individuals 
who receive services from ATCMHMR also receive Medicaid benefits. A social worker 
helps every individual who is seen at PES sign up for Medicaid, but no data is available 
on the clients who are rejected for Medicaid. 

Issues with obtaining Medicaid coverage for people with SMI are linked to the fact that 
SSI and Medicaid are only awarded to people who meet financial requirements and/or are 
not able to work due to their mental health "disability." Blyth indicates that it is 
generally difficult to prove that inability to work is directly linked to mental health issues, 
particularly in a society that often views mental illness as a behavioral flaw rather than an 
organic brain disease. Finally, individuals who have a co-occurring mental health and 
substance use issue are less likely to be approved for Medicaid because their inability to 
work is considered to be linked to their drug use. Blyth estimates that 60 percent of the 
clients seen at PES in a given year have a co-occurring disorder.32 Kerry Gist, Director 
of Admissions and Social Work at ASH, indicated that the number of patients who meet 
diagnostic criteria for co-occurring mental illness and substance abuse disorders ranged 
from 27 to 32.5 percent. Estimates have also suggested that approximately 70 percent of 
patients with a psychiatric disorder have substance abuse issues. 33 

In 2005, two changes to the ATCMHMR system significantly impacted the number of 
clients served. The first was the implementation by the Department of State Health 
Services of the Resiliency and Disease Management Model. Second was the 
implementation by ATCMHMR of the waiting list. 34 ATCMHMR reports indicate that 
there are currently 471 individuals on a waiting list to receive mental health services 
through the publicly funded system. Beyond Travis County, another indicator of the lack 
of services for the mentally ill is reflected in the increase in out-of-county clients seen at 
PES. In FY 2004, 294 out-of-county clients were served at PES. This number more than 
doubled to 599 in FY 2005.35 

The number of unduplicated clients served at PES was 6,067 in FY 2004, and jumped to 
6,482 in FY 2005.36 Another substantial increase is illustrated by comparing the number 
of client services provided by PES in FY 2004 and FY 2005. In FY 2004, the number of 
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services, including people who presented one or more times, was 8,197; by FY 2005, that 
number increased to 15,146 client services.37 This indicates that not only are individuals 
in need not being served but that individuals are being served at a minimal level, multiple 
times, by an already overburdened system that is costly and may interfere with services 
for other individuals. If the individuals being seen frequently at PES are also on a 
waiting list for outpatient mental health services, they may try to seek assistance in the 
hospital system, particularly an emergency room (ER) where they cannot be turned away. 

In addition to the healthcare and hospitalization costs of individuals with SMI, there are 
costs associated with providing for their basic needs that, due to the mental illness, they 
are often unable to provide for themselves. There can also be increased involvement with 
the criminal justice system, adding to the public cost of these individuals. A study by 
Pamela Diamond in 1989 found that 21 men with SMI cost San Antonio public agencies 
over $500,000 to provide them with basic support and criminal justice services for only a 
year and a half. 38 One can imagine what these costs might look like today for the 
hundreds of people with SMI in the Austin area. 

Medication compliance is crucial for individuals with SMI to maintain the ability to stay 
healthy and function without the need for intensive community intervention. In a 2001 
study in the Journal of Psychiatric Se-rvices, 31 percent of individuals with schizophrenia 
or schizoaffective disorder used medication for this illness irregularly. Thirty-three 
percent of individuals diagnosed with bipolar and 41 percent of individuals with other 
severe mental illness used medications for these diseases irregularly. In this study 
significant results were found with increased rates of hospitalization (42 percent vs. 20 
percent), lengthened hospital stays (16 days vs. 4 days) and higher hospital costs ($3,992 
vs. $1,048) for irregular users. 39 Even when issues of demographics, diagnosis, and 
baseline functioning were considered, irregular medication usage was the strongest 
predictor for hospital use and cost. These findings were mirrored in a study in April 2004 
that found that non-compliant patients were 70 percent more likely than compliant 
patients to be "medically hospitalized," causing an average increased treatment cost of 
$1,300 more per patient per year.40 

Impact on the St. David's HealthCare Partnership 

Data Limitations 

There are several limitations in the data provided by the St. David's HealthCare 
Partnership (SDHP) regarding uncompensated care. The original dataset used inpatient 
stays or emergency room visits as the unit of analysis, and the conversion into social 
security numbers (SSN) resulted in omission of about 20 percent of the original SSNs. 
This omission could be caused by several factors, but is most likely because patients give 
false information, knowingly or unknowingly, to hospital staff. Alcohol- and substance 
abuse-related mental health issues also bring substantial costs to the St. David's Hospital 
system. However, several issues are not clear from the data. Although the data is broken 
down by primary, secondary, and tertiary ICD-9 diagnosis, it is unclear how many 
patients are accessing care because of a specific mental health crisis. Furthermore, it is 
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unclear which patients who access the emergency room because of alcohol of substance 

abuse issues also have a co-occurring mental illness. Finally, examining specific costs 

associated with severe mental illness or related illnesses would require the SDHP to 

further analyze cost data to propose programs that provide targeted funding. 

St. David's Uncompensated Care 

In 2004, the St. David's HealthCare Partnership delivered more than $167 million in 

uncompensated care, primarily to the uninsured.41 This uncompensated care includes 

charity, bad debt, and the unreimbursed costs of Medicare, Medicaid, and Champus. 

Furthermore, uncompensated care has grown at a compound annual rate of 18.5 

percent.42 In 2005, the amount increased to $172 million, and is expected to be over 

$196 million in 2006.43 More than 80 percent of the care was given to patients admitted 

into the hospitals, primarily from the ER.44 Emergency room visits for the four hospitals 

in the SDHP are where the costs for treating individuals with SMI truly become apparent. 

In 1999 to 2003, substance- and alcohol-related disorders and mental disorders accounted 

for 14.73 percent of total charges among SDHP self-pay inpatients between the ages of 2 

and 64.45 The average length of stay for these patients was 3.38 days, and the average 

charge per patient was about $10,819. In total, substance-related, alcohol-related, and 

general mental health disorders resulted in 2,584 visits for the years 1999 to 2003.46 

Available data does not provide a distinction between mental disorders generally and 

SMI. Although the costs for mental health-related inpatient stays are significant, they 

make up a small portion of total SDHP costs. 

It is important to recognize the majority of the impact of SMI on the SDHP was due to 

emergency room care, as opposed to inpatient care.47 Dr. Shelley Moore, an emergency 

room physician at St. David's Medical Center in Austin, described the usual care for 

people with SMI when they arrive at the ER as "a holding situation, sometimes for 

several hours or longer, until they can be transferred to Austin State Hospital or another 

facility."48 

In 2003 and 2004, 11,050 self-pay patients requiring treatment for mental illness visited a 

SDHP emergency room.49 These patients received a primary, secondary, or tertiary 

diagnosis of one of the following: 

• Alcohol-related mental disorders; 

• Substance-related mental disorders; 

• Senility and organic mental disorders; 

• Affective disorders in any three discharge diagnosis; 

• Schizophrenia and related disorders; 

• Other psychoses; 

• Anxiety, somatoform, dissociative, and personality disorders; 

• Pre-adult disorders; 

241 



• Other mental conditions; 

• Personal history of mental disorder, mental and behavioral problems, 
observation, and screening for mental condition. 50 

One individual visited the ER 35 times in that single year, but possibly, in some cases, for 
other issues besides mental illness.51 Because St. David's does not provide inpatient 
mental health services for non-elderly individuals, it is unusual for these patients to be 
admitted specifically for mental illness. The SDHP does, however, incur inpatient 
expenses for persons with SMI at times. For example, in 2003 and 2004, the estimated 
costs for admissions into the four St. David's hospitals among 477 inpatients that were 
self-pay at least once, aged 2 to 64, and who had any mental health- or substance use
related DRG were over $3,053,465.52 DRGs are based primarily on the principal 
discharge diagnosis. Total charges for this same group of 477 inpatients for all of their 
ER visits and admissions were close to $13 million.53 

St. David's Emergency Room Procedures 

Individuals who are in a mental health crisis are usually brought to the emergency room 
by their families or EMS. All patients must be medically cleared before being transferred 
to PBS or Austin State Hospital. This process usually takes about two hours. During this 
time, the emergency room social worker or physician determines their insurance status. 
For the most part, insurance status determines where patients will go next. If they are 
under the age of 21, Seton Shoal Creek, an inpatient psychiatric facility, will admit them. 
If they are over 21 and do not have private insurance, the options are PES or ASH, 
however, ASH is only for involuntary patients. 

An Order of Protective Custody (OPC) or a Peace Officer Emergency Commitment 
(POEC) must be obtained before transferring a patient to ASH. The OPC may be 
obtained Monday through Thursday between the hours of 8 a.m. and 4 p.m., and Friday 
between 8 a.m. and 3 p.m. The social worker must fill out seven pages of documents 
and then someone, usually the social worker or an administrative assistant, must 
personally deliver the paperwork to a judge for the order and transfer to occur. The court 
cost for obtaining an OPC is $335, and is usually paid by the family. Patients who are 
transferred to ASH have their legal fees paid by the county. A patient, their family, and 
the emergency room staff can expect to wait seven to eight hours for an OPC to be 
processed. On the weekends and evenings, a POEC is used in place of the OPC. 54 It is 
important to note that traditional law enforcement methods are designed to control 
criminal suspects, and can be counterproductive when dealing with a person with SMI. 
Most officers have very little knowledge of severe mental illness, its symptoms, and how 
to keep interactions with patients from escalating. 55 

When ASH beds are not available, the patient waits in the emergency room. Daisha 
Davis, an emergency room social worker, recounted the story of a man with severe 
psychosis who waited in the emergency room for three days for an ASH bed to become 
available. By court order, emergency rooms are required to keep patients who have not 
been placed into other facilities, even though the emergency rooms do not have the 
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appropriate staff and resources to care for them. Austin Police previously provided 
transportation for patients sent to other facilities when ASH reached capacity, but this 
was discontinued in September 2005. 

A patient who voluntarily comes to the emergency room can be sent to PES. However, 
there is not a psychiatrist available on-site 24 hours a day at PES. Many patients are 
aware of this, and know how to "work the system" to get into ASH instead of PES. 
MHMR clients know that they will be assessed immediately if they go to ASH, whereas 
they may have to wait longer if they are sent to PES. More information about PES is 
presented in a later section. 

The emergency room social worker has discretion to decide what to do with an individual 
patient, and also to communicate with ATCMHMR, ASH, and other organizations on the 
patient's behalf. Still it was evident during the interview that the communications 
between the emergency room, PES, the Austin Police Department, and the Travis County 
Sheriffs Office are a stressful aspect of these cases. It is clear that tension exists among 
these entities as a result of overall system pressures which tax both emergency rooms and 
the public mental health system. 

Emergency Room Visits Associated with Mental IDness 

Data from 2003 and 2004 for the St. David's HealthCare Partnership indicate that of 
85,182 total emergency rooms visits for self-pay patients age 2 to 64, 16,350, or 
approximately 19 percent, of the visits received an ICD-9 code associated with mental 
illness in the principal, secondary, and tertiary discharge diagnosis code. 56 The data are 
inclusive of substance abuse-related mental disorders. Table 12.2 shows the most 
common ICD-9 codes among the principal, secondary, and tertiary discharge given to 
outpatients, aged 2 to 64, in the SDHP ERs.57 Many of the self-pay visits with ICD-9 
codes related to mental illness are due to some type of alcohol and drug use or abuse. 
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Table 12.2 
Most Common ICD-9 Codes Associated with Mental IDness Given in 

First, Second, or Third Diagnosis among Emergency Room Visits to St. 
David's HealthCare Partnership Hospitals, 2003-2004 

ICD-9 Codes Number of ER Visits 
(50 or more outpatients. A2es 2-64) 

Alcohol Abuse- Unspecified 1768 
Anxiety State- Unspecified 1028 
Depressive Disorder- Not Elsewhere Classified 327 
Cocaine Abuse- Unspecified 457 
Drug Abuse- Not Elsewhere Classified- Unspecified 283 
Neurotic Disorder- Unspecified 198 
Bipolar Affective Unspecified 194 
Panic Disorder 193 
Cannabis Use- Unspecified 157 
Alcohol Dep Nee- Unspecified 136 
Amphetamine Abuse- Unspecified 119 
Alcohol Abuse- Continuous 115 
Opioid Use- Unspecified 108 
Alcohol Withdrawal 103 
Drug Withdrawal Syndrome 99 
Post Concussion Syndrome 97 
Tension Headache 97 
Psychosis- Unspecified 87 
Schizophrenia - Unspecified 69 
Neurotic Depression 68 
Acute Alcohol Intoxication- Continuous 60 
Opioid Dependence-Unspecified 52 

Adapted from: Lisa Kerber, "2003-2004 St. David's HealthCare Partnership Self-Pay Emergency Room 
Patients, aged 2-64," Austin, Texas, March 6, 2006, pp. 1-27. 

Hospital Admissions Associated with Mental Illness 

In 2003 and 2004 there were a total of 5,104 inpatient stays considered self-pay at SDHP 
hospitals. A total of 1,629, or 32 percent, were given an ICD-9 code associated with 
mental illness in the principal, secondary, or tertiary discharge diagnosis.58 Table 12.3 
shows the most common ICD-9 codes (n=20 or more) among the top three diagnoses 
among inpatient stays. Similar to the ER, many hospital admissions associated with an 
ICD-9 code of mental illness were related to alcohol and substance abuse. 
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Table 12.3 
Most Common ICD-9 Codes Associated with Mental mness given in 

First, Second, or Third Diagnosis among Inpatient Stays at St. David's 
HealthCare Partnership Hospitals, 2003-2004 

ICD-9Codes 
Number of Inpatient Admissions 

(20 or more, Aees 2-64) 
Alcohol Abuse- Unspecified 220 
Cocaine Abuse-Unspecified 143 

Alcohol Dependence- Not Elsewhere Classified- 95 
Unspecified 
Alcohol Withdrawal 84 

Drug Abuse- Not Elsewhere Classified- Unspecified 62 
Alcohol Dependence- Not Elsewhere Classified- 52 
Unspecified -Continuous 
Acute Alcoholic Intoxication- Unspecified 45 

Opioid Abuse- Unspecified 38 
Delirium Tremens 37 

Alcohol Abuse- Continuous 37 

Amohetamine Abuse- Unspecified 32 

Depressive Disorder- Not Elsewhere Classified 31 

Acute Alcohol Intoxication- Continuous 31 
Anxiety State- Unspecified 28 

Bipolar Affective- Unspecified 26 

Drug Withdrawal Syndrome 20 

TOTAL 981 

Adapted from: Lisa Kerber, "2003-2004 St. David's HealthCare Partnership Self-Pay Inpatients, aged 2-

64," Austin, Texas, March 6, 2006, pp. 1-16. 

It is important to note that these are the top three ICD-9 diagnoses. A patient may not be 

visiting the emergency room or be admitted for a primary diagnosis, but further analysis 

may be able to determine to what extent co-morbidities (physical and mental) are 

associated with increased costs. ICD-9 codes are further grouped into Diagnosis Related 

Groups (DRGs). While ICD-9 is a more specific diagnosis, the DRG grouping is used to 

determine the payment associated with the diagnosis. 

Initiatives that could potentially reduce this reliance on the emergency room for mental 

health needs are discussed later in the chapter. Clearly, there is ample evidence to show 

that SDHP hospitals are impacted both by ER visits and inpatient stays from the SMI and 

less severely mentally ill populations and issues-particularly alcohol and drug use

associated with these disorders. 
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Community Resources for SMI 

Inpatient 

Treatment options are limited for persons with SMI in Travis and surrounding counties. 
Currently, there are three inpatient facilities in Austin that are equipped to treat patients 
with serious mental disorders. 

Austin State Hospital has inpatient beds reserved for the priority population who suffer 
from schizophrenia, bipolar disorder, and severe depression. Commitments to ASH from 
emergency rooms must be involuntary. ASH serves 36 counties in Central Texas, 
including all the counties relevant to this project. Funding sources include state revenue, 
third party payers, Medicare/Medicaid, and sliding-scale individual fees. 59 Austin State 
Hospital will be discussed in depth later in this chapter. 

Seton Shoal Creek has 54 beds, but until very recently has not been a resource available 
to people who are uninsured. Prior to a decision by the Travis County Healthcare District 
in March of 2006, proof of insurance was required before receiving treatment for mental 
illness at this facility. An article in the Austin American-Statesman on March 24, 2006, 
stated that the healthcare district had committed to a six-month, $500,000 contract with 
Seton and ATCMHMR to provide 16-25 inpatient admissions per month for uninsured 
patients at Shoal Creek and outpatient treatment at A TMHMR. The measure was a 
''risky commitment" and a "temporary measure to plug the bed gap" that exists in Austin, 
overburdening the Austin State Hospital. 60 This may be a resource for physicians in the 
hospital system as commitments can be made from the emergency room if a patient is 
under the age of 21. 

St. David's Pavilion is another inpatient facility in Travis County and has 20 beds 
available for the mentally ill. Pavilion services are limited to people ages 60 and older 
that are covered by Medicare or private insurance.61 

Outpatient 

Austin has many existing programs that provide essential and, in some cases, innovative 
mental health services, but the scope of the current services needs to be expanded and 
many additional services are needed. 62 

Austin Travis County Mental Health Mental Retardation Center 

Austin Travis County Mental Health Mental Retardation Center has several outpatient 
programs available to the priority population. In FY 2005, ATCMHMR provided 
services to 14,240 people in Travis County and Austin. 63 

_ 

ATCMHMR: Psychiatric Emergency Services 

Psychiatric Emergency Services is a crucial program serving persons with SMI. Located 
in Austin next to IH-35, just north of Town Lake, PES provides crisis intervention, 
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individual crisis counseling, individual and family crisis rehabilitative skills training, and 

screening and referrals to appropriate community resources and services. 

Crisis services are available to every individual who presents at PBS who is in need of 
immediate evaluation.64 A psychiatrist is on site at PBS Monday through Friday from 8 
a.m. to 5 p.m., Tuesday and Thursday from 1to7 p.m., and on call 24 hours per day.65 

On holidays and weekends, a psychiatrist comes to PBS a minimum of once per day to 
provide face-to-face services for clients meeting crisis criteria. Regardless of whether a 
psychiatrist is present, the client is always assessed by a Licensed Professional Counselor 
(LPC) or a Licensed Clinical Social Worker (LCSW) who is authorized to initiate the 
process to hospitalize the client at ASH.66 

PBS also has the Inn, a voluntary psychiatric respite program with 16 beds, and three 
emergency observation beds. People who are suicidal or homicidal are not permitted to 
enter the respite program, and the primary purpose is short-term (5 to 7 days) medication 
stabilization.67 In addition to two full-time and one part-time psychiatrist, there are 16 
other staff at PBS who provide additional services to people who are severely mentally 
ill. 

Sherry Blythe, Manager of PBS, conveyed that the majority of the clients seen at PBS do 
need on-going treatment services, which include options such as medication, case 
management, rehabilitative skills training, and/or counseling.68 Unfortunately, these 
services are limited in Travis County. If a client is assessed as an imminent danger to 
themselves or others, PBS initiates hospitalization in all cases.69 If, however, a client is 
assessed as not being at imminent risk, PBS looks for alternative solutions, including use 
of the Inn. It is accurate to say that the range of community-based services available for 
individuals who do not meet criteria for hos~italization, but who are experiencing 
psychiatric crisis or distress, is very limited. 0 

ATCMHMR: 2nd Street Clinic 

Another component of ATCMHMR is the 2nd Street Clinic, which provides psychiatric 
outpatient services, medication, and supportive services to clients with SMI. Other 
programs are a crisis line, HUD Homeless Management Information System, and 
Consumer Benefits Office (CBO). Case Management is also available for clients, and 
ATCMHMR continues to operate the Resiliency Clinic and eight additional "Best 
Practice" programs. These are the Assertive Community Treatment Team (ACT), 
Vocational Rehabilitation/Supportive Employment, a Methadone Maintenance Treatment 
Program, Oak Springs and Alameda House (for substance abuse treatment, life skills 
training, and transitional living), ANEW, CARE, and Ambulatory Detoxification.71 

In addition to the various programs through ATCMHMR, there are dozens of other 
agencies providing fragmented mental health services in the community. Over 40 
agencies worked together in 2004 to create the Mayor's Mental Health Task Force in 
Austin, which seeks to identify the strengths and gaps in the community, develop criteria 
for a mentally healthy community, and create an action plan to close the gaps.72 

However, current services for individuals with SMI continue to be provided mainly by 
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ATCMHMR, and the other local mental health authorities (LMHAs) in our ten-county 
research area. Challenges facing these agencies, particularly ATCMHMR, are discussed 
in detail later in this chapter. 

Austin State Hospital 

Background 

Construction began on the Austin State Hospital in 1857, and the first patients were 
admitted in 1861. Initially called the Texas State Lunatic Asylum, it was renamed the 
Austin State Hospital in 1925.73 ASH provides care through three service areas: adult 
psychiatric services, specialty adult services, and child and adolescent psychiatric 
services. Child and adolescent programs offer a latency unit for children ages 3 to 12, an 
adolescent girls unit, and an adolescent boys unit for ages 13 to 18.74 

ASH is responsible for delivering an array of mental health services to a 36-county area 
with a population of 3,094,115 people.75 All of the counties in the St. David's hospitals' 
service areas are included in this 36-county area. These counties are Blanco, Lee, Travis, 
Bastrop, Hays, Williamson, Burnet, Llano, Caldwell, and Fayette. 

ASH and Local Mental Health Authorities 

DSHS has designated Local Mental Health Authorities within each of the local service 
areas. LMHAs are charged with the responsibility of achieving continuity of services for 
patients from their area. 76 The appropriate LMHA first screens patients seeking 
admission to the hospital to determine the least restrictive treatment environment.77 The 
LMHAs in the 10-county CAPCO area are the following: Hill Country Community 
MHMR Center in Kerrville provides services to Blanco and Llano Counties; Bluebonnet 
Trails Community MHMR Center, located in Round Rock, serves Bastrop, Burnet, Hays, 
Caldwell, Fayette, Lee, and Williamson Counties; and Austin Travis County MHMR 
Center in Austin serves Travis County. 

If a person arrives at ASH seeking treatment without an initial screening through their 
LMHA, Austin State Hospital will conduct an emergency medical screening. This is 
done in consultation with the LMHA, and is required for the Emergency Medical 
Treatment and Active Labor Act (EMT ALA) compliance. 78 In essence, EMT ALA 
provides that patients with emergency medical conditions receive equal treatment, 
regardless of their ability to pay. 79 The ASH admissions physician has the final authorit6 
on whether to admit an individual, depending on the resources available at the hospital. 8 

For involuntary admission, the admission criteria include the presence of mental illness 
symptoms and the need for treatment for the welfare and protection of the patient or 
others.81 
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Current Status of ASH 

Costs 

Costs per patient stay at ASH have gradually declined over the past three years . . In the 
first quarter of 2003, the average cost per patient was $9,521.82 In the first quarter of 
2006, the cost is significantly lower at $7, 17 4 per patient. 83 This was the lowest cost per 
patient for all ten mental health hospitals in Texas, and far below the state average of 
$10,813.84 See Table 12.4 for cost breakdowns. 

Table 12.4 
Average Cost per Patient Served at the Austin State Hospital, 

2003 and 2006 

FY2003, FY2006, 
First Quarter First Quarter 

Average Patient Days 24 22 
Cost per Bed Day reported to the Legislative 

$384 $319 Budget Board 
Average Cost $9,521 $7,174 

Adapted from: Department of State Health Services, State Hospitals Section: Mission, Vision, Goals, and 
2006 Work Plan, p. 56. Online. Available: http://www.dshs.state.tx.us/mhreports/MhBook61.pdf. 
Accessed: February 4, 2006. 

Census 

As of November 30, 2005, ASH was at 111 percent occupancy, with an Average Daily 
Census (ADC) of 294, well beyond the Funded Census (FC) of 265.85 From June 2004 
until September 2005, the FC for ASH was steady at 301 before dropping to 265. In the 
same time period, the ADC increased from 257 to 293. ASH also reported that it reached 
capacity on 57 different occasions between September 1, 2004, and July 31, 2005, 
resulting in the need to redirect patients to other state hospitals.86 

Medications at ASH 

In November 2005, 491 ASH patients out of 620, or 79 percent, were receiving new 
generation medications, including risperidone, clozapine, olanzapine, quetiapine, 
ziprasidone and aripiprazole. 87 During the first quarter of 2006, medication costs for all 
ten psychiatric hospitals were reported to be $3,068,043 for a population of 6,261 
patients, or $490 per patient.88 However, these listed costs may not be the true costs to 
the state. Information on rebate programs or other medication programs was not made 
available to the research team. 
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Utilization 

The percentage of clients new to the ASH system during the same quarter was 47 percent, 
slightly higher than the state average of 45 percent. 89 There is a clear trend of utilization 
at ASH towards shorter stays and high patient turnover. The average length of stay at 
ASH is currently 22 days, far below the state average of 42 days.90 Increasing 
admissions significantly increases the cost of operating state mental health facilities 
because of the acute clinical needs of these patients.91 The total number of admissions in 
November 2005 was 339, and there were 341 discharges, by far the largest of the ten state 
psychiatric hospitals.92 In FY 1996, there were 1,666 admissions to ASH. By FY 2003, 
admissions had increased by 132 percent to 3,864.93 

The evidence strongly supports ASH Director Kerry Gist's assertion that ASH is moving 
away from providing long-term treatment and residential services towards acute care. 
Although ASH costs appear to be decreasing for individual patients, the rapid increase in 
admissions overall illustrates a lack of services in the community. Her ideas echo many 
of the unmet needs found by the Mayor's Mental Health Task Force: transitional 
housing, supportive employment, and more crisis and inpatient services for individuals 
with SMI. 

Austin Travis County Mental Health Mental Retardation Center 

Background 

The Austin Travis County Mental Health Mental Retardation Center was established in 
1967 by the City of Austin, Travis County, and the Austin Independent School District. 
It is neither a state agency nor a county department, but rather a publicly funded, non
profit organization.94 The purpose of this tax-exempt agency is to provide 
comprehensive mental health and mental retardation service to citizens in the Austin and 
Travis County area. 95 Sources of funding are mainly local, state, and federal grants that 
are renewed annually.96 

ATCMHMR has a nine-member board of trustees, appointed by the establishing entities, 
which governs all activities related to the center. These board members "have the 
authority to make decisions, possess the power to designate management, have the 
responsibility to si§f ficantly influence operations, and maintain primary accountability 
for fiscal matters." 7 Although ATCMHMR provides services to other populations 
besides those needing treatment for mental health needs, they are integral in providing 
services for people who are severely mentally ill. Earlier in this chapter we outlined the 
current services they offer. 

ATCMHMR Financial Data for Fiscal Years 2004 and 2005 

ATCMHMR, ASH, and other mental healthcare providers speak often of the chronic 
under-funding of services for individuals with SMI. David Evans, Executive Director of 
ATCMHMR, indicated that the center is perpetually under-funded by $1.4 million each 
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year.98 ATCMHMR also provided annual financial reports for FY 2004 and FY 2005 for 
this report. 

A brief analysis is performed below, but a more accurate picture would require several 
years of past financial reports. However, because so much of this project focuses on the 
78th Texas Legislative session in 2003, and the subsequent results of HB 2292, the 
research team examined whether those sweeping policy changes were reflected in the 
ATCMHMR' s financial reports. 

Most of ATCMHMR revenue comes from operating grants and contributions. In FY 
2005, $26,169,253 (71 percent) of total revenue was from grants and contributions, while 
$8,145,101 (22 percent) came from charges for services.99 The remaining 7 percent of 
revenue results from the sale of land or buildings, or unrestricted investment earnings. 100 

There are changes in General Fund revenue and expenditures from FY 2003 to FY 2005. 
Tables 12.5, 12.6, and 12.7 show General Fund Revenue, which is the vast majority of 
ATCMHMR revenue. We excluded the revenue from their business-type activities, 
which accounts for only $2,124,168 of the $36,721,164 revenue total for FY 2005. 101 

ATCMHMR's business-type activities are for the Capital Area Behavioral Health Care 
Corporation, New Milestone Foundations, and Tejas Behavioral Health Services, Inc. 102 

Table 12.S 
Austin Travis County Mental Health Mental Retardation Center 

General Fund Local Revenues, FY 2005 

Local Revenues Original Budgeted Amounts Actual Amounts 
City Funds $2,309,248 $2,232,551 
County Funds $2,629,482 $2,434,949 
Patient Fees $354,198 $387,184 
Tejas Behavioral $216,747 $641,785 
Rental Income $999,799 $826,571 
Title XIX HCS/MR $2,025,862 $1,848,844 
Earned Income- Medicare/Medicaid $3,305,100 $3,506,058 
Other Local Revenue $565,461 $751,817 
Total Local Revenues $12.405,897 $12,629,759 

Adapted from: Austin Travis County Mental Health Mental Retardation Center, "Annual Financial 
Report." prepared by Davis, Kinard & Co., P.C., Abilene, Tex., Year Ending August 31, 2005, p. 17. 
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Table 12.6 
Austin Travis County Mental Health Mental Retardation Center 

General Fund State Program Revenues, FY 2005 

State Program Revenues Original Budgeted Amounts Actual Amounts 
General Revenue $9,721,379 $9,678,047 
Child and Adolescent $1,826,953 $1,832,963 
New Generation Medication $1,272,813 $1,434,838 
MR-HB 1154 $78,793 $71,069 
TCOOMMI $1,180,567 $1,151,204 
Early Childhood Intervention $405,144 $394,888 
CSCD $243,976 $297,843 
DSHS- Substance Abuse $427,556 $416,740 
Family Partner $15,840 $15,840 
Total State PrUIUOUll Revenues $15.173.021 $15.293.432 

Adapted from: Austin Travis County Mental Health Mental Retardation Center, "Annual Financial 
Report," prepared by Davis, Kinard & Co., P.C., Abilene, Tex., Year Ending August 31, 2005, p. 17. 

Table 12.7 
Austin Travis County Mental Health Mental Retardation Center 

General Fund Federal Program Revenues, FY 2005 

Federal Program Revenues Original Budgeted 
Actual Amounts Amounts 

Texas Department of Health $141,538 $132,518 
Mental Health Block Grant $1,493,116 $1,508,956 
Homeless/Path Grant $459,933 $459,933 
Ryan White $300,502 $233,278 
Early Childhood Intervention $607,716 $579,396 
DSHS- Substance Abuse $1,753,326 $1,698,665 
T ANF Title XX $260,598 $260,598 
HUD SafeHaven Grant $347,910 $340,388 
HUD ANCHOR Grant $78,533 $89,138 
CDBG-YAFAC $225,000 $239,418 
HRSA $288,564 $209,392 
Texas Council for Developmental Disabilities $45,097 $49,446 
SAMHSACSAT $468,900 $590,037 
Total Federal Pro2r8Dl Revenues $6,470,733 $6,391,163 

Adapted from: Austin Travis County Mental Health Mental Retardation Center, "Annual Financial 
Report," prepared by Davis, Kinard & Co., P.C., Abilene, Tex., Year Ending August 31, 2005, p. 17. 
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For FY 2005, budgeted General Fund revenues from local, state, and federal sources 
combined was $34,109,651. The actual revenue was $34,510,596 or $400,945 more than 
ATCMHMR had originally budgeted.103 

We also looked at Unrestricted Net Assets (UNA) for ATCMHMR, including both their 
business-type and governmental activities. Unrestricted net assets are a measure of how 
well the agency can meet its ongoing obligations. These assets are the net resources 
available for spending at the end of the fiscal year. ATCMHMR UNAs have increased 
significantly from FY 2003 to FY 2005. In FY 2005 they equaled $8,849, 117, or an 11.3 
percent increase from FY 2004.104 In FY 2004, UNAs increased by $1,452,186, or 22.3 
percent from FY 2003.105 

The majority of ATCMHMR expenses are for adult mental health. Table 12.8 shows the 
breakdown of the four major expenses as a percentage of total expenses. Early childhood 
intervention, interest on long-term debt, other debt service fees, and business-type 
activities account for the remaining 11 percent of expenses for FY 2005, 6 percent for FY 
2004, and 8 percent for 2003.106 Table 12.8 indicates that, over the past three years, 
ATCMHMR is spending more of its budget on adult mental health, less on substance 
abuse treatment, and less on mental retardation. Table 12.9 compares expenses and 
revenues for adult mental health in FY 2005, and shows expenses increased more than 
revenues from FY 2004 to FY 2005.107 This means that although money flowing in from 
service charges and grants increased from 2004 to 2005, expenses increased even faster, 
resulting in a strikingly smaller amount of leftover revenue in 2005 than in 2004. This is 
clearly a worrisome trend for ATCMHMR. 

Table 12.8 
Breakdown of Austin Travis County Mental Health Mental 

Retardation Center Expenses as a Percentage of Total Expenses, 
Fiscal Years 2003-2005 

FY2003 FY2004 FY2005 
Mental Health- Adult 36% 39% 41% 
Mental Retardation 24% 21% 18% 
Substance Abuse 19% 21% 17% 
Mental Health- Children 13% 13% 13% 
Total Expenses accounted for by profU'ams above 92% 94% 89% 

Adapted from: Austin Travis County Mental Health Mental Retardation Center, "Annual Financial 
Report," prepared by Davis, Kinard & Co .• P.C., Abilene, Tex., Year Ending August 31, 2005, p. 7. 
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Table 12.9 
Expenses and Revenues for Adult Mental Health Only, 

Fiscal Years 2004-2005 

FY2004 FY2005 Change Percent Change 
Expenses $13,426,889 $14,689,064 $1,262,175 +9 
Charge for Service Revenue $3,640,161 $3,898,150 $257,989 +7 
Grants and Contributions Revenue $10,577,721 $11,184,089 $626,368 +6 
Net $790,993 $393,175 

Adapted from: Austin Travis County Mental Health Mental Retardation Center, "Annual Financial 
Report," prepared by Davis, Kinard & Co., P.C., Abilene, Tex., Year Ending August 31, 2005, p. 13. 

Total ATCMHMR expenses outgrew total revenue (3.9 percent vs. 0.6 percent) by net 
$1,102,893 in FY 2005. However, in FY 2004 expenditures decreased more than 
revenue (3.3 percent vs. 2.9 percent) by net $109,138.108 This demonstrates a directional 
consistency in that when revenues increased, so did spending, and when revenues 
decreased, spending also decreased. This trend, and the increase in unrestricted net assets 
for FY 2004 and FY 2005, reflects a sensible management strategy. However, we need 
to consider these financial reports in light of an increased demand for ATCMHMR 
services, and the increase in population growth in their service area. It is also reasonable 
to form many other conclusions from the financial reports themselves, because of our 
small sample. We will not attempt to speculate about all of the possibilities in this report. 
However, because of the overall net decrease in revenue from FY 2003 to FY 2005, it is 
fair to conclude that the ability of A TCMHMR to meet the needs of its clients also 
decreased. 

State Hospital Allocation and Impact on ATCMHMR 

DSHS, as a result of HB 2292, currently uses a trust fund system called SHAM to 
allocate bed days at the state hospital to the local mental health authorities. In 2004, 
ATCMHMR had an allocation equal to $6,819,434.109 This amount increased to 
$6,857,858 in FY 2005, but was reduced for FY 2006 by 14 percent to $5,918,329.110 

ATCMHMR considers SHAM to be an area of growing concern, and maintains that 
SHAM compliance places an "enormous burden" on the agency .111 ATCMHMR cites a 
reduction of almost 400 psychiatric beds in the county, coupled with already strained 
resources, as a "root cause" in the increased demand for their services. 112 Bluebonnet 
Trails MHMR was allocated bed days equal to $3,732,950, while Hill Country 
Community MHMR received an allocation of $940,702.113 Each time the LMHAs run 
over their allocation limit at ASH, they get charged roughly $325 for each extra patient's 
first day, and about $309 each day afterwards. 114 However, according to DSHS 
guidelines the LMHA is not required to reimburse unless all of the beds allocated to all 
LMHAs in the state hospital service are filled. In other words, it appears that LMHAs 
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within the same state hospital service area can and do utilize beds allocated to other 
LMHAs. 

For a 10-day stay the facility cost of the ASH bed is $3,415. Because of this price ASH 
can provide more services than ATCMHMR. However, there is a trade-off when trying 
to maintain this level of service, because ASH is not funded for "intensive utilization 
management and physician staffing ofbeds."115 Therefore, ATCMHMR has the 
incentive to treat as many people as possible in the community setting. 

Level of Care and ATCMHMR 

When clients arrive at Psychiatric Emergency Services, they are evaluated by a social 
worker to determine if they are eligible for ATCMHMR services. Currently, to be 
eligible for services adults must be diagnosed with major depression, bipolar disorder, or 
schizophrenia and be severely functionally impaired. Individuals in the first two 
categories may be put on a wait list if they do not fit into one of the following three 
categories: (1) already receiving Medicaid, (2) newly released from ASH, or (3) released 
from jail or prison within the last 30 days. After these categories of individuals have 
been served others from the priority population who are severely functionally impaired 
will be seen on a first-come, first-served basis until funded spots are filled, and the others 
will be put on the waiting list. 

If the person does meet these eligibility criteria, his/she is assigned a Level of Care 
(LOC) from 0-9. LOCs are also referred to as service packages. Determinations of LOC 
are based on several dimensions, with each dimension ranked one through five, or least to 
most severe, respectively. The ten dimensions ATCMHMR uses to determine LOC 
assignment are: 

• Most recent principal diagnosis; 

• Risk of Harm; 

• Support Needs; 

• Psychiatric-Related Hospitalizations; 

• Functional Impairment; 

• Employment Problems; 

• Housing Instability; 

• Co-Occurring Substance Use; 

• Criminal Justice Involvement; 

• Response to Medication Treatment. 

When the assessment is complete and the dimensions are ranked, the social worker will 
consult the LOC Decision Grid to determine which service package an individual client 
will receive. 116 Service package 1 is the least intensive LOC, with clients being 
diagnosed with schizophrenia, bipolar disorder, or major depressive disorder, and who 
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may or may not have psychotic features. 117 Service package 2 clients have major 
depressive disorder without psychotic features. 118 Service package 3 clients are 
diagnosed similarly to SP 1, but they do exhibit psychotic features and score higher on 
the dimensions.119 The most intensive LOC is service package 4. These clients have 
either schizophrenia or bipolar disorder, and score the highest on the psychiatric-related 
hospitalization dimension.120 

Level of Care 8 is the waiting list, and as of February 28, 2006, 471 eligible adults, 
assessed as individuals with severe mental illnesses, were waiting for their services. This 
waiting list is a striking example of the gap in services in Austin and the surrounding 
area, particularly for the least intensive LOC group. Table 12.10 shows the rapid 
increase in the number of clients on the LOC waitlist from March 2005 through 
December 2005. 

Table 12.10 
Estimated Behavioral Health Waiting List by Recommended Level of 

Care, March-December 2005 

Number 
Mar Apr May June July Aug Sept Oct Nov Dec of Clients 

LOC 1 10 75 137 197 250 320 377 420 440 410 
LOC2 1 10 25 49 52 55 75 90 100 80 
LOC3 1 20 46 51 80 100 110 112 100 52 
LOC4 0 1 1 1 1 1 1 1 1 0 

Adapted from: Mayor's Mental Health Task Force Monitoring Committee, "Austin Travis County 
Behavioral Health Service System," Presentation to the Health and Human Services Subcommittee of 
the Austin City Council, Austin, Texas, January 31, 2006, p. 5. 

While on the waitlist, it is important to note that clients receive no services from 
ATCMHMR at all. It may not be surprising to learn that many ATCMHMR clients visit 
the emergency room to get services more quickly. Keith Morris of ATCMHMR also 
explains that because many people with SMI become socially ostracized, they may be 
seeking human interaction from emergency room staff while waiting for their LOC 
services. Other ATCMHMR clients are aware that if they go to PES, they may have to 
wait for hours to be assessed by a social worker and psychiatrist. The reason for this is 
that clients are triaged and cases are seen according to acuity, not according to how long 
they've been waiting.121 Emergent cases are seen immediately or within one hour, while 
urgent cases are next in priority, followed by routine cases. 122 Thus, they "know the 
correct things to say'' to the ER staff in order to be transferred to ASH. 123 

LOC 0 refers to crisis clients at PES, and they cannot be placed on a waiting list. Instead, 
the goal is to provide a brief intervention in the community that will ease the crisis 
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situation and prevent the client from using more intensive services.124 Table 12.11 shows 
a summary "snapshot" of LOC assignments for ATCMHMR clients on February 28, 
2006. Because LOCs 5, 6, 7 and 9 include only 80 of all 4,143 adult clients, we did not 
include them in the table. It is also important to note that, in addition to the waitlist of 
471 on February 28, 2006, there were 101 people seeking crisis or other services at PBS. 

Table 12.11 
Summary of Level of Care Assignments for All Adult Austin Travis 

County Mental Health Mental Retardation Center Clients, February 28, 
2006 

LOCO(PES) WCl LOC2 LOC3 LOC4(ACT) LOC 8 (Wait List) 

101 2866 41 485 99 471 

Adapted from: ATCMHMR, "Adult- Summary of Level of Care as Reported via EDTS Files from 
WebCare For Clients with Completed Assessments," Austin, Texas, February 28, 2006. 

We now look at possible initiatives and programs which could potentially improve 
services for persons with SMI in Travis and surrounding counties. We will examine 
benefits of establishing a medication clinic, which may include medication adherence and 
supportive services, a crisis stabilization clinic, and telemedicine. 

Medication Clinics for Individuals with SMI 

Medication Adherence and Supportive Services 

Medication adherence may decrease costs to the hospital system. Another benefit of 
adherence is improved functioning for persons with SMI. Researcher Patrick Corrigan 
states that ''Treatment with atypical anti-psychotics has a significant effect on both 
cognitive function and insight into illness" and "is usually important for positive 
outcome."125 Yet in 1998 a meta-analysis of 34 studies on adherence found that on 
average 40 percent of individuals did not utilize their medications fully as prescribed 
increasing relapse rates and hospitalization.126 It is often assumed that non-adherence is 
related to negative side effects associated with anti-psychotic medication but, where this 
may have been a larger issue in the past, with recent advances in medications of this type 
it is no longer the case. Instead, studies have found that individuals do not adhere to 
medication regimens due to their beliefs about the severity of their disease, their ability to 
control their illness, their fear of hospitalization, inadequacies in their support networks, 
and flawed cost/benefit evaluations of treatment options. 127 Adherence can be enhanced 
by creating supportive healthcare networks for persons with SMI that explain, model, 
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coach, and support individuals with the issues related to illness and the importance of 
their medications. 

''Treatment alliances" or "Assertive Community Treatments" have been shown to be 
useful in addressing these types of supportive needs. These models use a collaborative 
and multidisciplinary approach to working with individuals with SMI. The "treatment 
alliance" model calls for "psychopharmacology along with other therapeutic 
interventions" that involves the patient in decision making as is the protocol in most 
successful chronic disease management programs. When this method is used and patient 
input is a crucial part of the treatment plan patients are less likely to drop out of 
treatment, have better medication compliance and are better able to function in daily 
life. 128 In the ACT approach the team provides treatment support such as medications, 
symptom control, rehabilitation, employment, housing, interpersonal relationships and 
other services tailored to the needs of the participant.129 

The benefits of the ACT approach with social support services, case management and 
counseling onsite over brokered (simple referral) approach documented by a number of 
leading researchers, including Robert Drake. 130 Across 25 randomized controlled trials, it 
was demonstrated that ACT substantially reduces hospital use, increases housing stability 
and moderately improves symptoms and views about quality of life. 131 Additionally, in 
an analysis of 34 high fidelity ACT programs hospitalization of clients was reduced by 78 
percent as compared with standard outpatient clinic aftercare programs. While ACT 
programs can be costly with some estimates ranging from $7 ,000 to $8,244 per patient, 
these costs have consistently been shown to be offset by substantial decreases in 
hospitalization costs.132 

Medication, though an important factor in stabilizing persons with SMI, is clearly not 
able to solve the problems of high hospitalization rates alone. Supportive services to 
enhance medication adhereD;ce and address personal/interpersonal issues is essential to 
the success of a program that reduces hospitalization. In the Texas Department of 
MHMR, ACT programs began implementation through small block grants in 1995 and 
by 1996 were required as a "best practice" for individuals with the "most severe problems 
related to their mental illness." In Fiscal Year 1999, TDMHMR budgeted $10,070,737 in 
general revenue fund toward ACT services and found that two-year outcome data showed 
a 57 percent reduction of hospital bed-day utilization.133 

ACT services can only be provided by MHMR staff with a waiver from the Department 
of State Health Services but it is unclear how many clients are able to access these 
services each year due to budget constraints. ACT services are provided for clients who 
are receiving Level of Care 4. When LOC 4 care is authorized a client can receive 11 
hours of treatment per month for 180 days. For Medicaid patients, when the LOC 4 is 
recommended but resource constraints do not allow individuals to access this service, 
they must been admitted to LOC 3 care. ACT care in Austin is maintained primarily for 
individuals in most severe need and those recently released from a jail setting. 134 

Creative ways to decrease the cost of ACT-type programs will make them more viable in 
a tight funding environment. 
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The Medication Clinic Model 

The University of Michigan and the Washtenaw Public Health Department have created a 
program partnership known as the Washtenaw County Health Organization (WCHO). 
This program addresses the needs of indigent mental health patients through an 
innovative funding and service provision model that provides full service mental health 
programs as well as supportive services while considering the importance of increased 
access to medications for individuals with SMI. Medicaid or Medicaid-like entitlement 
programs comprise nearly 80 percent of the funding that is received by Washtenaw 
County for mental health and substance abuse services. The local CMH and Substance 
Abuse systems manage state and local general funds and federal block grant dollars. 
These funds are more flexible and are meant to provide a basic mental health and 
substance abuse benefit for indigent consumers who do not qualify for any of the means
tested entitlement programs. 

General fund consumers are eligible for basic outpatient benefits that include case 
management/support coordination, psychiatric services, emergency services and inpatient 
hospitalization.135 The services provided by this funding are delineated into two main 
areas of standard and specialized teams. Standard teams provide outpatient services to 
three defined groups: youth, adults and elderly. Specialty teams provide outpatient 
options including Assertive Community Treatment, Dialectal Behavioral Treatment, 
Enhanced Community Living Services, Family and Consumer Education and Support, 
Intensive Case Management, Meds Plus Teams, Project Outreach, Supported Community 
Living, and inpatient/residential services such as Crisis Residential Services. 

The Meds Plus teams have a clinic program jointly staffed by University of Michigan 
clinicians and Washtenaw County Community Mental Health providers for patients who 
require more intensive treatment than those offered in a typical outpatient setting. The 
important features of the project include cooperation between pharmacist and social 
worker to provide adherence planning, a strong relationship with the university to provide 
a financially sustainable staffing, and socially supportive services to maintain client 
motivation and treatment adherence. This program has proven particularly effective 
because of its unique funding structure with the WCHO managing funding and 
numerous, well-functioning inpatient and outpatient programs under WCHO 
management. Julie Kuebler, M.S., R.N., N.P., coordinator of the Meds Plus program 
explained that the medication clinic was created in response to the increase in indigent 
patients in outpatient setting because of decreases in state mental health funding. The 
Meds Plus program was implemented because medication clinics have functioned well in 
the past (1960 to 1970s) when funding was amRle and cost-effective solutions were 
needed due to state funding cuts in Michigan. 1 6 

The Meds Plus clinic began as a drop-in clinic that served approximately 120 clients in 
its first year. It was open only one day a week for three hours. During this time patients 
could drop in to see a clinician privately, but while they were waiting they could 
participate in patient education groups and have an appointment with a care manager. As 
the clinic developed they found that the population was composed of higher functioning 
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individuals who required less group time and more private case management and 
counseling time. To this end, the clinic provided some time for drop-in as well as some 
scheduled appointments. 

Currently, the Meds Plus clinic is staffed by an attending psychiatrist, two to three 
psychiatric medical students, a nurse practitioner, a social worker, and an administrative 
staff person. A nurse staffs a free "Life Skills" component of the program during clinic 
hours for all ambulatory psychiatric patients in the system. This program provides 
medication education, symptom management, and adherence support along with other 
more general life skills such as money management. Ms. Keubler stated that the addition 
of this clinic to the services provided by the University of Michigan and the WHCO has 
decreased the length of inpatient stays in the medical hospital as well as in their mental 
health inpatient unit. She attributes this primarily to the fact that the service addresses the 
root issues of many "frequent flyer" patients in their healthcare system by having drop-in 
appointments and Life Skills programming. The program functions within the University 
Hospital, which makes referral of patients between ER/hospital services and psychiatric 
services department efficient. Psychiatric medications that are provided are administered 
by hospital pharmacy through financial support from state and local general funds and 
block grants administered by WCHO. 

Though Medication Clinics function at both PES and ATCMHMR, they are not able to 
provide medication for the numerous clients who remain on the waitlist each month. 
WCHO's more collaborative program may prove more realistic in the Austin-Travis 
community due to the ability to collaborate with the UT Schools of Pharmacy and Social 
Work, decreasing costs to the funder and adding valuable experiential opportunities for 
UT students. 

All UT Pharmacy and Social Work students are required to perform experiential activities 
in the form of internships and residencies. For example, some pharmacy students 
currently work at Samaritan Health Ministries in Cedar Park providing services to 
uninsured patients, including those with mental health issues, as a requirement for 
graduation from the School of Pharmacy.137 The School of Social Work internship 
placement department remains in close contact with ATCMHMR and other area LMHAs 
in order to place both undergraduate and graduate social work students in numerous roles, 
including case management positions. An internship is required of all social work 
students in order to graduate from their respective programs, with BSW degrees requiring 
480 hours of field work and MSW degrees requiring 1,020 hours of field work. 138 

Residencies and internship programs to support a medication clinic could prove an asset 
to these students and make a Meds Plus Clinic far more cost effective than a fully paid 
professional staffing structure. 

In an earlier chapter of this publication, current pharmaceutical funding programs 
available to indigent patients in the Austin community are discussed in detail. Utilizing 
the special drug funding programs known as 401B drug pricing through eligible clinics or 
institutions, along with pharmaceutical companies' assistance programs, in conjunction 
with outside staffing and support services, may prove a cost-effective means for 
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implementing a similar Meds Plus program for indigent clients in Austin. An expansion 
of the MAP (Medical Access Program) could enhance this program as well. Currently, 
the MAP program funded by the City of Austin has established that they will provide 
primary health care services, including medications, for individuals at or below 100 
percent of Federal Poverty Guidelines. 139 

In order to be eligible to receive state funds, the City of Austin is only required to cover 
individuals who make 21 percent or less of the Federal Poverty Level (FPL) and, as 
funding is reduced, it becomes increasingly difficult for individuals in Travis County 
between 21 percent and 100 percent of the FPL to access the MAP system.140 Full 
funding of this program for individuals up to 100 percent of FPL could create access to 
medication for more indigent patients who fall within these poverty guidelines. This of 
course would not answer the whole problem of medication access and adherence as 
indigent individuals from the other nine St. David's Service Areas are not eligible for the 
MAP program regardless of their financial situations.141 

Mental Health Stabilization Clinics for the Severely Mentally m 
A significant gap in Austin is crisis stabilization services for people with SMI. This 
chapter has demonstrated that individuals needing these types of services often show up 
in the ER. As discussed earlier, the costs of not treating mentally ill patients can be 
substantial for the hospital system and for society as a whole. Medication adherence can 
play a role in alleviating costs of multiple hospitalizations and increased use of inpatient 
services. When people's mental illnesses are developing but undiagnosed, or if they are 
unable or unwilling to comply with their medications, the medication clinic is not able to 
address their critical needs. These situations can quickly put a person into crisis which 
often must be managed through observation and stabilization only available in an 
inpatient setting. Due to funding constraints in the Austin-Travis County area, uninsured 
individuals can only be hospitalized involuntarily, and even then the only area provider, 
ASH, is often over capacity. Kerry Gist of ASH agrees that a crisis service that can take 
some of the overload at ASH may prove useful for clients who can be stabilized quickly 
with medication and counseling and discharged with intensive outpatient follow-up. 142 

Crisis Stabilization Clinic Model 

A Crisis Stabilization Clinic would address the issues of overflow in the Austin State 
Hospital and the extensive waiting list for ATCMHMR services with the addition of 
respite, inpatient, and residential beds. The Community Mental Health Centers Act of 
1963 mandated that communities make the necessary provisions for psychiatric 
emergency care. It was believed that accessible emergency services were needed to 
provide crisis intervention, to prevent unnecessary hospitalizations, and to attempt to 
decrease chronic dependence on institutional care. 143 Crises usually last fewer than seven 
days and have a symptom-based indication for hospital admission. The purpose of 
stabilization is control of symptoms through medications, behavioral interventions, and 
coordination with other agencies for appropriate aftercare. The major focus of 
intervention is symptom management. During stabilization, ongoing assessment, short
term focused interventions, and medication administration and monitoring of efficacy and 
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side effects are major components of the service. Social supports provided may include 
focused group psychotherapy designed to develop and strengthen self-support, 
medication adherence, and general life skills. 144 

The benefit of these types of stabilization services over inpatient hospitalization are the 
substantial decrease in cost. In a 2002 study by Wayne Fenton et. al from the National 
Institutes of Mental Health, it was found that residential crisis programs were as effective 
in producing positive mental health outcomes as psychiatric hospitalization, while being 
far more cost-effective for similar patient groups. The acute treatment costs in the crisis 
program were 44 percent lower than that of hospitalization. Six-month treatment costs 
per patient for the crisis program were $19 ,941 and for the hospitalization program were 
$25,737.145 These units, due to their short duration of stay, can be extremely useful in 
situations where a lack of bed space is an issue in communities. In one instance a four
bed crisis unit within a state hospital treated 14 percent of all patients admitted to the 
hospital. Three-quarters of patients were discharged directly back to the community and 
the average length of stay was three days. Only 18 percent of patients were re-admitted 
within the following six months. 146 

Utilizing services like these frees up resources for more severe patients, giving clinicians 
time for initial stabilization of tougher patients and financial resources to plan for 
discharge and after care. In a series of studies by W .H. Sledge in 1996, it was found that 
about 83 percent of patients who would have been hospitalized would be appropriate for 
treatment in a respite/crisis stabilization center as discussed above. 147

•
148 Of those 

individuals who were assigned to the respite/crisis program their clinical, functional, 
social adjustment, quality of life, and satisfaction outcomes were no different than those 
of hospitalized patients, but their measures of symptoms, overall functioning, and social 
functioning were better than those of hospitalized patients. Again, costs for the respite 
program were substantially lower, making the crisis stabilization/respite model a useful 
one for communities struggling to serve their population with ever-decreasing mental 
health funding. 

Due to what is currently seen as a crisis in the mental health system in Austin and 
throughout the state of Texas, funding of a program that could more cost-effectively 
move patients out of the overburdened system could be very helpful. Texas DSHS 
Mental Health Crisis Services Redesign Committee held a public hearing in Austin on 
February 16, 2006, where individuals from across the state ranging from primary care 
physicians and healthcare district heads to police officers all identified ~ lack of 
beds/slots for indigent individuals in mental health systems throughout the state. In 
Austin, an urban center where many individuals come to receive health care services, it is 
clear that more spaces are needed for the lowest cost possible. The crisis stabilization 
center, as shown above, provides a far lower cost, quicker movement through the system, 
and equality in outcomes compared to other more costly programs. 

Possible Uses for Telemedicine to Assist Individuals with SMI in Austin 

The National Mental Health Information Center states that telemedicine in an alternative 
approach that is "a relatively new innovation in health care." It allows both consumers 

262 



and providers in remote or rural areas to gain access to mental health or specialty 
expertise. Telemedicine can enable consulting providers to speak to and observe patients 
directly. It also can be used in education and training programs for generalist 
clinicians.149 Most research in the field of telemedicine so far has been in the use of 
video technology to provide services to mentally ill clients. The type of telemedicine that 
is being discussed in this section is not for actual service provision but rather for 
consultation for non-traditional mental health providers who have been thrust into this · 
role by the current lack of mental health care service in Texas. It is reasonable to assume 
that if, as research has shown, this type of telemedicine system can work for provision of 
services to mentally ill patients, it has possibilities for use in professional consultation. 
This telemedicine consultation system may prove cost-effective and useful to the cash
strapped mental health system of Travis County and the surrounding areas. 

Currently, the ATCMHMR system serves many patients from areas outside of Travis 
County. In 2005, 181 counties in Texas did not have practicing psychiatrists, making 
access for any patient difficult but particularly for indigent patients with increased 
barriers. 150 

At the Texas DSHS Mental Health Crisis Services Redesign Committee public hearing 
held in Austin on February 16, 2006, primary care physician Lisa Doggett, M.D., of 
People's Community Clinic stated that because she recognizes the inability for many 
clients to access needed mental health services due to community overload and waitlists 
of two to five months, she often does evaluations and prescribes medicines herself. 
Doggett stated that 76 percent of psychotropic medications prescribed nationwide are 
prescribed by primary care physicians. This sentiment was also supported by Shelley 
Moore, an ER physician at St. David's Medical Center, who stated that she often assesses 
and prescribes medications for mentally ill patients. Moore feels compelled to do this for 
many indigent mentally ill patients whom she knows will likely be on waiting lists for a 
very long time before they can access these services elsewhere. 151 Both of these 
physicians have stated that they must make these decisions on their own due to the lack 
of outside services for these patients and their feelings of urgency of the need. Both 
Doggett and Moore also stated that they could benefit from some better mechanism for 
consultation with a psychiatrist. 

Though telemedicine is a fairly new field it seems clear that the ability of a single 
, psychiatrist to consult with multiple physicians, using technology like webcams and 
teleconferencing, could prove a successful and cost-effective way to more accurately 
diagnose and treat patients whom they are treating anyway. In a 2001 study of the cost
effectiveness of telemedicine by Richard Wotton it was found that telemedicine can be 
used as an alternative for general practitioners referring patients to services outside of 
their office. Rather than referring, a general practitioner can retain the patient in primary 
care and manage the problem by teleconsulting the specialist. Wotton states that "a wide 
range of teleconsulting applications have been trialed in general practice in such areas as 
cardiology, psychiatry, orthopedics, and ophthalmology ... These experiments have shown 
technical feasibility, but ... [telemedicine] is immature in that relatively little information 
exists about its cost effectiveness. Where benefits to patients-for example, reduced 
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travel or quicker access to appropriate expertise--outweigh the increased costs to the 
providers, telemedicine is worth considering."152 

The possibility of telemedicine to expand services in rural communities is attractive due 
to the shareable nature of this resource. This is especially true as technical advancements 
have made sharing pictures, conferencing, and other activities more accessible and less 
expensive. The efficient use of psychiatrists' time, cutting out the need for travel, and 
multiple sites, could have an effect on costs to each organization while increasing the 
ability to serve current clients. Telemedicine could possibly serve the dual purpose of 
providing hardworking doctors with needed support while alleviating some of the 
overflow of clients in the mental health system in the St. David's service area. 

Summary 

Our goal in this chapter was to cover several issues related to providing treatment for 
severe mental illness. We first discussed recent policy changes enacted by the 78th and 
19th Texas Legislature, and the results of that legislation. There is still much debate 
regarding the most effective ways to treat individuals with SML and also on how funding 
can best be directed. Future legislative sessions will undoubtedly have many mental 
health-related issues to address. 

Symptoms of SML and also its prevalence in Travis and surrounding counties, was 
introduced, followed by a discussion of the unmet needs currently facing people with 
severe mental illness. 

With data provided by the St. David's HealthCare Partnership, we examined the impact 
of these patients on uncompensated care. Although there were limitations in the data, it 
is clear that these patients represent a significant cost to St. David's hospitals due to their 
emergency room visits and inpatient stays. We also argue that existing inpatient and 
outpatient resources, through ASH and ATCMHMR, respectively, are inadequate to deal 
with the growing number of people needing their services. Data on ASH and 
ATCMHMR services and constraints support the view of many healthcare providers we 
spoke with: that available treatment for people with SMI is under-funded, difficult to 
access, and needed desperately. 

We presented several possible solutions to ease the burden of this group of patients on the 
St. David's HealthCare Partnership. These programs included a medication clinic, a 
crisis stabilization clinic, and the use of telemedicine to better meet the needs of people 
with SMI. All of these programs have been used effectively in other areas of the country, 
and have potential for Central Texas. The call for additional inpatient and outpatient 
services is clear in Travis and surrounding counties, and implementing proven programs 
quickly can help close the gap. 

Conclusion 

Considering the current gaps in services in the Austin-Travis County area, we think the 
following potential initiatives are promising for St. David's: 
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• Partner with or support A TCMHMR to reduce waiting lists for services. 

• Partner with the UT School of Social Work and/or the Pharmacy School to 
establish a clinic that will serve SMI individuals' medication needs and well as 
provide social service support necessary to remain stabilized. We recommend 
that this clinic be integrated with the current mental health service infrastructure 
in the community. 

• Partner or provide means to increase the number of crisis stabilization beds in the 
community. 
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Chapter 13. Preventing Hospitalizations for Diabetes-Related 
Diagnoses 

by Bryan Hadley and Kristie Toscano 

Background on Diabetes Mellitus 

The American Diabetes Association forecasts that diabetes mellitus could lower 
American life expectancy for the first time in a century .1 Almost 800,000 Americans are 
diagnosed with diabetes mellitus (hereafter referred to as "diabetes") each year. In 2005, 
it is estimated that 20.8 million people in the United States-roughly 7 percent of the 
total population-had type 1 or type 2 diabetes. Of those, an estimated 6.2 million cases 
were undiagnosed.2 Those not immediately affected by the disease are likely to feel its 
ripples in the form of higher insurance premiums and taxes to support the public health 
care system as it becomes inundated. 3 Indeed, the direct medical cost of diabetes in 2002 
was estimated to be $92 billion. Indirect costs, such as lost work, disability, and 
premature mortality, were estimated to be another $40 billion.4 

Diabetes-"a disorder in which the body does not make enough insulin or does not 
properly use the insulin it produces"5-is a progressive illness that when left unchecked 
can lead to deadly complications. There are three types of diabetes: type 1, type 2, and 
gestational diabetes. Type 1 and type 2 will be considered in this chapter. Common 
complications of diabetes include vision loss, kidney failure, need for amputations, and 
cardiovascular disease. Type 1 diabetes was once commonly referred to as juvenile 
diabetes. Type 2 diabetes, which accounts for 90-95 percent of diabetes cases, was 
historically known as "adult onset diabetes" because it was typically found in adults over 
40 years old.6 An alarming trend, however, is the increasing diagnosis of Type 2 diabetes 
in teenagers and even children. This phenomenon is creating an even larger base of 
patients that will need to manage their illnesses on a daily basis for the rest of their lives. 

Diabetes has a particularly significant impact in the state of Texas. According to the 
Texas Diabetes Council, about 1.6 million Texans have diabetes, with an estimated 
350,000 undiagnosed cases.7 In addition to being ranked sixth among the top causes of 
death in the state, diabetes is also a risk factor for many serious conditions. 
Cardiovascular disease is the leading cause of death in Texas. This is significant because 
these two diseases are precipitated by a variety of the same factors. In fact, heart disease 
and stroke cause about 65 percent of deaths among people with diabetes. 8 These figures 
are crucial to the St. David's HealthCare System. As they work to identify methods by 
which they can reduce uncompensated care expenses, it is important to be aware of the 
health scenarios that most often result in acute illness and hospitalization for diabetes. 

As the number of un- and under-insured people rises, more diabetic patients will be cut 
off from care until they develop complications and are admitted to a hospital through an 
emergency room. Terri Knox, coordinator of the Diabetes Management Program at 
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South Austin Hospital, says it is harder to work with someone as an inpatient as opposed 
to someone in an outpatient management program. Inpatients are usually under stress 
and not feeling well, and are not immediately receptive to the management. She also 
believes the hospital is currently seeing more uninsured patients with diabetes than it 
used to.9 

In spite of the cost associated with the disease, diabetes can be managed over the long
term in a cost-effective way. A recent New York Times article profiled two brothers who 
have lived for over 81 years with type 1 diabetes. Io More modestly, 70 participants in a 
diabetes self-management program at People's Community Clinic (PCC) were tracked 
over the course of 12 months, and the results of this study are encouraging. On average, 
the program participants' hemoglobin Ale levels dropped 15 percent.II The National 
Diabetes Education Program writes that for diabetes care to be successful, it must be 
"continuous, proactive, planned, patient centered, and population based."I2 In this 
chapter we outline several ways in which health care systems and communities across the 
nation have helped patients with diabetes to access education and management programs 
that result in longer states of wellness. We recommend methods in which St. David's can 
extend this same kind of disease management to its uninsured diabetic patients. Finally, 
we also discuss initiatives for preventing a specific complication of diabetes, diabetic 
ketoacidosis, and explore how these may be applied by St. David's. 

Existing Resources 

As the scientific and health care communities have learned more about diabetes, they 
have developed consensus about many of the factors that lead to diabetes as well as those 
that lead to complications. This information has proven beneficial in developing 
interventions to help people with diabetes avoid devastating complications and 
precipitation of further illness. This information has been woven into standards of care 
and protocols that have been fine-tuned by organizations such as the American Diabetes 
Association and the Centers for Disease Control. 

Diabetes Management Protocols 

American Diabetes Association 

The American Diabetes Association (ADA) has established guidelines through the 
issuance of Clinical Practice Recommendations for the treatment of diabetic patients, 
including support for quality Diabetes Self-Management Education (DSME) as an 
important component of diabetes care. Their list of 10 Standards of Care includes items 
such as a requirement of providing a written curriculum for patients. This list of 
standards is based on clinically proven methods researched over two years by a task force 
with representatives from various disciplines, including pharmacists, physicians, 
registered nurses, behaviorists, and registered dieticians. This protocol has become the 
bar by which programs all over the nation are measured. Independent programs can 
apply to be officially recognized by the ADA by following these guidelines. I3 
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Centers for Disease Control and Prevention: National Diabetes Education Program 

The National Diabetes Education Program (NDEP) has taken an aggressive and 
comprehensive approach to diabetes management for the prevention of complications 
through its "team care" method. By presenting a circle of care involving policymakers, 
purchasers of health care, and various kinds of health care providers, team care is said to 
improve outcomes by providing interventions that the primary care physician alone may 
not be able to offer due to time constraints and costs. Like many diabetes management 
programs, the NDEP model aims to decrease risk of complications through early 
intervention, which is accomplished by constant surveillance of key measures and 
reporting to the team. Beyond recommending regular communication among a diabetic 
patient's different health care providers, the NDEP guidelines call for "reimbursement for 
the services of core team members proportional to their expertise and time involved in 
diabetes team care." In making this recommendation, NDEP is one of the few program 
models to address physicians' reluctance to comply with protocols due to insufficient 
reimbursement. 14 

Initiatives from Around the Country 

Designing programs based on the national protocols described above, the following 
programs have had success in delaying and even reversing complications of diabetes. 

Beth Israel Hospital (Boston) 

In this study at Beth Israel Medical Center, affiliated with Harvard Medical School in 
Boston, 43 patients admitted with a principal diagnosis of diabetes were seen by an 
individual endocrinologist, 27 were managed by an internist, and 34 were seen by a team 
made up of an endocrinologist, diabetes nurse educator, and registered dietician. The 
team met daily to review the charts of their team-based patients and gave 
recommendations to primary care providers based on their joint assessment. The patients 
seen by the team had stays that were 56 percent shorter than patients with no intervention 
and 35 percent shorter than those with individual consultation by endocrinologist.15 

Regenstrief Health Center (Indianapolis) 

This 12-month study focused on reducing risk factors for lower extremity amputations. 
Interventions included classes on foot care measures by a nurse educator, which ended 
with a patient contract to follow these measured. The contract was "enforced" through 
follow-up phone calls and postcard reminders. Patients involved in the study were 
identified through colorful medical record folders to prompt physicians to examine feet 
and continue education. These folders included foot care guidelines and patient-specific 
risk factors to guide physician intervention. At the end of the study, participants had 
statistically significant improvements in measures like foot lesions and dry skin. 
Improvements were also seen in number and severity of ingrown nails and fungal nail 
infections. Physicians were also more likely to have asked patients to perform visual foot 
exams and provide foot care education.16 
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Cedars Sinai Medical Center (Los Angeles) 

A comprehensive diabetes care program designed with a focus on preventing 
hospitalizations had diabetologists supervising a small number of highly trained nurse 
specialists who had quarterly contact with patients. A computer system that tracked 
patient appointments and exam results also issued reminders for needed exams. These 
interventions resulted in a significant improvement in HBAlc levels-down from an 
average of 12.3 to 8.1 over four years in compliant patients. The study also predicted that 
the interventions prevented 244 hospitalizations over the course of the study. 17 

Model Communities 

As in Austin, many communities find that diabetes has such an impact on its members as 
to require a community-wide approach to avoid its negative effects. For example, the 
state of North Carolina is recognized as a leader in implementing and supporting diabetes 
education efforts. Through Healthy Carolinians, a state supported ''process for 
developing community-based partnerships to improve health in North Carolina," 
community organizations are able to link with the state's resources to increase the impact 
of their individual efforts. 18 Healthy Carolinians has recognized a few programs as 
outstanding in the area of diabetes intervention. 

Three Rivers Healthy Carolinians 

The community of Windsor, North Carolina, has taken proactive steps to ensure that 
people living with diabetes can live healthier lives. The "Learning and LIVING 
BETTER Diabetes Self Management Education Workshop and Support Group" meets 
twice monthly to give participants an opportunity to learn more about their illness and 
how to prevent complications. With one monthly meeting held at the community college 
and the second at a community center, the program hosts an average of 50 participants 
per session. A trained health educator coordinates the program and provides education, 
while participants share stories and offer support to one another. 19 

Madison Community Healthy Carolinians 

Since the early 1990s, Madison County had recognized diabetes as a problem for their 
community. The consortium known as the Madison County Healthy Carolinians 
(MCHC) had experienced success in addressing other community health issues and so 
undertook the issue in 1995. Research showed many Madison residents did not 
understand the disease, and the nearest diabetes education program was too far from the 
community. Through a grant from the Kate B. Reynolds Foundation, MCHC launched 
the Madison County Diabetes Education Project. The project focused on improving 
understanding of diabetes through community classes and one-on-one counseling for 
patients with diabetes. MCHC members donated space in various parts of the county so 
that the eight-week sessions could be accessible to all. The project also provided 
physicians with training on up-to-date protocols for identifying and treating diabetes; the 
physicians in turn supported the project and referred their patients. Since the 
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implementation of the project, the diabetes mortality rate in Madison County has 
decreased by 12.5 percent, making it 36 percent lower than the state average.20 

Robeson County 

In January 1999, the inaugural class took place at the Diabetes Community Center of 
Robeson County, North Carolina. This center-open to all persons with diabetes and 
their families-teaches diabetes self-management based on American Diabetes 
Association standards. At the time it opened, Robeson County had the highest diabetes 
mortality rate in the country. Since then, the mortality rate has decreased by 18 percent, 
even though the Center continues to be the only diabetes self-management training 
program in Robeson County. 21 

Diabetes Management Resources in Austin 

Insured patients in Austin have access to diabetes management programs. The St. 
David's hospital system has a diabetes management program in each of its hospitals that 
follows the American Diabetes Association protocols. Not surprisingly, our interviews 
with coordinators and educators with diabetes management programs at Seton Hospital, 
South Austin Hospital, and People's Community Clinic revealed a lot of similarity in 
program design. (The South Austin Hospital program is virtually identical to the diabetes 
management programs at the other St. David's hospitals.22

) All these programs are 
structured around classroom teaching, one-on-one counseling with a dietician or nurse, 
and regular follow-up sessions. The classroom sessions in each of these locations cover 
the patho-physiology of diabetes in layperson' s terms, ''understanding blood glucose 
values, teaching them how to use their meter, teaching them their medication and a lot of 
time is spent on the nutrition component."23 With the exception of People's Community 
Clinic, these programs all follow the guidelines established by the American Diabetes 
Association and are certified by that organization. The Seton program differs from the 
South Austin Hospital program in that it includes counseling for pre-diabetic patients. 
The St. David's programs offer free quarterly seminars for pre-diabetics, but Knox says 
since there is not an ADA-established curriculum for pre-diabetes, those programs are 
less frequent. The program at PCC, while not certified by the ADA, seems to follow it 
very closely. 

People's Community Clinic 

People's Community Clinic provides primary care for a limited number of indigent 
patients in Austin. While not recognized by the ADA for following its protocols, the 
PCC program does adhere to them closely. For diabetic patients, PCC serves as the 
gateway to vital information about self-management, reaching medical care when needed, 
and avoiding serious complications. The PCC program is free to indigent patients, whose 
needs are otherwise not served. There, they receive lessons to gain a general 
understanding of what diabetes is and how it works in the body. Classes are available in 
Spanish and the staff works hard to get around scheduling and transportation barriers for 
patients. Physicians refer self-aware or newly identified patients, and doctors are key
they must tell patients they are damaging their health by not participating in class. 
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Physicians make referrals to the first class, where patients are asked to follow up with a 
one-on-one session. In order to encourage attendance, prescriptions are written for a 
limited number of refills so that the patient must come back to the clinic. Another 
incentive is that patients of the diabetes program will receive their meters for free and 
receive testing strips at less than 20 percent of retail cost. 24 

In 2005, 154 patients went through the introductory class. Classes of five to eight 
participants are given nutrition tips and general information, and the small class size 
allows instructors to gear the class to patients' questions and concerns. A paper 
published in the Journal of the American Diabetic Association showed progress and 
results of the program based on clinical measures. 25 A chronic disease registry is being 
implemented to chart and follow up on progress, making results easier to document. 

City of Austin Community Health Centers, Rosewood-Zaragoza Clinic 

Classes for diabetes management are offered at the Rosewood-Zaragoza Clinic. They are 
designed both for established diabetics as well as pre-diabetics, emphasizing risk factors 
and warning signs. A registered nurse who organizes the class characterizes them as 
support groups as much as anything else, and says that at each meeting there is at least 
one already-diagnosed patient with a story of visiting an emergency room. 26 This 
anecdote is consistent with national data: it is estimated that 20 percent of diabetic 
ketoacidosis patients will have multiple annual episodes. 

Seton Healthcare Network 

Seton's Outpatient Diabetes Education Program receives referral patients from all over 
Austin. With a patient list of about 100 per month, diabetes educators teach about 
gestational diabetes, pre-diabetes, and type 1 diabetes. The majority of patients, 
however, have type 2 diabetes. The program has two full-time RNs for outpatient 
education, three nurses for inpatient education, one full-time and three part-time 
dieticians, and one part-time nurse. 27 

When patients are referred they are scheduled for three different classes, which they can 
take all on one day if they must, however it is preferred that they take them on different 
days. The first class is devoted to teaching what diabetes is and what it does to the body. 
After that lesson they get a meal plan along with one-on-one interaction with a nurse and 
also with a dietician. The second session allows for more one-on-one time and also more 
lessons on nutrition management. The final group class teaches first aid for high- or low
blood sugar. It then focuses on how to prevent complications, and how important the 
HbAlc measure is.28 

Initial evaluations show that Ale levels have gone from 8.22 pre-program to 6.59 four 
months post completion, indicating that this type of intervention works. However, 
although there is capacity for more patients and Seton is currently marketing to recruit 
more patients, this program is currently open only to insured patients or those who can 
otherwise pay.29 
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Seton also has a diabetes management program through its three-clinic system which is 
available for uninsured patients. Patients at McCarthy Clinic, Kozmetzky Clinic, and 
Topfer Clinic can access this program, which has been in existence for three years, at no 
cost. The combined list of people with diabetes is about 1,100 patients. Patients receive 
one-on-one interaction with a nutritionist, nurse, and diabetes educator and also take five 
classes. The classes are given at various dates and times and are focused around the 
following topics: (1) diabetes and meal planning; (2) medication, heart healthy meal, 
preventing complications; (3) exercise and counting carbohydrates; (4) food labels and 
eating out; and (5) introduction to the "Diabetes Passport."30 

The Diabetes Passport is a concept that Karen Deckard adapted from her experience as an 
obstetric nurse when pregnant women would track various information from their 
pregnancy that they could bring to the hospital if needed. After sharing the idea with 
contacts from around the country, Deckard found a contact in Arizona to work on 
developing this concept for diabetes. After seven months of fine-tuning and getting 
stakeholder buy-in, the first Passport was given to a patient almost a year and a half ago. 
When patients enter the diabetes management program, they receive the brightly colored, 
double-sided Passport, which measures approximately 4 inches by 9 inches. They are 
given one-on-one instruction by a case manager or nurse educator on how to keep track 
of their test results and list their medications. (Most of the patients Deckard has 
encountered in the program take 8 to 15 medications.) The card has a place to check off 
which clinic and phannacy the patient uses and a chart for tracking the measures 
recommended by ADA best practices, such as HbAlc measures. The Passport is 
available in both English and Spanish and has room for two year's worth of 
information. 31 

In addition to one-on-one training, group classes, and the Diabetes Passport, the clinics 
have a PP AP specialist who works with the patient to figure if they qualify to receive free 
medications through the pharmaceutical companies. The specialist then helps to 
determine if there is a generic equivalent for those they can't receive for free; Seton has 
an agreement with HEB to provide generic medications for its patients for a $5 co-pay.32 

Seton's clinics are also piloting "point-of-care testing" for Ale levels. With new 
machinery at their disposal, nurses are able to test and give results to the physician on the 
same day, allowing for immediate intervention if needed. An informal study showed 
average starting Ale levels at 8.83 before point-of-care testing and a level of 6.8 in the 
same group after implementing the program. 33 

Expanding Access to Diabetes Education and Management Programs in 
Austin 

With guidance from the public, private, and non-profit sector methodologies, many 
organizations have developed programs that make a positive impact on the lives of 
people with diabetes, including in Austin. The challenge is that few programs in Austin 
are open to the indigent and uninsured populations. 34 The program at South Austin 
Hospital accepts insurance, and costs $576 for the occasional self-pay patient.35 Seton's 
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paid program is not affordable for uncompensated patients. 36 The Austin Travis County 
Community Health Centers offer diabetes care, but they are not as aggressive as the 
aforementioned hospital programs. There is no coordination between city clinics; 
whatever initiatives there are happen at the clinic level and they do not follow the ADA 
model closely. Rosewood-Zaragoza health center has a monthly diabetes class for its 
patients; however it does not draw specifically from the ADA model program (although it 
incorporates information from the ADA website on basic diabetes education.) 

This situation leaves a large number of uninsured patients who cannot access affordable 
diabetes education and management care. For example, patients referred to the program 
by a PCC physician have a six-week wait for an initial class. We think it is important 
that the generally accepted protocols for diabetes self-management be available to a 
broader population, particularly those low-income patients who are unable to access 
existing programs even when schedules do permit. We have identified a free-standing 
diabetes clinic and a mobile diabetes clinic as alternatives by which St. David's could 
pursue this type of intervention. 

Diabetes Clinic 

Developing a diabetes-specific clinic in Austin would address several community needs. 
First, it would alleviate some of the strain currently placed on overtaxed programs for the 
indigent and uninsured, which lack the space, staff, and time to see additional patients. 
The diabetes clinic would have a similar impact for other St. David's diabetes education 
programs. It would provide space and time for diabetes management classes without 
interfering with other health care initiatives at existing clinics. Terri Knox cited a lack of 
physical space as one of her biggest frustrations. 37 A small building with rooms for 
individual counseling as well as one where a larger group could comfortably meet would 
alleviate that frustration. A diabetes clinic would also allow more flexibility for 
scheduling classes on nights and weekends. Since the indigent population in Austin often 
cites inflexible work schedules, childcare, and transportation arrangements as constraints 
to keeping medical appointments, these additional hours would make ongoing care more 
accessible to these individuals. 

Another problem cited by existing programs in Austin is that they are currently 
functioning with a small number of staff members. The diabetes management program at 
South Austin Hospital functions with one full-time Registered Nurse (RN), two part-time 
RNs and three part-time dietitians. The indigent care education program at Seton 
employs a program manager, a nurse, a nutritionist, and a diabetes case manager. The 
outpatient program for insured patients is staffed by two full-time and one part-time RN. 
They also have one full-time and three part-time dieticians. The program at People's is 
staffed similarly. Funding a separate diabetes management clinic would involve hiring 
new staff, and referring patients to this new site would reduce the demand on staff at 
existing clinics, allowing them to see more patients for cases other than diabetes. 

It would also be cost-effective to invite students from the University of Texas at Austin 
Pharmacy School and dietician programs to work in the clinic and manage medications as 
part of their rotations. 38 A protocol defining the scope of their responsibilities could be 
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developed by the clinic's medical director, and perhaps be based on the practices of the 
pharmacist intervention program in place at local community health centers. 

Moreover, if existing spaces could be used for diabetes management, infrastructure costs 
would be limited to the cost of renting or leasing. Clinics like PCC currently cite lack of 
space as a barrier to reaching more patients, but looking outside of St. David's partner 
clinic space may prove advantageous. For instance, Planned Parenthood has a clinic at 
7th Street and Chicon that is open less than 30 hours a week. Their director of patient 
services indicated in an informal interview that they may be willing to arrange something 
equitable for PCC. 

Mobile Diabetes Care 

Developing a diabetes management clinic would allow greater numbers of patients to 
access an education program that follows ADA certified guidelines. However, one of the 
downsides of a fixed location cited by Ms. Jastrow is that it will be inaccessible for some 
patients, particularly ones that live farther away. Distance and travel arrangements are 
some of the primary reasons for missed appointments by Knox, Jastrow, and Goldsmith's 
patients. 39 For this reason, we think the notion of a mobile diabetes education clinic 
should be explored. Logistics require further investigation; however, following are some 
initial concepts for evaluation. 

Contrary to what the name implies, the mobile diabetes clinic would not be a building or 
trailer that travels around. Rather, it would be a team of professionals that specialize in 
educating persons with diabetes in nutrition, early detection of complications through eye 
and foot exams, and drawing blood for fasting blood sugars and HbAlc. St. David's or 
another entity could hire this team, consisting of an appropriate number of nurse 
educators, dieticians, and social workers. Pharmacy or Nursing School students might 
also be engaged to join this team as part of their rotations. This group would then come 
together to conduct ''diabetes days" at clinics sponsored by St. David's. 

Ranging from a bi-weekly to a monthly occurrence, these one-stop disease screening and 
management sessions could be scheduled on regular days allowing patients to plan 
transportation, work, and childcare arrangements. On diabetes days patients would have 
the option of attending one of two general group sessions available, one in the morning 
and one in the afternoon or a Spanish group session. Before and after the group sessions, 
patients could have one-on-one sessions with a nurse educator and with a dietician, who 
would continue the process of educating the patients and monitoring their progress. 
Patients whose foot exams, retinopathies, or blood work indicated more complicated 
diabetes could be contacted for follow-up care. Patients whose fasting blood sugars 
indicated a risk could be referred for diabetes or primary care. 

This mobile educators unit would require little permanent space; however, clinics which 
are already crowded may not be able to provide the minimum of three rooms required for 
group sessions, dietician visits, and nurse visits. If space did prove to be a problem, St. 
David's might enter into an agreement with the public schools nearest each of the clinics. 
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Notes on Expanding Access to Diabetes Management Programs 

While the program at People's Community Clinic has been successful, the need keeps 
growing and there are not enough slots for new patients. Increased screenings mean 
more patients are diagnosed but there is nowhere to send them. PCC makes efforts to 
refer patients to El Buen Samaritano, but it is hard for El Buen to accept chronic disease 
patients at this time, since it is such a long commitment. In order to continue to reach 
diabetic patients, PCC needs either more physical space or the resources to have weekend 
and evening appointments. We think it would have a positive impact to have the 
People's Community Clinic services available at expanded hours or days. This change, 
and allowing flexible scheduling options for the basic ADA recommended classes, would 
make the existing resources available on a broader level. With the diabetic population 
growing so quickly, it would be beneficial to reach as many patients as possible with this 
possibly life-saving information. 

The Prevalence and Cost of Diabetic Ketoacidosis 

A common hyperglycemic emergency for diabetic patients is diabetic ketoacidosis 
(DKA). Data provided by St. David's indicates that between 1999 and 2004, 882 self
pay inpatients were given a diagnosis of diabetes; 207 of those were identified as having 
diabetic ketoacidosis (see Appendix K, Table 1). These 207 represent 23.5 percent of all 
self-pay diabetic inpatients seen in that time period. The majority of these inpatients had 
a diagnosis of type 1 diabetes. Data from the Texas Health Care Information Council 
(THCIC) and Public Use Data File (PUDF) indicate that in the first quarter of 2003 
hospitals in Austin and Round Rock saw 112 inpatients for which DKA was one of the 
top three diagnoses. The majority of these patients stayed in the hospital for between 
three and eight days. An emergency room visit was the source of admission for 94 of the 
patients (see Appendix K, Tables 2 and 3). 

Current literature suggests that for approximately 20 percent of individuals with type 1 
diabetes, a hospital admission in DKA is the first manifestation of the disease.40 

Approximately 80 percent of DKA episodes occur in patients with a known history of 
diabetes, and 20 percent of patients who experience a DKA episode will have more than 
one episode per year.41 Ennis and Kreisberg put the number of 1994 hospital discharges 
that list DKA at 113,000 nationally. DKA was the primary diagnosis in 89,000 of those 
discharges. They caution that the true incidence of DKA is likely to be much higher than 
that calculated using hospital admissions, as the above numbers do not include cases of 
DKA treated in offices or emergency departments (EDs). They estimate the average cost 
of a DKA admission to be between $12,000 and $15,000 per episode. 

Precursors to DKA, such as polyuria (frequent urination), polydipsia (an abnormally 
large intake of fluid), and weight loss may be present days before DKA symptoms 
present. A common symptom ofDKA is acute abdominal pain (occurring in up to 50 
percent of patients). Other noticeable symptoms may include dehydration, dry mucous 
membranes, and an abnormally high heart rate (tachycardia).42 

A patient presenting in 
DKA may also have an altered state of consciousness, ranging from confusion and 
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restlessness to coma (the latter more frequent in patients older than 65).43 

Treatment of OKA can be intensive. Respiratory support and fluid replacement are 
essential. With more severe cases, the patient may require intubations or the support of a 
ventilator. Intravenous hydration may be necessary for at least a day. Insulin therapy is 
also required, and with it near-hourly glucose level monitoring.44 

Available literature suggests that men and women are at risk for OKA at about equal 
rates. African-American men are most likely to be hospitalized as a result of OKA, and 
also have the highest rates of death. 45

' 
46 The available Austin data is in line with these 

national trends. Almost 30 percent of the OKA patients in the THCIC and PUDF data 
are African-American. About 60 percent of the patients were Caucasian, with Hispanic 
whites accounting for about 23 percent of the total Caucasian number. 

Reducing DKA Hospitalizations 

Individuals with either type 1 or type 2 diabetes are at risk for OKA. The former are at 
risk because of the demands of their insulin regimens; the latter are susceptible to OKA 
as a result of stress, trauma, surgery, or infection. 47 Ennis and Kreisberg cite the 
interruption or discontinuation of insulin as the most common precipitating factor in 
OKA admissions nationally.48 Umpierrez and Kitabchi cite infection as the most 
common Erecipitating factor, worldwide, occurring in 30 percent to 50 percent of OKA 
episodes. 9 The majority of these infections are classified as pneumonia or urinary tract 
infection. 

The available literature and data suggest that a large portion of OKA admissions may be 
preventable. In particular, two categories of potential OKA patients can be identified as 
candidates for a program aimed at reducing OKA admissions. The first addresses 
interruption or discontinuation of the use of insulin in individuals with type 1 diabetes. 
The second addresses individuals known to have type 1 or type 2 diabetes who also have 
a history of urinary and upper respiratory tract infections. 

DKA and Insulin Interruption 

As noted above, interruption of insulin therapy is the most common precipitation factor 
for OKA admissions. The following example illustrates the types of problems that occur 
in the Central Texas concerning this issue. A South Austin Hospital patient was admitted 
in OKA after running out of insulin. This young man had been living with diabetes for 
some time, and presumed he would be safe through the night until his pharmacy opened 
and he could fill his prescription. Instead, he was in the South Austin intensive care unit 
by the time his pharmacy opened the next day. 5° Facilitating access to insulin for patients 
with type 1 diabetes will reduce their risk for insulin interruption. A program that 
provides low-income patients with insulin, or even subcutaneous insulin delivery 
systems, may reduce OKA incidence among people with type 1 diabetes who discontinue 
medication for economic reasons. 
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Among the City of Austin Community Health Centers (CHCs), two have implemented 
Drug Therapy Management Programs (modeled in part on a program at Austin's 
Blackstock Community Clinic, operated by the Family Practice residency program) in 
which clinical pharmacists work with patients whose diabetes is especially uncontrolled. 
The pharmacists at East Austin and Rosewood-Zaragoza clinics each did a residency in 
diabetes management. The patient is scheduled time with the clinical pharmacist, who 
can work with the patient on health and pharmacologic education and counseling. The 
clinical pharmacist also has prescriptive authority under the medical director. In addition 
to medications related to diabetes, fiatients may also be talcing medications prescribed for 
hypertension and high cholesterol. 1 According to the CHC' s protocols, the clinical 
pharmacist can see a patient up to two times before the patient is required to follow up 
with the physician. 52 A clinical pharmacist at the East Austin CHC said the hope is to be 
able to hire enough pharmacists to have such a program at each of the clinics. 53 

While the East Austin CHC does not have pharmacist case managers, they do have 
patient representatives who help uninsured patients obtain needed medications. This 
program consists of matching a patient to a particular drug company's program, and 
helping them navigate the application process. The application process itself can be 
cumbersome, and may not be expedient; processing an application can take up to six 
weeks. Moreover, patient applications may be turned down ''for any little reason," 
leaving the patients back where they started. 54 

Insulin can be a particularly expensive drug. Lantus is a brand preferred by Jennifer 
Smith, Pharm.D., clinical pharmacist at the East Austin CHC, because its mechanism and 
duration of action closely mimics the body's production of insulin. It also only requires 
dosing one time a day, making adherence easier than with other brands. For an uninsured 
patient, Lantus can cost $40 per bottle. Dr. Smith indicated that a patient with type 1 
diabetes might need one bottle per month, while patients with more brittle diabetes might 
require three to four times that amount of medication for adequate control. 55 

DKA and Infection 

Persons with diabetes have a generally increased risk of infection. The most commonly 
found infections are those that are found in individuals without diabetes, such as urinary 
tract infections, but due to their underlying disease process, they also develop less 
commonly found infections, with an example being infectious ulceration resulting from a 
small peripheral abrasion. Diabetes makes it harder for the body to protect against 
infection, and harder for the body to cure the infection. The presence of an infectious 
process triggers elevated blood glucose. The treatment for simple infections in people 
with diabetes is similar to the treatment for the same infection in a person who does not 
have diabetes. There are different treatment guidelines, however, for more complicated 
infections. 56 

As individuals known to have diabetes are likely to be admitted in DKA as a result of 
infection, patients at risk for either poor diabetes control or increased infections may 
require more intensive diabetes management education. These types of interventions 
may decrease the costs of personal and hospital interventions required for treatment. 
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Counseling and education specific to these symptoms and risk factors are cited by 
Umpierrez and Kitabchi as reducing DKA hospitalizations. If the standard components 
of a diabetic patient's primary care visit, or diabetes management session, included a 
discussion of identifying DKA and precipitating infections, as well as instructions for 
how to obtain immediate care for these symptoms, the St. David's hospital system may 
be able to show a decrease in DKA admissions. 

This latter suggestion requires access to immediate care for at-risk individuals. As a pilot 
program, incorporating this education into the diabetes management programs at St. 
David's hospitals, where the patients generally have insurance or out-of-pocket funds, 
may be more realistic initially. Patients in Terri Knox's classes are more likely to be able 
to seek immediate care should they identify symptoms that may be prelude to DKA or its 
precipitating infections. The People's Community Clinic diabetes education program 
may be well-suited for incorporating such education, since their patients are already 
familiar with making appointments at that facility. Efficacy of this arrangement at PCC 
would necessitate their allowing a certain number of short-notice or walk-in 
appointments for their diabetes management patients. 

Ideal candidates for such a program would be persons known to have diabetes, with one 
particular target that might be most efficacious being African-American males. Use of 
the extra education and counseling could be tracked by the frequency of use of short
noticeJwalk-in/priority appointments documented for diabetic patients. All outcomes 
should be planned to (1) document efficacy in order to build upon the program, and (2) 
incorporate a cost-effectiveness analysis of the program. 

Areas for Further Study and a Near-Term Initiative 

There are limitations to this analysis that need negotiation before we can conclude 
whether hospitalizations can be avoided, or if focusing efforts on prevention is more 
likely to be successful. Dr. Smith expressed that she thought the symptoms of DKA, and 
its precipitating causes, were effectively covered in the time the clinical pharmacist 
spends with their patient. 57 

In addition, the data we have from St. David's does not offer a narrative. For instance, 
we can see that about 9 .2 percent of the inpatients with an ICD-9 code of ketoacidosis 
also received a Respiratory System Disease diagnosis related group (see Appendix K, 
Table 4). The data also shows that none of the inpatients in ketoacidosis had a DRG 
indicating urinary tract infection (see Appendix K, Table 5). Since the DRG does not 
reflect secondary codes, more analysis is required before moving forward. If we were to 
identify patients seen multiple times for simple infections (urinary tract or upper 
respiratory infections in particular) it would be instructive to be able to audit those 
patients' charts and document risk assessment variables. This, too, presents problems, 
though, as uninsured patients may have medical records at multiple locations for similar 
events. 

While a specific action around OKA may require more data and time to develop, a 
relatively inexpensive initiative designed to prevent subsequent hospitalizations can be 
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implemented in the near-term. All St. David's Partnership Hospitals, indeed hospitals 
across the country, are affected by a March 8, 2006, policy decision made by the Hospital 
Corporation of America (HCA). This new policy, a reinterpretation of Medicare billing 
guidelines, prohibits hospitals from giving complimentary blood glucose monitors to 
inpatients after they are discharged. 58 

Being given a blood glucose meter upon discharge from the hospital may well serve the 
interests of the meter's manufacturers (since the patient is likely to continue using, and 
buying supplies for, a meter they already know how to use, rather than purchasing a 
different brand they are less familiar with) and therefore be a legitimate ethical issue for 
hospitals. (All of the outpatient diabetes management programs expect participants to 
have obtained their own meters prior to beginning the curriculum.) The meters did 
provide continuity of care during a stressful time for diabetic patients, some of which 
may have just learned of their diabetic status while others may have endured several days 
of intensive health care. Regardless of the nature of the admission, the patients must 
begin acting in accordance with the principles of diabetes management quickly upon 
discharge. While we can assume many patients can obtain their own meters and test 
strips after discharge, elderly and indigent patients may lack practical support for doing 
so. Such patients would make appropriate candidates for a glucose starter kit subsidy 
from the St. David's Community Health Foundation. 

A more thorough evaluation of costs and brands may produce slightly different cost 
projections, but this is still a small investment (particularly since the patient is already in 
the hospital and already being seen by a diabetes educator or dietician prior to discharge). 
On April 19, 2006, at the H.E.B. grocery store at 40th and Red River, the cheapest 
glucose meters on display began at $39.99, though Terri Knox reports a generic brand as 
low as $18. Test strips for the meters were available in quantities of 50 or 100, ranging in 
cost from $46.50 ($.93 per strip) to $84.18 ($.85 per strip). The same day, at a 
Walgreen's pharmacy at 45th Street and Guadalupe (a pharmacy used by Medical 
Assistance Program patients seen at the city CH Cs), displayed meters were more 
expensive at $69.99, and test strips ranged from $.88 to $1.06 per strip for a package of 
50 or .$98 per strip for a package of 100 strips, and $.94 per strip for a package of 102. 

Even assuming a rate of 20 patients per month being discharged with a full subsidy for a 
meter and 50 test strips to get them started (though by Knox's estimate, 20 is an 
overestimation for the number of diabetes-related self-pay inpatients, and it is reasonable 
to assume some patients may be scaled to pay a portion of the meter themselves), the 
yearly cost for meters, assuming a cost of $19 .99 per meter, would be about $4, 797 .60. 
Providing each patient with 15 test strips, assuming a price of $.85 per strip, would cost 
$3,060. The total cost for fully subsidizing a meter and 15 test strips for 240 patients a 
year would be $7 ,857 .60. This is well below the Ennis and Kreisberg estimate for the 
cost of a single DK.A admission. 

Evaluation 

The programs we have outlined have the same goal in mind: improving the health of low
income diabetic patients in Austin, thereby reducing uncompensated care costs to St. 
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David's. Since they both work towards this goal, we propose a similar basis for 
evaluation including diagnostic exam outcomes, number of exams received by patients, 
numbers of patients and length of participation in program, and program costs. 

The standard guidelines for monitoring diabetics' health involve blood glucose levels. 
The hemoglobin Ale is a way to see how the level performed over a three-month period. 
We propose tracking HbAlc levels of patients before and after an 18-month study to see 
if interventions have made an overall improvement in the population's levels. We will 
also monitor individual patients to track patterns and fluctuations with a focus on linking 
them to certain interventions or types of interventions. 

Secondly, we propose evaluating the program based on accessibility-whether or not 
patients are able to take advantage of the program. Tracking appointments (or sign-ins) 
made versus appointments kept, with special attention to numbers of patients taking 
advantage of follow-up appointments, is one clear method. Evaluators could then 
compare the numbers across clinics to begin to identify locations or hours of operation 
that are more accessible and convenient for patients. 

Our proposed evaluation would go on to count how many HbAlc tests were performed. 
In the same way, we would count how many foot exams and eye exams have been 
administered by our program and by outside providers (based on patient self-reporting). 
Patient self-reporting will play a large roll in the way the program would be evaluated, 
with all patients being asked to fill out a short questionnaire. This confidential survey 
would ask patients to report visits to outside providers, inpatient stays, and emergency 
room visits. The survey, which should be made available in English and Spanish, would 
also have a qualitative component, checking patients' satisfaction with the program and 
the services provided. A similar instrument could also be used to track pre- and post
participation knowledge or understanding of key issues such as how diabetes affects the 
body, what to look for on food labels, and what screenings are important. These surveys 
could help to show whether the program is making an impact on patients' quality of life 
and could also point out areas for improvement or continued emphasis. 

A final measure for evaluating the program could be a cost analysis. While it would be 
difficult to quantify real inpatient savings, St. David's could conduct a cost comparison 
between its program and those of selected programs in similar communities across the 
country. Seton's Diabetes Education Program and even the PCC program would be 
natural choices, while programs in Aorida, California, and Indiana could also be included 
in this peer group. Evaluators could review numbers of patients seen, number and results 
of exams, and determine whether St. David's is spending a proportional amount. This 
information could possibly then be used as a cost-effectiveness analysis, using above 
outcomes such as HbAlc, hospital admissions, and emergency department visits as 
outcomes. 
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Appendix A. Methodology for Using St. David's HealthCare 
Partnership Data, 1999-2004 

by Iisa Kerber, Ph.D. 

Background and Purpose 

Many of the findings presented in these chapters derive from analyses of hospital data 
from St. David's HealthCare Partnership (SDHP). Analysis of the hospital data assisted 
the faculty in planning the course. Data analysis also assisted the Policy Research Project 
(PRP) participants in choosing issues and programs to explore and in formulating 
potential community initiatives to reduce the cost of uncompensated healthcare in Central 
Texas. 

Data 

Two main sets of SDHP data were used to provide information to the PRP class: (1) data 
with inpatient stay or emergency room (ER) visit as the unit of analysis, and (2) data with 
Social Security Number (SSN) as the unit of analysis. The "SSN'' dataset was created 
using the "stay/visit" data. 

All of the data used in the analysis of SDHP data derive from the UB-92 billing form 
used by hospitals affiliated with St. David's HealthCare Partnership. In the "stay/visit 
dataset, some cases represent stays by people who were classified as inpatients at SDHP 
hospital from 1999 to 2004. An inpatient is a patient who receives lodging and food as 
well as treatment. The term inpatient includes only acute care, no psychiatric or 
rehabilitation. Other cases represent emergency room visits by outpatients who were not 
admitted to the hospital. Because each case represents a stay or ER visit for which a 
patient was billed, it is possible that multiple cases represent a single person who stayed 
at or visited a hospital more than once. 

The PRP quickly realized that it would be beneficial to analyze the data by looking at 
specific patients over time in addition to stays over time. Hence, a new data set was 
created with Social Security Number (SSN) as the unit of analysis. In this "SSN'' data, 
SSN serves as a proxy for patient. 

Many of the analyses use data from specific years rather than all six years (1999-2004) 
because the variables and groups (inpatient, outpatient) represented in the data differed 
over the six years. Table 1 describes the sample of the "stay/visit" data by year. This 
dataset includes only inpatient stays and ER visits by people aged 2 to 64 at the time of 
the stay or visit. All stays and ER visits were considered "selfpay." 
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Table 1. 
Number of SDHP Inpatient Stays and ER Visits by Selfpay Patients 

Aged 2 to 64, by Year 

Inpatient Stays Emergency Room Visits 
1999 1,794 -
2000 1,892 -
2001 1,957 -
2002 3,046 -
2003 2,316 44,235 
2004 2,788 40,947 
Total 13,793 85,182 

Table 2 shows the distribution of inpatient admissions among the six hospitals in the St. 
David's HealthCare Partnership. 

Table 2. 
Number and Percent of Inpatient Stays among SDHP Hospitals, 

1999-2004 

n Percent 
South Austin HosDital 4,595 33% 
St. David's Medical Center 4,211 31% 
North Austin Medical Center 2,412 17% 
Round Rock Medical Center 2,314 17% 
St. David's Pavilion 186 1% 
St. David's Rehabilitation 75 1% 
Total 13,793 100% 

Table 3 describes the sample of the "SSN" data by year or group of years. The original 
dataset with stay or ER visit as unit of analysis was converted so that SSNs became the 
unit of analysis. Unknown or nonexistent SSNs were omitted from dataset. About 20 
percent of original SSNs were missing for inpatient data. About 9 percent of original 
SSNs were missing for outpatient data. Other SSNs, or patients, were also deleted from 
dataset: anyone under age 2 at first stay, anyone 65 or older at first stay, and anyone with 
a missing age at first stay (n=2). While the stay/visit data includes only stays or ER visits 
considered selfpay, the SSN data includes patients who were once considered selfpay in 
during the years represented in the analysis. Table 4 shows the number of inpatients who 
had specific payers at least once from 1999 to 2004. 
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Table 3. 
Number of SDHP "Patients" Aged 2 to 64 Who Were Selfpay 

at Least Once, by Year and Groups of Years 

At Least Once Durin2 Year 

Inpatients Emer2encv Room Patients 
1999 1,360 
2000 1,456 
2001 1,533 
2002 2,268 
2003 4,513 
2004 2,192 

1999-2003 9,050 
1999-2004 10,961 46,549 
2003-2004 6,312 

Note: Unit of analysis is SSN; SSN is a proxy for patient. 

Table 4. 
Number of SDHP ''Inpatients" Aged 2 to 64, Who Were Selfpay at Least Once, 

with Stays Covered by Specific Payers at Least One Time during Five-Year Period, 
1999-2004 

Selfoav 10,961 
Medicaid 1,291 
Private insurance, PPO, HMO 1,104 
Medicare 221 
Other ~overnment 179 

Other 23 

Note: SSN served as proxy for inpatient. 

Table 5 shows the number of times that the inpatients were admitted during the years 
1999 to 2004. Eight-two percent of inpatients were admitted only once to any SDHP 
hospital. 
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Table 5. 
Number of Times that Inpatients Aged 2 to 64, Who Were Selfpay at Least Once, 

Were Admitted to an SDHP Hospital, 1999-2004 

n Percent 
1 time 8,934 82% 
2 times 1,366 12% 
3 to 5 times 560 5% 
6 or more times 101 1% 
Total 10,961 100% 

Note: Unit of analysis is "inpatient." 

For Chapter 8, "Respite for the Homeless," homeless people were identified using a 
database representing all inpatient stays by homeless people in 2002-2005 (n=453). Tom 
Coefield, Director of Planning at the St. David's HealthCare Partnership, identified 
homeless people by pulling "no address" and homeless shelter addresses from his full 
2002-2005 database. The SSNs from the 2002-2005 dataset (n=453) were then identified 
and applied to data of inpatients, aged 2 to 64, who were admitted from 1999 to 2004. 
Some 246 SSNs matched. The data is based on stays not SSNs, or inpatients. Because of 
the limitations involved in constructing this dataset, it does not include all homeless 
inpatients. 

Identifying and Grouping Diagnoses 

ICD-9-CM Codes 

The datasets included only the principal, and the secondary and tertiary diagnoses when 
available, given to each patient. The principal diagnosis is the primary disease or 
condition for which the patient was hospitalized or treated. The coding of diagnoses is 
based on the International Classification of Diseases, 9th Revision, Clinical Modification 
(ICD-9-CM). The ICD-9-CM is required for reporting diagnoses and diseases to all U.S. 
Public Health Service and Health Care Financing Administration programs. Using the 
International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-
CM), staff at each hospital code up to about 27 diagnoses on hospital billing records. 
Capturing the first three diagnoses allows us to have the complete record of diagnosis for 
about 7 5 percent of patients. 1 

In this PRP publication, Staphylococcus Aureus was defined using ICD-9-CM codes. 
Staphylococcus aureus (Staphylococcus pyogenes) is pyogenic, an opportunistic 
pathogen and responsible for a range of infections including severe sepsis, pneumonia, 
endocarditis and soft tissue infections. 2 Staphylococcus aureus, in the analyses, include 
these ICD-9-CM codes: 

• '03811' staphylococcus aureus, septicemia 

• '04111' staphylococcus aureus 
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• '48241' staphylococcus aureus, pneumonia. 

To better understand patterns of diagnosis, I used the groupings of Clinical Classification 
Software (CCS). The CCS is a tool, developed by the Agency for Health Care Research 
and Quality, which groups these diagnosis codes into clinically meaningful categories of 
similar conditions. CCS compresses over 12,000 diagnosis codes of the ICD-9-CM into 
about 300 mutually exclusive categories.3 

In the chapter on mental health, some of the analyses define mental illnesses using the 
CCS groupings. See Table 6 for a description of these groupings. In the chapter on 
diabetes, some of the analyses define diabetes using CCS groupings. Table 7 shows the 
groupings used for diabetes. 

Diagnosis Related Groups 

Some of the analyses used Diagnosis Related Groups (DRG). The DRG system 
organizes ICD-9-CM diagnosis and procedure codes into a complex, comprehensive 
system based on a few simple principles. Understanding and working with the DRG 
system enables providers to recover the appropriate payment for services rendered, which 
is consistent with the intent of the federal government in devising the DRG system for all 
Medicare inpatients. A DRG is one of about 500 currently valid groups that classify 
patients into clinically cohesive groups that demonstrate similar consumption of hospital 
resources and length-of-stay patterns. DRGs are assigned using the principal diagnosis, 
up to eight additional diagnoses, the principal procedure and up to five additional 
procedure codes, and age, sex, and discharge status. One DRG is assigned to each 
inpatient stay. 

The chapter on mental health used the DRG groupings shown in Table 8. Some of the 
analyses in this report may use a variable that combined some of the DRGs. Values were 
recoded to combine age groups and patients with or without complications. See Table 9 
for a description of the recoding. Some of the chapters in the publication combine DR Gs 
for specific illnesses: 

• Diseases of the respiratory system 

• Cardiac Valve Procedures 

• Disorders of the Circulatory System 

• Amputations 

• Amputation of lower limb for endocrine, nutritional and 
metabolic disorders 

• Diabetes 

• Diseases and Disorders of the Kidney and Urinary Tract 

• Renal Failure 

• Admit for Renal Dialysis 
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Estimating Costs and Charges 

Costs were estimated for inpatient stays using the DRG codes, a weight for each DRG 
code, and Standard Dollar Amounts. Inpatient hospital services are reimbursed in 
accordance with the Texas-based Diagnosis Related Group Prospective Payment System. 
Hospitals are grouped into peer groups and a separate standard dollar amount per case is 
calculated for each group using the average base year payment per case in each hospital 
after adjusting this payment by a case mix index (the hospital-specific average relative 
weight) and a cost-of-living index. For hospitals whose per case standard dollar amount 
is less than $1,600, a minimum standard dollar amount of $1,600, to which a cost-of
living index is not applied, is established. 

The peer groups are separated by $100 increments. If a group has fewer than 10 cases in 
a specific DRG, hospitals within that group are placed into the nearest group with at least 
10 such cases. A relative weight (the arithmetic mean of the dollars for a specific DRG 
divided by the arithmetic mean of the dollars for all cases) is calculated for each DRG 
and applied to all groups. A hospital is reimbursed by multiplying the standard dollar 
amount established for its group by the appropriate relative weight. 

St. David's HealthCare Partnership staff provided the PRP with the Standard Dollar 
Amounts (SDA) from North Austin Medical Center, South Austin Hospital, Round Rock 
Hospital, and St. David's Medical Center. The St. David's Pavilion and St. David's 
Rehabilitation Center do not accept Medicaid. Therefore, stays at these facilities were 
not included in estimating costs. 

Costs were estimated by multiplying the weight for each DRG by the SDA for each 
hospital where the stay took place and for each year in which the stay occurred. At the 
time of the analyses, the SDA was not available for state fiscal year October to August 
2005, so costs for stays from October to December 2004 were estimated using the SDA 
of fiscal year 2004. Because the estimated costs are based on Medicaid reimbursements, 
the estimated costs are an underestimate of the actual costs. 

Estimated Costs Associated with DRGs among selfpay inpatients aged 2 to 64 at St. 
David's Medical Center, South Austin Hospital, Round Rock Medical Center, North 
Austin Medical Center for the years 1999-2004 were $67,126,643. The mean estimated 
cost per stay, or average, was $4,962. Total charges for all stays among selfpay 
inpatients aged 2 to 64 at all six hospitals were $204,147,823. 

Table 6. 
Clinical Classification Software (CCS) GROUPINGS ofICD-9-CM Codes 

Used in Analyses Related to Mental Health* 

66 Alcohol-related mental disorders 
'2910 I DELIRIUM TREMENS 
'2911 I ALCOHOL AMNESTIC SYND 
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'2912 I ALCOHOLIC DEMENTIA NEC 
'2913 I ALCOHOL HALLUCINOSIS 
'2914 I PATHOLOGIC ALCOHOL INTOX 
'2915 I ALCOHOLIC JEALOUSY 
'2918 I ALCOHOLIC PSYCHOSIS NEC 
'29181' ALCOHOL WITHDRAWAL 
'29189' OT ALCOHOL PSYCHOSIS 
'2919 I ALCOHOLIC PSYCHOSIS NOS 
'30300' AC ALCOHOL INTOX-UNSPEC 
'30301' AC ALCOHOL INTOX-CONTIN 
'30302' AC ALCOHOL INTOX-EPISOD 
'30303' AC ALCOHOL INTOX-REMISS 
'30390' ALCOH DEP NEC/NOS-UNSPEC 
'30391' ALCOH DEP NEC/NOS-CONTIN 
'30392' ALCOH DEP NEC/NOS-EPISOD 
'30393' ALCOH DEP NEC/NOS-REMISS 
'30500' ALCOHOL ABUSE-UNSPEC 
'30501' ALCOHOL ABUSE-CONTINUOUS 
'30502' ALCOHOL ABUSE-EPISODIC 
'30503' ALCOHOL ABUSE-IN REMISS 

67 Substance-related mental disorders 
'V1582' HX TOBACCO USE 
'2920 I DRUG WITHDRA w AL SYNDROME 
'29211' DRUG PARANOID STATE 
'29212' DRUG HALLUCINOSIS 
'2922' PATHOLOGIC DRUG INTOX 
'29281' DRUG-INDUCED DELIRIUM 
'29282' DRUG-INDUCED DEMENTIA 
'29283' DRUG AMNESTIC SYNDROME 
'29284' DRUG DEPRESSIVE SYNDROME 
'29289' DRUG MENTAL DISORDER NEC 
'2929 I DRUG MENTAL DISORDER NOS 
'30400' OPIOID DEPENDENCE-UNSPEC 
'30401' OPIOID DEPENDENCE-CONTIN 
'30402' OPIOID DEPENDENCE-EPISOD 
'30403' OPIOID DEPENDENCE-REMISS 
'30410' BARBITURAT DEPEND-UNSPEC 
'30411' BARBITURA T DEPEND-CONTIN 
'30412' BARBITURAT DEPEND-EPISOD 
'30413' BARBITURAT DEPEND-REMISS 
'30420' COCAINE DEPEND-UNSPEC 
'30421' COCAINE DEPEND-CONTIN 
'30422' COCAINE DEPEND-EPISODIC 
'30423' COCAINE DEPEND-REMISS 
'30430' CANNABIS DEPEND-UNSPEC 
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'30431' CANNABIS DEPEND-CONTIN 
'30432' CANNABIS DEPEND-EPISODIC 
'30433' CANNABIS DEPEND-REMISS 
'30440' AMPHETAMIN DEPEND-UNSPEC 
'30441' AMPHETAMIN DEPEND-CONTIN 
'30442' AMPHETAMIN DEPEND-EPISOD 
'30443' AMPHETAMIN DEPEND-REMISS 
'30450' HALLUCINOGEN DEP-UNSPEC 
'30451' HALLUCINOGEN DEP-CONTIN 
'30452' HALLUCINOGEN DEP-EPISOD 
'30453' HALLUCINOGEN DEP-REMISS 
'30460' DRUG DEPEND NEC-UNSPEC 
'30461' DRUG DEPEND NEC-CONTIN 
'30462' DRUG DEPEND NEC-EPISODIC 
'30463' DRUG DEPEND NEC-IN REM 
'30470' OPIOID/OTHER DEP-UNSPEC 
'30471' OPIOID/OTHER DEP-CONTIN 
'30472' OPIOID/OTHER DEP-EPISOD 
'30473' OPIOID/OTHER DEP-REMISS 
'30480' COMB DRUG DEP NEC-UNSPEC 
'30481' COMB DRUG DEP NEC-CONTIN 
'30482' COMB DRUG DEP NEC-EPISOD 
'30483' COMB DRUG DEP NEC-REMISS 
'30490' DRUG DEPEND NOS-UNSPEC 
'30491' DRUG DEPEND NOS-CONTIN 
'30492' DRUG DEPEND NOS-EPISODIC 
'30493' DRUG DEPEND NOS-REMISS 
'3051 I TOBACCO USE DISORDER 
'30510' TOBACCO ABUSE-UNSPEC 
'30511' TOBACCO ABUSE-CONTINUOUS 
'30512' TOBACCO ABUSE-EPISODIC 
'30513' TOBACCO ABUSE-IN REMISS 
'30520' CANNABIS ABUSE-UNSPEC 
'30521' CANNABIS ABUSE-CONTIN 
'30522' CANNABIS ABUSE-EPISODIC 
'30523' CANNABIS ABUSE-IN REMISS 
'30530' HALLUCINOG ABUSE-UNSPEC 
'30531' HALLUCINOG ABUSE-CONTIN 
'30532' HALLUCINOG ABUSE-EPISOD 
'30533' HALLUCINOG ABUSE-REMISS 
'30540' BARBITURATE ABUSE-UNSPEC 
'30541' BARBITURATE ABUSE-CONTIN 
'30542' BARBITURATE ABUSE-EPISOD 
'30543' BARBITURATE ABUSE-REMISS 
'30550' OPIOID ABUSE-UNSPEC 
'30551' OPIOID ABUSE-CONTINUOUS 
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'30552' OPIOID ABUSE-EPISODIC 
'30553' OPIOID ABUSE-IN REMISS 
'30560' COCAINE ABUSE-UNSPEC 
'30561' COCAINE ABUSE-CONTINUOUS 
'30562' COCAINE ABUSE-EPISODIC 
'30563' COCAINE ABUSE-IN REMISS 
'30570' AMPHETAMINE ABUSE-UNSPEC 
'30571' AMPHETAMINE ABUSE-CONTIN 
'30572' AMPHETAMINE ABUSE-EPISOD 
'30573' AMPHETAMINE ABUSE-REMISS 
'30580' ANTIDEPRESS ABUSE-UNSPEC 
'30581' ANTIDEPRESS ABUSE-CONTIN 
'30582' ANTIDEPRESS ABUSE-EPISOD 
'30583' ANTIDEPRESS ABUSE-REMISS 
'30590' DRUG ABUSE NEC-UNSPEC 
'30591' DRUG ABUSE NEC-CONTIN 
'30592' DRUG ABUSE NEC-EPISODIC 
'30593' DRUG ABUSE NEC-IN REMISS 

68 Senility and organic mental disorders 
'2900 I SENILE DEMENTIA UNCOMP 
'29010' PRESENILE DEMENTIA 
'29011' PRESENILE DELIRIUM 
'29012' PRESENILE DELUSION 
'29013' PRESENILE DEPRESSION 
'29020' SENILE DELUSION 
'29021' SENILE DEPRESSIV 
'2903 I SENILE DELIRIUM 
'29040' ARTERIOSCLER DEMENT NOS 
'29041' ARTERIOSCLER DELIRIUM 
'29042' ARTERIOSCLER DELUSION 
'29043' ARTERIOSCLER DEPRESSIVE 
'2908 I SENILE PSYCHOSIS NEC 
'2909 I SENILE PSYCHOT COND NOS 
'2930 I ACUTE DELIRIUM 
'2931 I SUBACUTE DELIRIUM 
'29381' ORGANIC DELUSIONAL SYND 
'29382' ORGANIC HALLUCINOSIS SYN 
'29383' ORGANIC AFFECTIVE SYND 
'29384' ORGANIC ANXIETY SYND 
'29389' TRANSIENT ORG MENTAL NEC 
'2939 I TRANSIENT ORG MENTAL NOS 
'2940 I AMNESTIC SYNDROME 
'2941 I DEMENTIA IN OTH DISEASES 
'29410' DEMENTIA IN OTH DISEASES W/O BEHA VRAL 
'29411' DEMENTIA IN OTH DISEASES W/BEHAVIORAL 

303 



'2948 ' ORGANIC BRAIN SYND NEC 
'2949 ' ORGANIC BRAIN SYND NOS 
'3100 ' FRONTAL LOBE SYNDROME 
'3101' ORGANIC PERSONALITY SYND 
'3102' POSTCONCUSSION SYNDROME 
'3108' NONPSYCHOT BRAIN SYN NEC 
'3109' NONPSYCHOT BRAIN SYN NOS 
'3310' ALZHEIMER'S DISEASE 
'3311 ' PICK'S DISEASE 
'3312' SENILE DEGENERAT BRAIN 
'797 ' SENILITY W/O PSYCHOSIS 

69 Affective disorders 
'29600' MANIC DISORDER-UNSPEC 
'29601' MANIC DISORDER-MILD 
'29602' MANIC DISORDER-MOD 
'29603' MANIC DISORDER-SEVERE 
'29604' MANIC DIS-SEVERE W PSYCH 
'29605' MANIC DIS-PARTIAL REMISS 
'29606' MANIC DIS-FULL REMISSION 
'29610' RECUR MANIC DIS-UNSPEC 
'29611' RECUR MANIC DIS-MILD 
'29612' RECUR MANIC DIS-MOD 
'29613' RECUR MANIC DIS-SEVERE 
'29614' RECUR MANIC-SEY W PSYCHO 
'29615' RECUR MANIC-PART REMISS 
'29616' RECUR MANIC-FULL REMISS 
'29620' DEPRESS PSYCHOSIS-UNSPEC 
'29621' DEPRESS PSYCHOSIS-MILD 
'29622' DEPRESSIVE PSYCHOSIS-MOD 
'29623' DEPRESS PSYCHOSIS-SEVERE 
'29624' DEPR PSYCHOS-SEY W PSYCH 
'29625' DEPR PSYCHOS-PART REMISS 
'29626' DEPR PSYCHOS-FULL REMISS 
'29630' RECURR DEPR PSYCHOS-UNSP 
'29631' RECURR DEPR PSYCHOS-MILD 
'29632' RECURR DEPR PSYCHOS-MOD 
'29633' RECUR DEPR PSYCH-SEVERE 
'29634' REC DEPR PSYCH-PSYCHOTIC 
'29635' RECUR DEPR PSYC-PART REM 
'29636' RECUR DEPR PSYC-FULL REM 
'29640' BIPOL AFF, MANIC-UNSPEC 
'29641' BIPOLAR AFF, MANIC-MILD 
'29642' BIPOLAR AFFEC, MANIC-MOD 
'29643' BIPOL AFF, MANIC-SEVERE 
'29644' BIPOL MANIC-SEY W PSYCH 
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'29645' BIPOL AFF MANIC-PART REM 
'29646' BIPOL AFF MANIC-FULL REM 
'29650' BIPOLAR AFF, DEPR-UNSPEC 
'29651' BIPOLAR AFFEC, DEPR-MILD 
'29652' BIPOLAR AFFEC, DEPR-MOD 
'29653' BIPOL AFF, DEPR-SEVERE 
'29654' BIPOL DEPR-SEV W PSYCH 
'29655' BIPOL AFF DEPR-PART REM 
'29656' BIPOL AFF DEPR-FULL REM 
'29660' BIPOL AFF, MIXED-UNSPEC 
'29661' BIPOLAR AFF, MIXED-MILD 
'29662' BIPOLAR AFFEC, MIXED-MOD 
'29663' BIPOL AFF, MIXED-SEVERE 
'29664' BIPOL MIXED-SEY W PSYCH 
'29665' BIPOL AFF, MIX-PART REM 
'29666' BIPOL AFF, MIX-FULL REM 
'2967 I BIPOLAR AFFECTIVE NOS 
'29680' MANIC-DEPRESSNE NOS 
'29681' ATYPICAL MANIC DISORDER 
'29682' ATYPICAL DEPRESSIVE DIS 
'29689' MANIC-DEPRESSNE NEC 
'29690' AFFECTIVE PSYCHOSIS NOS 
'29699' AFFECTIVE PSYCHOSES NEC 
'2980 ' REACT DEPRESS PSYCHOSIS 
'3004 I NEUROTIC DEPRESSION 
'30111' CHRONIC HYPOMANIC PERSON 
'30113' CYCLOTHYMIC DISORDER 

70 Schizophrenia and related disorders 
'29500' SIMPL SCHIZOPHREN-UNSPEC 
'29501' SIMPL SCHIZOPHREN-SUBCHR 
'29502' SIMPLE SCHIZOPHREN-CHR 
'29503' SIMP SCHIZ-SUBCHR/EXACER 
'29504' SIMPL SCHIZO-CHR/EXACERB 
'29505' SIMPL SCHIZOPHREN-REMISS 
'29510' HEBEPHRENIA-UNSPEC 
'29511' HEBEPHRENIA-SUBCHRONIC 
'29512' HEBEPHRENIA-CHRONIC 
'29513' HEBEPHREN-SUBCHR/EXACERB 
'29514' HEBEPHRENIA-CHR/EXACERB 
'29515' HEBEPHRENIA-REMISSION 
'29520' CATATONIA-UNSPEC 
'29521' CATATONIA-SUBCHRONIC 
'29522' CATATONIA-CHRONIC 
'29523' CATATONIA-SUBCHR/EXACERB 
'29524' CATATONIA-CHR/EXACERB 
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'29525' CATATONIA-REMISSION 
'29530' PARANOID SCHIZO-UNSPEC 
'29531' PARANOID SCHIZO-SUBCHR 
'29532' PARANOID SCHIZO-CHRONIC 
'29533' PARAN SCHIZO-SUBCHR/EXAC 
'29534' PARAN SCHIZO-CHR/EXACERB 
'29535' PARANOID SCHIZO-REMISS 
'29540' AC SCHIZOPHRENIA-UNSPEC 
'29541' AC SCHIZOPHRENIA-SUBCHR 
'29542' AC SCHIZOPHRENIA-CHR 
'29543' AC SCHIZO-SUBCHR/EXACERB 
'29544' AC SCHIZOPHR-CHR/EXACERB 
'29545' AC SCHIZOPHRENIA-REMISS 
'29550' LATENT SCHIZOPHREN-UNSP 
'29551' LAT SCHIZOPHREN-SUBCHR 
'29552' LATENT SCHIZOPHREN-CHR 
'29553' LAT SCHIZO-SUBCHR/EXACER 
'29554' LATENT SCHIZO-CHR/EXACER 
'29555' LAT SCHIZOPHREN-REMISS 
'29560' RESID SCHIZOPHREN-UNSP 
'29561' RESID SCHIZOPHREN-SUBCHR 
'29562' RESIDUAL SCHIZOPHREN-CHR 
'29563' RESID SCHIZO-SUBCHR/EXAC 
'29564' RESID SCHIZO-CHR/EXACERB 
'29565' RESID SCHIZOPHREN-REMISS 
'29570' SCHIZOAFFECTNE-UNSPEC 
'29571' SCHIZOAFFECTNE-SUBCHR 
'29572' SCHIZOAFFECTNE-CHRONIC 
'29573' SCHIZOAFF-SUBCHR/EXACER 
'29574' SCHIZOAFFECT-CHR/EXACER 
'29575' SCHIZOAFFECTNE-REMISS 
'29580' SCHIZOPHRENIA NEC-UNSPEC 
'29581' SCHIZOPHRENIA NEC-SUBCHR 
'29582' SCHIZOPHRENIA NEC-CHR 
'29583' SCHIZO NEC-SUBCHR/EXACER 
'29584' SCHIZO NEC-CHRJEXACERB 
'29585' SCHIZOPHRENIA NEC-REMISS 
'29590' SCHIZOPHRENIA NOS-UNSPEC 
'29591' SCHIZOPHRENIA NOS-SUBCHR 
'29592' SCHIZOPHRENIA NOS-CHR 
'29593' SCHIZO NOS-SUBCHR/EXACER 
'29594' SCHIZO NOS-CHRJEXACERB 
'29595' SCHIZOPHRENIA NOS-REMISS 
'29900' INFANTILE AUTISM-ACTNE 
'29901' INFANTILE AUTISM-RESID 
'29910' DISINTEGR PSYCH-ACTNE 
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'29911' DISINTEGR PSYCH-RESIDUAL 
'29980' CHILD PSYCHOS NEC-ACTIVE 
'29981' CHILD PSYCHOS NEC-RESID 
'29990' CHILD PSYCHOS NOS-ACTNE 
'29991' CHILD PSYCHOS NOS-RESID 

71 Other psychoses 
'2970 I PARANOID STATE, SIMPLE 
'2971 I PARANOIA 
'2972 I PARAPHRENIA 
'2973 I SHARED PARANOID DISORDER 
'2978 I PARANOID STATES NEC 
'2979 I PARANOID STATE NOS 
'2981 ' EXCITATN TYPE PSYCHOSIS 
'2982 I REACTIVE CONFUSION 
'2983 I ACUTE PARANOID REACTION 
'2984 I PSYCHOGEN PARANOID PSYCH 
'2988 I REACT PSYCHOSIS NEC/NOS 
'2989 I PSYCHOSIS NOS 

72 Anxiety, somatoform, dissociative, and personality disorders 
'30000' ANXIETY STATE NOS 
'30001' PANIC DISORDER 
'30002' GENERALIZED ANXIETY DIS 
'30009' ANXIETY STATE NEC 
'30010' HYSTERIA NOS 
'30011' CONVERSION DISORDER 
'30012' PSYCHOGENIC AMNESIA 
'30013' PSYCHOGENIC FUGUE 
'30014' MULTIPLE PERSONALITY 
'30015' DISSOCIATIVE REACT NOS 
'30016' FACTITIOUS ILL W SYMPTOM 
'30019' FACTITIOUS ILL NEC/NOS 
'30020' PHOBIA NOS 
'30021' AGORAPHOBIA WITH PANIC 
'30022' AGORAPHOBIA W/O PANIC 
'30023' SOCIAL PHOBIA 
'30029' ISOLATED PHOBIAS NEC 
'3003 I OBSESSNE-COMPULSIVE DIS 
'3005 I NEURASTHENIA 
'3006 I DEPERSONALIZATION SYND 
'3007 I HYPOCHONDRIASIS 
'30081' SOMATIZATION DISORDER 
'30082' SOMATOFORM DIS NOS 
'3010 I PARANOID PERSONALITY 
'30110' AFFECTN PERSONALITY NOS 
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'30112' CHR DEPRESSNE PERSON 
'30120' SCHIZOID PERSONALITY NOS 
'30121' . INTROVERTED PERSONALITY 
'30122' SCHIZOTYPAL PERSONALITY 
'3013 I EXPLOSNE PERSONALITY 
'3014 I COMPULSNE PERSONALITY 
'30150' HISTRIONIC PERSON NOS 
'30151' CHRFACTITIOUS ILLNESS 
'30159' HISTRIONIC PERSON NEC 
'3016 I DEPENDENT PERSONALITY 
'3017 I ANTISOCIAL PERSONALITY 
'30181' NARCISSISTIC PERSONALITY 
'30182' AVOIDANT PERSONALITY 
'30183' BORDERLINE PERSONALITY 
'30184' PASSNE-AGGRESSN PERSON 
'30189' PERSONALITY DISORDER NEC 
'3019' PERSONALITY DISORDER NOS 
'30740' NONORGANIC SLEEP DIS NOS 
'30741' TRANSIENTINSOMNIA 
'30742' PERSISTENT INSOMNIA 
'30743' TRANSIENT HYPERSOMNIA 
'30744' PERSISTENT HYPERSOMNIA 
'30745' DISRUPT SLEEP-WAKE CYCLE 
'30747' SLEEP STAGE DYSFUNC NEC 
'30748' REPETIT SLEEP INTRUSION 
'30749' NONORGANIC SLEEP DIS NEC 
'30780' PSYCHOGENIC PAIN NOS 
'30781' TENSION HEADACHE 
'30789' PSYCHOGENIC PAIN NEC 
'3079 I SPECIAL SYMPTOM NEC/NOS 
'3080 I STRESS REACT, EMOTIONAL 
'3081 I STRESS REACTION, FUGUE 
'3082 I STRESS REACT, PSYCHOMOT 
'3083 I ACUTE STRESS REACT NEC 
'3084 I STRESS REACT, MIXED DIS 
'3089 I ACUTE STRESS REACT NOS 
'30981' PROLONG POSTTRAUM STRESS 
'31230' IMPULSE CONTROL DIS NOS 
'31231' PATHOLOGICAL GAMBLING 
'31232' KLEPTOMANIA 
'31233' PYROMANIA 
'31234' INTERMITT EXPLOSIVE DIS 
'31235' ISOLATED EXPLOSNE DIS 
'31239' -IMPULSE CONTROL DIS NEC 

73 Preadult disorders 
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'30921' SEPARATION ANXIETY 
'31200' UNSOCIALAGGRESS-UNSPEC 
'31201' UNSOCIAL AGGRESSION-MILD 
'31202' UNSOCIAL AGGRESSION-MOD 
'31203' UNSOCIAL AGGRESS-SEVERE 
'31210' UNSOCIAL UNAGGRESS-UNSP 
'31211' UNSOCIAL UNAGGRESS-MILD 
'31212' UNSOCIAL UNAGGRESS-MOD 
'31213' UNSOCIAL UNAGGR-SEVERE 
'31220' SOCIAL CONDUCT DIS-UNSP 
'31221' SOCIAL CONDUCT DIS-MILD 
'31222' SOCIAL CONDUCT DIS-MOD 
'31223' SOCIAL CONDUCT DIS-SEV 
'3124 I MIX DIS CONDUCT/EMOTION 
'3128 I OTHER CONDUCT DISTURB 
'31281' CONDUCT DISORDER, CHILD ONSET 
'31282' CONDUCT DISORDER, ADOLESC ONSET 
'31289' OTHER CONDUCT DISORDER 
'3129 I CONDUCT DISTURBANCE 
'3130 I OVERANXIOUS DISORDER 
'31321' SHYNESS DISORDER-CHILD 
'31400' AITN DEFIC NONHYPERACT 
'31401' AITNDEFICITWHYPERACT 
'3141' HYPERKINETWDEVELDELAY 
'3142 I HYPERKINETIC CONDUCT DIS 
'3148 I OTHER HYPERKINETIC SYND 
'3149 I HYPERKINETIC SYND NOS 

74 Other mental conditions 
'30089' NEUROTIC DISORDERS NEC 
'3009 I NEUROTIC DISORDER NOS 
'3021 I ZOOPHILIA 
'3022 I PEDOPHILIA 
'3023 I TRANSVESTISM 
'3024 I EXHIBITIONISM 
'30250' TRANS-SEXUALISM NOS 
'30251' TRANS-SEXUALISM, ASEXUAL 
'30252' TRANS-SEXUAL, HOMOSEXUAL 
'30253' TRANS-SEX, HETEROSEXUAL 
'3026 I PSYCHOSEX IDENTITY DIS 
'30270' PSYCHOSEXUAL DYSFUNC NOS 
'30271' INHIBITED SEXUAL DESIRE 
'30272' INHIBITED SEX EXCITEMENT 
'30273' INHIBITED FEMALE ORGASM 
'30274' INHIBITED MALE ORGASM 
'30275' PREMATURE EJACULATION 
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'30276' FUNCTIONAL DYSPAREUNIA 
'30279' PSYCHOSEXUAL DYSFUNC NEC 
'30281' FETISHISM 
'30282' VOYEURISM 
'30283' SEXUAL MASOCHISM 
'30284' SEXUAL SADISM 
'30285' GENDER IDENT DIS, ADULT 
'30289' PSYCHOSEXUAL DIS NEC 
'3029 I PSYCHOSEXUAL DIS NOS 
'3060' PSYCHOGEN MUSCULSKEL DIS 
'3061 I PSYCHOGENIC RESPIR DIS 
'3062 ' PSYCHOGEN CARDIOVASC DIS 
'3063 ' PSYCHOGENIC SKIN DISEASE 
'3064 ' PSYCHOGENIC GI DISEASE 
'30650' PSYCHOGENIC GU DIS NOS 
'30651' PSYCHOGENIC VAGINISMUS 
'30652' PSYCHOGENIC DYSMENORRHEA 
'30653' PSYCHOGENIC DYSURIA 
'30659' PSYCHOGENIC GU DIS NEC 
'3066 I PSYCHOGEN ENDOCRINE DIS 
'3067 ' PSYCHOGENIC SENSORY DIS 
'3068 I PSYCHOGENIC DISORDER NEC 
'3069 ' PSYCHOGENIC DISORDER NOS 
'3070' STAMMERING and STUTTERING 
'3071 I ANOREXIA NERVOSA 
'30720' TIC DISORDER NOS 
'30721' TRANSIENT TIC, CHILDHOOD 
'30722' CHRONIC MOTOR TIC DIS 
'30723' GILLES TOURETIE DISORDER 
'3073 I STEREOTYPED MOVEMENTS 
'30746' SOMNAMBULISM/NGHT TERROR 
'30750' EATING DISORDER NOS 
'30751' BULIMIA 
'30752' PICA 
'30753' PSYCHOGENIC RUMINATION 
'30754' PSYCHOGENIC VOMITING 
'30759' EATING DISORDER NEC 
'3076 I ENURESIS 
'3090 I BRIEF DEPRESSIVE REACT 
'3091 ' PROLONG DEPRESSIVE REACT 
'30922' EMANCIPATION DISORDER 
'30923' ACADEMIC/WORK INHIBITION 
'30924' ADJ REACT-ANXIOUS MOOD 
'30928' ADJ REACT-MIXED EMOTION 
'30929' ADJ REACT-EMOTION NEC 
'3093 I ADJUST REACT-CONDUCT DIS 
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'3094 I ADJ REACT-EMOTION/CONDUC 
'30982' ADJUST REACT-PHYS SYMPT 
'30983' ADJUSTREACT-WITHDRAWAL 
'30989' ADJUSTMENT REACTION NEC 
'3099 ' ADJUSTMENT REACTION NOS 
'311 ' DEPRESSIVE DISORDER NEC 
'3131' MISERY and UNHAPPINESS DIS 
'31322' INTROVERTED DIS-CHILD 
'31323' ELECTIVEMUTISM 
'3133' RELATIONSHIP PROBLEMS 
'31381' OPPOSITIONAL DISORDER 
'31382' IDENTITY DISORDER 
'31383' ACADEMIC UNDERACHIEVMENT 
'31389' EMOTIONAL DIS CHILD NEC 
'3139' EMOTIONAL DIS CHILD NOS 
'31500' READING DISORDER NOS 
'31501' ALEXIA 
'31502' DEVELOPMENTAL DYSLEXIA 
'31509' READING DISORDER NEC 
'3151 I ARITHMETICALDISORDER 
'3152' OTH LEARNING DIFFICULTY 
'31531' DEVELOPMENT LANGUAGE DIS 
'31532' RECEPTIVE LANG DIS 
'31539' SPEECH/LANGUAGE DIS NEC 
'3154 I COORDINATION DISORDER 
'3155' MIXED DEVELOPMENT DIS 
'3158 ' DEVELOPMENT DELAYS NEC 
'3159 I DEVELOPMENT DELA y NOS 
'316 I PSYCHIC FACTOR w OTH DIS 
7801 ' -HALLUCINATIONS-

75 Personal history of mental disorder, mental and behavioral problems, 
observation and screening for mental condition 
'Vl 10 ' HX OF SCHIZOPHRENIA 
'Vlll' HXOFAFFECTIVEDISORDER 
'Vl 12 ' HX OF NEUROSIS 
'Vl 13 ' HX OF ALCOHOLISM 
'Vl 18 I HX-MENTAL DISORDER NEC 
'Vl 19 ' HX-MENTAL DISORDER NOS 
'V154 I HX-PSYCHOLOGICAL TRAUMA 
'V1541' HX PHYS ABUSE 
'V1542' HX MENTAL ABUSE 
'V1549' OTHER PSYCH TRAUMA 
'V400 I PROBLEMS WITH LEARNING 
'V401 I PROB WITH COMMUNICATION 
'V402' MENTAL PROBLEMS NEC 
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'V 403 I BEHAVIORAL PROBLEMS NEC 
'V409 I MENTAUBEHA VIOR PROB NOS 
'V663 I MENTAL DIS CONVALESCENCE 
'V673 I PSYCHIATRIC FOLLOW-UP 
'V701 I PSYCH EXAM-AUTHORITY REQ 
'V702 I GEN PSYCHIATRIC EXAM NEC 
'V7101' OBSV-ADULT ANTISOC BEHAV 
'V7102' OBSV-ADOLESC ANTISOC BEH 
'V7109' OBSERV-MENTAL COND NEC 
'V790 ' SCREENING FOR DEPRESSION 
'V791 I SCREENING FOR ALCOHOLISM 
'V792 I SCREEN-MENTALRETARDAT 
'V793 I SCREEN-DEVELOPMENT PROB 
'V798 I SCREEN-MENTAL DIS NEC 
'V799 I SCREEN-MENTAL DIS NOS 

*NOS- Not otheiwise specified 
NEC- Not elsewhere classified 
Hx- history 
Dx- diagnosis 

Table 7. 
Defining Diabetes 

(Some of the analyses include CCS grouping 49, 50, and 51. Others include only 49 and 
50.) 

CCS Grouping 49 ' 49 Diabetes Mellitus with no complications 
'25000' DIABETES UNCOMPL TYPE II 
'25001' DIABETES UNCOMPL TYPE I 
'7902 I ABN GLUCOSE TOLERAN TEST 
'7915 I GLYCOSURIA 
'7916 I ACETONURIA 

CCS Grouping 50 Diabetes Mellitus with complications 
'25002' DIABETES MELL TYPE II UNCONT 
'25003' DIABETES MELL TYPE I UNCONT 
'25010' DIAB KETOACIDOSIS TYP II 
'25011' DIAB KETOACIDOSIS TYPE I 
'25012' DIAB KETOACID TYPE I DM UNCONT 
'25013' DIAB KETOACID TYPE I DM UNCONT 
'25020' DM HYPEROSM COMA TYPE II 
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'25021' DM HYPEROSM COMA TYPE I 
'25022' DM WI HYPEROSMO TYPE II DM UNCONT 
'25023' DM WI HYPEROSMO TYPE I DM UNCONT 
'25030' DIABETES COMA NEC TYP II 
'25031' DIABETES COMA NEC TYPE I 
'25032' DIAB COMA NEC TYP II DM UNCONT 
'25033' DIAB COMA NEC TYPE I DM UNCONT 
'25040' DIAB RENAL MANIF TYPE II 
'25041' DIAB RENAL MANIF TYPE I 
'25042' DIAB RENAL MANIF TYPE II DM UNCONT 
'25043' DIAB RENAL MANIF TYPE I DM UNCONT 
'25050' DIAB EYE MANIF TYPE II 
'25051' DIAB EYE MANIF TYPE I 
'25052' DIAB EYE MANIF TYPE II DM UNCONT 
'25053' DIAB EYE MANIF TYPE I DM UNCONT 
'25060' DIAB NEURO MANIF TYPE II 
'25061' DIAB NEURO MANIFTYPE I 
'25062' DIAB NEURO MANIF TYPE II DM UNCONT 
'25063' DIAB NEURO MANIF TYPE I DM UNCONT 
'25070' DIAB CIRCULAT DIS TYP II 
'25071' DIAB CIRCULAT DIS TYPE I 
'25072' DIAB CIRCULAT DIS TYP II DM UNCONT 
'25073' DIAB CIRCULAT DIS TYPE I DM UNCONT 
'25080' DIAB W MANIF NEC TYPE II 
'25081' DIAB W MANIF NEC TYPE I 
'25082' DIAB W MANIF NEC TYPE II DM UNCONT 
'25083' DIAB W MANIF NEC TYPE I DM UNCONT 
'25090' DIAB W COMPL NOS TYPE II 
'25091' DIAB W COMPL NOS TYPE I 
'25092' DIAB W COMPL NOS TYPE II DM UNCONT 
'25093' DIAB W COMPL NOS TYPE I DM UNCONT 

CCS Grouping 51 Other Endocrine Disorders 
'2510 I HYPOGLYCEMIC COMA 
'2511 I HYPERINSULINISM NEC 
'2512' HYPOGLYCEMIA NOS 
'2513' POSTSURG HYPOINSULINEMIA 
'2514' ABN SECRETION GLUCAGON 
'2515 I ABNORM SECRETION GASTRIN 
'2518' PANCREATIC DISORDER NEC 
'2519' PANCREATIC DISORDER NOS 
'2520' HYPERPARATHYROIDISM 
'2521 I HYPOPARATHYROIDISM 
'2528' PARATHYROID DISORDER NEC 
'2529' PARATHYROID DISORDER NOS 
'2530 ' ACROMEGAL Y AND GIGANTISM 
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'2531 I ANT PITUIT HYPERFUNC NEC 
'2532 I PANHYPOPITUITARISM 
'2533 I PITUITARY DWARFISM 
'2534 I ANTER PITUITARY DIS NEC 
'2535 I DIABETES INSIPIDUS 
'2536 I NEUROHYPOPHYSIS DIS NEC 
'2537 I IATROGENIC PITUITARY DIS 
'2538 I PITUITARY DISORDER NEC 
'2539 I PITUITARY DISORDER NOS 
'2540 I PERSIST HYPERPLAS THYMUS 
'2541 I ABSCESS OF THYMUS 
'2548 I DISEASES OF THYMUS NEC 
'2549 I DISEASE OF THYMUS NOS 
'2550 I CUSHING'S SYNDROME 
'2551 I HYPERALDOSTERONISM 
'2552 I ADRENOGENITAL DISORDERS 
'2553 I CORTICOADREN OVERACT NEC 
'2554 I CORTICOADRENAL INSUFFIC 
'2555 I ADRENAL HYPOFUNCTION NEC 
'2556 I MEDULLOADRENAL HYPERFUNC 
'2558 I ADRENAL DISORDER NEC 
'2559 I ADRENAL DISORDER NOS 
'2560 I HYPERESTROGENISM 
'2561 I OVARIAN HYPERFUNC NEC 
'2562 I POST ABLA TIV ov ARIAN FAIL 
'2563 I OVARIAN FAILURE NEC 
'2564 I POL YCYSTIC ov ARIES 
'2568 I ov ARIAN DYSFUNCTION NEC 
'2569 I ov ARIAN DYSFUNCTION NOS 
'2570 I TESTICULAR HYPERFUNCTION 
'2571 I POSTABLAT TESTIC HYPOFUN 
'2572 I TESTICULAR HYPOFUNC NEC 
'2578 I TESTICULAR DYSFUNCT NEC 
'2579 I TESTICULAR DYSFUNCT NOS 
'2580 I WERMER'S SYNDROME 
'2581 I COMB ENDOCR DYSFUNCT NEC 
'2588 I POL YGLANDUL DYSFUNC NEC 
'2589 I POLYGLANDUL DYSFUNC NOS 
'2590 I DELA y SEXUAL DEVELOP NEC 
'2591 I SEXUAL PRECOCITY NEC 
'2592 I CARCINOID SYNDROME 
'2593 I ECTOPIC HORMONE SECR NEC 
'2594 I DWARFISM NEC 
'2598 I ENDOCRINE DISORDERS NEC 
'2599 I ENDOCRINE DISORDER NOS 
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Table 8. 
DRGs Related to Substance Misuse and Mental Health 

• Esophagi tis, Gastroenteritis and Miscellaneous Digest Disorders ( 182 thru 
184=182) 

• Cirrhosis and Alcoholic Hepatitis (202) 
• Disorders of Pancreas except Malignancy (204) 
• Operating Room Procedure with Principal Diagnoses of Mental Illness (424) 
• Acute Adjust React and Disturbances of Psychosocial Dysfunction ( 425) 
• Depressive Neuroses ( 426) 
• Neuroses except Depressive (427) 
• Disorders of Personality and Impulse Control ( 428) 
• Organic Disturbances and Mental Retardation ( 429) 
• Psychoses ( 430) 
• Childhood Mental Disorders (431) 
• Other Mental Disorder Diagnoses (432) 
• Substance Abuse or Dependence (433) 
• Poisoning and Toxic Effects Of Drugs (449 thru 451=449) 
• Alcohol/Drug Abuse or Dependence (521 thru 523=521) 

Table 9. 
Combining Diagnosis Related Groups (DRGs): Diagnosis Related Codes (DRGs) 

Used to Construct New DRG Variable with Fewer Values 

2,484=2 188 thru 190=188 383,384=383 

7,8=7 191,192=191 387 ,388=387 

10,11=10 193, 194,207 ,208=193 389,390=389 

16,17=16 195 thru 198=195 392,393=392 

18,19=18 199 ,200=199 395,396=395 

24,25,26=24 205,206=205 398,399=398 

27 thru 30=27 210 thru 212=210 400 thru 405, 473,492=400 

31 thru 33=31 214,215=214 406,407 ,408=406 

34,35=34 218 thru 220=218 411,412=411 

40,41=40 221,222,501,502,503=221 413,414=413 

46,47,48=46 226,227=226 416,417=416 

53,54=53 228,229=228 419,420=419 

57,58=57 230,231=230 421,422=421 

59,60=59 233,234=233 442,443=442 

61,62=61 240,241=240 444 thru 446=444 

68 thru 70=68 244,245=244 447,448=447 

73,74=73 250 thru 255=250 449 thru 451 =449 

76,77=76 257 thru 260=257 452,453=452 
79 thru 81=79 261,262=261 454,455=454 
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83,84=83 263 thru 266=263 456 thru 460,472,504 thru 
511=456 

85,86=85 269,270=269 463,464=463 

89 thru 91=89 272,273=272 465,466=465 

92,93=92 274,275=274 470,474=470 

94,95=94 277 thru 279=277 478,479=478 

96 thru 98=96 280 thru 282=280 488 thru 490=488 

99,100=99 283,284=283 493,494=493 

101,102=101 292,293=292 496 thru 498=496 

104,105=104 294,295=294 499,500=499 

110,111=110 296 thru 298=296 616,517,518=516 

121 thru 123=121 300,301=300 519,520=520 

124,125=124 303 thru 305=303 521,522, 523=521 

130,131=130 306,307=306 526,527=526 

132,133=132 308 thru 310=308 529,530=529 

135 thru 137=135 311 thru 314=311 531,532=53 l 

138,139=138 318,319=318 533,534=533 

141,142=141 320 thru 322=320 535,536=535 

144,145=144 323,324=323 537 ,538=537 

146,147=146 325 thru 327=325 539,540=539 

148,149=148 328 thru 330=328 

150,151=150 331 thru 333=33 l 
152,153=152 334,335=334 

154 thru 156=154 336,337=336 

157,158=157 339,340=339 
159 thru 163=159 342,343=342 

164 thru 167=164 344,345=344 
168,169=168 346,347=346 

170,171=170 348,349=348 
172,173=172 354,355=354 
174,175=174 358,359=358 

176 thru 178=176 366,367=366 
180,181=180 370,371=370 

182 thru 184=182 372 thru 375=372 

185 thru 187=185 376,377=376 

Note: Any value not listed was not combined. 
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Notes 

1 Tom Coefield, St. David's HealthCare Partnership, "Analysis of statewide hospital data from the Texas 
Hospital Association Patient Data System, first three quarters of 2005," April 13, 2006. 

2 Department of Medical Oncology, University of Newcastle upon Tyne, On-Line Medical Dictionary, 
1997-2005. Online. Available: http://cancerweb.ncl.ac.uk/omd/. Accessed: April 13, 2006. 

3 Healthcare Cost and Utilization Project. Clinical Classifications Software for JCD-9-CM. Online. 
Available: http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp. Accessed: April 13, 2006. 
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AppendixB. 
Data Tables Relating to the Homeless and Respite Care 

Table 1. 
Encounter Data for Homel~ Patients from the Indigent Care Collaboration, 2004 

Princioal DiaS!Dosis Description Number of Dia211osis Duplicated 
305.00 -ALCOHOL ABUSE-UNSPEC 521 
401.1 -BENIGN HYPERTENSION 408 
V72.2 -DENT AL EXAMINATION 323 
070.54 -VIR HEP NEC W/O COMA W HEP C CHRON 308 
401.9 -HYPERTENSION NOS 272 
VOl.9 -COMMUNIC DIS CONTACT NOS 234 
780.39 -CONVULSIONS, OTHER 233 
V68.9 -ADMINISTRTVE ENCOUNT NOS 206 
250.00 -DIABETES UNCOMPL ADULT-TYPE II 190 
682.6 -CELLULITIS OF LEG 182 
250.02 -DIABETES UNCOMPL ADULT-UNCONTRLLED 165 
724.2 -LUMBAGO 157 
682.3 -CELLULITIS OF ARM 134 
477.9-ALLERGIC RHINITIS NOS 127 
519.8 -RESP SYSTEM DISEASE NEC 123 
493.90 -ASTHMA NOS W/O STATUS ASTHMATICUS 121 
311 -DEPRESSIVE DISORDER NEC 117 
466.0 -ACUTE BRONCHITIS 113 
V67.59 -FOLLOW-UP EXAM NEC 112 
465.9 -ACUTE URI NOS 105 
305.1 -TOBACCO USE DISORDER 104 
729.5 -PAIN IN LIMB 104 
796.2 -ELEV BL PRES W/O HYPERTN 102 
305.60 -COCAINE ABUSE-UNSPEC 96 
784.0 -HEADACHE 92 
789.00 -ABDOMINAL PAIN UNSPEC SITE 89 
719.46-JOINT PAIN-ULEG 81 
786.50 -CHEST PAIN NOS 80 
V70.0 -ROUTINE MEDICAL EXAM 77 
786.59 -CHEST PAIN NEC 75 
795.5 -TUBERCULIN TEST REACTION NO TBC 72 
110.4 -DERMA TOPHYTOSIS OF FOOT 71 
786.2 -COUGH 68 
599.0 -URIN TRACT INFECTION NOS 68 
493.92 -ASTHMA NOS WAC EXACERB 66 
789.0'J -ABDOMINAL PAIN OTHER SPEC SITE 65 
780.99 -OTHER GENERAL SYMPTOMS 61 
V58.3 -ATfEN-SURG DRESSNG/SUTUR 61 
303.00 -ACUTE ALCOHOL INTOX-UNSPEC 60 
525.9 -DENTAL DISORDER NOS 57 
724.5 -BACKACHE NOS 57 
291.81-ALCOHOL WITHDRAWAL 56 
V60.0 -LACK OF HOUSING 56 
V68.l -ISSUE REPEAT PRESCRIPT 55 
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305.90 -DRUG ABUSE NEC-UNSPEC 54 
V64.2 -NO PROC/PATIENT DECISION 54 
303.90 -ALCOH DEP NEC/NOS-UNSPEC 53 
Vl5.81 -PERS HX OF PAST NONCOMPLIANCE 53 
920 -CONTUSION FACE/SCALP/NCK 52 
V69.2 -lllGH RISK SEXUAL BEHAVIOR 46 
272.4 -HYPERLIPIDEMIA NEC/NOS 45 
070.51-VIRHEPNECW/OCOMA WHEPATCACUT 44 
403.91 -HYP RENAL DIS NOS W KID FAIL 43 
E927 -ACCID FROM OVEREXERTION 43 
787 .03 -VOMITING ALONE 41 
780.6 -FEVER 40 
300.9 -NEUROTIC DISORDER NOS 39 
780.79 -OTHER MALAISE AND FATIGUE 39 
682.5 -CELLULITIS OF BUTTOCK 38 
780.09 -OTHER ALTERATION OF CONSCIOUSNESS 37 
486 -PNEUMONIA, ORGANISM NOS 37 
276.7-HYPERPOTASSEMIA 36 
V74.1 -SCREENING-PULMONARY TB 36 
682.2 -CELLULITIS OF TRUNK 35 
V25.09 -CONTRACEPTIVE MANGMT NEC 35 
491.0 -SIMPLE CHRONIC BRONCIIlTIS 32 
272.0 -PURE HYPERCHOLESTEROLEM 32 
873.42 -OPEN WOUND OF FOREHEAD 31 
285.9 -ANEMIA NOS 31 
873.0 -OPEN WOUND OF SCALP 30 
782.1 -NONSPECIF SKIN ERUPT NEC 30 
V72.3 -GYNECOLOGIC EXAMINATION 29 
715.90-0STEOARTHROS NOS-UNSPEC 28 
487 .1 -FLU W RESP MANIFEST NEC 27 
133.0 -SCABIES 26 
250.03 -DIABETES UNCOMPL JUVEN-UNCONTRLLED 25 
787.91-DIARRHEANOS 25 
276.5 -HYPOVOLEMIA 25 
530.81 -ESOPHAGEAL REFLUX 24 
465.0 -ACUTE LARYNGOPHARYNGITIS 23 
303.91 -ALCOH DEP NEC/NOS-CONTIN 23 
790.6 -ABN BLOOD CHEMISTRY NEC 23 
794.5 -ABNORMAL THYROID FUNCT STUDY 22 
305.01 -ALCOHOL ABUSE-CONTINUOUS 22 
490 -BRONCIIlTIS NOS 22 
TOTAL 11,097 

Source: Sandy Coe Simmons, "2004 Diagnosis and Encounter Data," Indigent Care Collaboration, Austin, 

Texas, September 27, 2005 (unpublished data). 
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Table 2. 
Top 25 Inpatient Hornet~ Diagnoses for Brackenridge Hospital 2004 

Princinal Diaenosis Description Number of Inpatient Diaanosis 
CHEMOTHERAPY ENCOUNTER 26 
LEG CELLULITIS 20 
PNEUMONIA ORGANISM NOS 17 
CHEST PAIN NEC 16 
SINGLE LB-HOSP W/O CD 14 
CHFNOS 13 
ARM CELLULITIS 11 
ALCOHOL LIVER CIRRHOSIS 9 
DELIRIUM TREMENS 9 
FOODNOMIT PNEUMONITIS 9 
CORAS-NATIVE VESSEL 9 
DEL W 2 DEGREE LAC-DEL 8 
CHEST PAIN NOS 8 
ACUTE PANCREATITIS 8 
SINGLE LB-HOSPITAL BY CD 7 
OTHER CONVULSIONS 7 
OCB W EXACERBATION 6 
PREVIOUS CD NOS-DEL 6 
AC RESPIRATORY FAILURE 6 
SEPTICEMIA NOS 6 
DM2/NOS W MANIF NEC NSU 5 
POSTOP INFECTION NEC 5 
ASTHMA NOS W EXACER 5 
TRAUMATIC SAH-NEC 5 
FEVER 5 
TOTAL 240 

Source: Deanna Eichler, "Brack 2004 Homeless data for LBJ, Brackenridge Hospital," Austin, Texas, 
January 26, 2006 (unpublished data). 
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Table 3. 
Primary Diagnosis of Homel~ Inpatients at St. David's HealthCare 

Partnership Hospitals, 1999-2004 

Principal Diasmosis Description Number of lnoatient Diamosis 
197 Skn,subcutaneous tiss infectns 30 
66 Alcohol-rel mntl disord 28 
152 Pancreatic disord,not diab 19 
150 Liver dis,alcohol-rel 15 
242 Psning by oth medicatns,drgs 15 
102 Nonspecific chest pain 14 
128 Asthma 10 
101 Coronary arosclerosis,oth hrt dis 8 
153 Gastrointestinal hemorrhage 8 
122 Pneumonia,exp csd by TB or STD 7 
100 Acute myocardial infarctn 5 
140 Gastritis,duodenitis 5 
157 Acute,unspec renal failure 5 
2 Septicemia,exp in labor 4 
55 Fluid,electrolyte disord 4 
99 Hypertensn w cc,secondarv hypertensn 4 
118 Phlebitis,thrombophlebitis,thromboembolism 4 
129 Aspiratn pneumonitis,food,vomitus 3 
130 Pleurisy ,pneumothorax, pulmonary collapse 3 
145 Intestinal obstructn wout hernia 3 
230 Frac of lower limb 3 
233 Intracranial ini 3 
243 Psning by nonmedicinal subs 3 
50 Diab mellitus w cc 2 
83 Epilepsy,convulsns 2 
98 Essential hypertensn 2 
103 Pulmonary hrt dis 2 
107 Cardiac arrest, ventricular fibrillatn 2 
149 Biliary tract dis 2 
238 Cc of surJ:!; procedures or med care 2 
244 0th iniuries,conditns due to external causes 2 
5 HIV infectn 1 
51 0th endocrine disord 1 
67 Substance-rel mntl disord 1 
69 Affective disord 1 
76 MeninJ:!;itis,exp csd by TB,STD 1 
82 Paralysis I 
108 CHF,nonhypertensive 1 
121 0th dis of veins,lymphatics 1 
127 Chronic obstruct pul dis,bronchiectasis 1 
131 Resp failure,insufficiency,arrest,adult 1 
133 0th lower resp dis 1 
135 Intestinal infectn 1 
136 Disord of teeth,jaw 1 
143 Abdominal hernia 1 
146 Diverticulosis,diverticulitis 1 
151 0th liver dis 1 

154 Noninfectious gastroenteritis 1 
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159 Urinary tract infectns 1 
160 Calculus ofurinarv tract 1 
166 0th male genital disord I 
175 0th female genital disord I 
198 0th inflammatory conditn of skn 1 
199 Chronic ulcer of skn I 
228 Skull,face fracs 1 
235 ()pen wnds of head,neck,trunk 1 
236 Open wnds of extremities 1 
245 Syncope I 
TOTAL 246 

Source: Llsa Kerber, ''PDX_Homeless_99-04," St. David's Community Health Foundation, Austin, Texas, 
March 2, 2006 (unpublished data). 
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Table 4. 
Brackenridge Homeless Diagnoses with Length of Stay 

Greater than Seven Days, 2004 

Principal Diaenosis Description NUJDberoflnnatient!:=~-·~osis 

ARM CELLULms 5 
SEPTICEMIA NOS 3 
POSTOP INFECTION NEC 3 
ACUTEPANCREATmS 3 
TRAUMATIC SAH-NEC 3 
TRAUMATIC SDH-DEEP 2 
INTESTINAL ADHES W OBSTR 2 
CL BASE FX SAH/SDH-DEEP 2 
PATH FX VERTEBRAE 2 
FX DORSAL VERTEBRA-CLOSE 2 
DM2/NOS W CIRC DIS UNC 2 
DM2/NOS W KETOACID NSU 2 
DEL W 2 DEGREE LAC-DEL 1 
CV DIS NEC IN PREG-DEL 1 
DISC DISORD NEC&NOS-THOR 1 
DM2/NOS W MANIF NEC UNC 1 
DUODENUM CA 1 
DELIRIUM TREMENS 1 
EMPYEMA W/O FISTULA 1 
COR AS-NATIVE VESSEL 1 
FLAIL CHEST 1 
CLSD FX LOW END FEM NOS 1 
FOODNOMIT PNEUMONITIS 1 
FRACTURE FOUR RIBS-CLSD 1 
FX LUMBAR VERTEBRA-CLSD 1 
FX MULT RIBS NOS-CLOSED 1 
GB CAL W ACUTE CHOL 1 
GENERAL SYMPTOMS NEC 1 
GRAM-NEG SEPTICEMIA NEC 1 
ESOPHAGEAL STRICTURE 1 
CHRONIC P ANCREATITIS 1 
AC RESPIRATORY FAILURE 1 
AOSUBAC BACT ENDOCARD 1 
ACUTE RENAL FAILURE NOS 1 
AGRANULOCYTOSIS 1 
APLASTIC ANEMIAS NEC 1 
ATTEN TO COLOSTOMY 1 
BACTEREMIA 1 
BUTTOCK CELLULITIS 1 
COLON CA NOS 1 
CGU W HEMOR&PERF S OBSTR 1 
COLON DIVERTICULITIS 1 
CL BASE FX SAH/SDH-NEC 1 
CL FX NECK OF FEMUR NOS 1 
CL LUMBAR FX W CORD INJ 1 
CLSD FX ANKLE NOS 1 
CLSD FX LAT MALLEOLUS 1 
CLSD FX LOW END FEM NEC 1 

324 



INFECT D/f URETHRAL CATH 1 
COLO/ENTERSTMY COMP NEC 1 
HIV DISEASE 1 
CEREB ART OCCL W INFARCT 1 
STREPTOCOCCAL MENINGITIS 1 
POISON-PSYCHOTROPIC NEC 1 
PULMON TB NOS-EXAM NOS 1 
RECTOSIGMOID JUNCTION CA 1 
RECTUM CA 1 
SECONDARY LIVER CA 1 
SECONDARY PLEURA CA 1 
SIGMOID COLON CA 1 
SIRS D/f INF S ORG DYSF 1 
SMALL INTEST INJ NEC-OPN 1 
INF AMI NEC-INITIAL 1 
STAPH AUREUS SEPTICEMIA 1 
OTHER CONVULSIONS 1 
SUBARACHNOID HEMORRHAGE 1 
Tl-T6 FX-CUCOMP CRD LES 1 
TEMPORAL LOBE CA 1 
TOXIC EFFECT VENOM 1 
TOXOPLASMOSIS SITE NEC 1 
TRANSVERSE COWN CA 1 
TRAUMATIC SAH-DEEP 1 
TRAUMATIC SDH-NEC 1 
TRUNK CELLULITIS 1 
STAPH AUREUS PNEUMONIA 1 
MECH COMP INT ORTH DEV 1 
HYPOSMOLALITY 1 
ABD MALL YMPHOMAS NEC 1 
INFECT D/f ORTH DEV NEC 1 
VENOUS THROMBOSIS NEC 1 
INTESTINAL FISTULA 1 
INTESTINE IMPACTION NEC 1 
KERATOCONJUNCTIVITIS NOS 1 
LEG CELLULITIS 1 
LIVER ABSCESS 1 
POIS-ANTICONVULS NEC&NOS 1 
LUNG TB W CA VIT-EXAM NOS 1 
PNEUMOCOCCAL PNEUMONIA 1 
MITRAL STENOSIS 1 
MOD LIVER LAC-CLOSED 1 
NEUROLEPTIC MAL SYND 1 
NONSP IMMUN FIND NEC&NOS 1 
OPEN FX UP TIB W FIBULA 1 
OPN FX DISTAL RADIUS NEC 1 
OPN FX SHAFI' TIBIA W FIB 1 
ORCHITIS/EPIDIDYMIT NOS 1 
OTH CEREB LAC/CONTU-DEEP 1 
HYPERTENSION NOS 1 
LUNG ABSCESS 1 
TOTAL 118 
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Source: Deanna Eichler, "Brack 2004 Homeless data for LBJ, Brackenridge Hospital," Austin, Texas, 

January 26, 2006 (unpublished data). 

Table 5. 
Diagnosis Related Groups among St. David's HealthCare Partnership Hospitals 
Self-pay Inpatients, Aged 2 to 64, Who Received a Diagnosis of Staph Aureaus, 

1999-2004 

Diasmosis Related Grouns N 
277 Cellulitis 101 
263 Skin l!I'aft, etc 15 
416 Septicemia 13 
269 Other skin, subcut tiss and breast proc 9 
415 O.R. proc for infectious, parasitic diseases 8 
79 Respiratory infections and inflammations 7 
475 Respiratory system diagnosis with ventilator support 5 
226 Soft tissue procs 4 
350 Inflammation of the male reproductive system 4 
126 Acute and subacute endocarditis 3 
144 Other circulatory system diaenoses 3 
157 Anal and stomal procs 3 
320 Kidney and urinary tract infections 3 
477 Non-extensive O.R. proc not rel to principal diag 3 
20 Nervous system infection except viral meningitis 2 
l 04 Cardiac valve and other major cardiothoracic px 2 
201 Other hepatobiliary or pancreas O.R. procs 2 
217 Wnd debrid, skn grft except hand, for muscskelet, conn 2 
228 Thumb, ioint proc, hand or wrist proc 2 
230 Local excision, removal of int fix devices 2 
287 Skin !?rafts and wound debrid for endoc, nutrit and metab dis 2 
368 Infections, fem repro sys 2 
376 Postpartum and post abortion diaenoses 2 
398 Reticuloendothelial and immunity disorders 2 
444 Traumatic injury 2 
468 Extensive O.R. procedure unrelated to principal diagnosis 2 
4 Spinal procs 1 
55 Misc ear, nose, mouth and throat procs l 
107 Coronary bypass with cardiac cath l 
121 Circulatory disorders w AMI 1 
130 Peripheral vascular disorders l 
143 Chest pain 1 
174 G.I. hemorrhage l 
204 Disorders of pancreas except malimancy 1 
210 Hip and femur procs except major joint 1 
248 Tendonitis, myositis and bursitis 1 
249 Aftercare, musculoskeletal system and conn tissue 1 
261 Breast proc, biopsy and local excision for non-malig 1 
294 Diabetes 1 
316 Renal failure 1 
344 Other male reproductive system O.R. procs 1 
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360 Vagina, cervix and vulva procs 1 
391 Normal newborn 1 
418 Postoperative and post-traumatic infections 1 
476 Prostatic O.R. proc not rel to principal diag 1 
483 Tracheostomy except for face, mouth and neck diamoses 1 
488 mv 1 
TOTAL 226 

Souce: Lisa Kerber, "Staph Aureas DRGS Self-Pay_99-04," St. David's Community Health Foundation, 
Austin, Texas, February 22, 2006 (unpublished data). 

Table 6. 
Self-pay Inpatients given Staph Aureus as one of the Top Three diagnosis for 

St. David's HealthCare Partnership Hospitals, 1999-2004 

Year 1999 2000 2001 2002 2003 2004 

Count 1,794 1,892 1,957 3,046 2,316 2,788 

Source: Lisa Kerber, "Staph Aureas DRGS Self-Pay_99-04," St. David's Community Health Foundation, 
Austin, Texas, February 22, 2006 (unpublished data). 

Table 7. 
J.C. Lewis Health Center Savings Based on 2004 Hospital Costs 

Related to Respite Care 

Types of Hospital Costs Hospital Cost Equation 

Hospital Referred Admissions $960.00 per day X 89 Patients X 4.1 days 
Shelter-based Admissions $1,300 1st Day X 207 Patients+ 3.1 days X $960 
Diverted ED Admissions $350.00 Visit X 650 Patients 
Health Care Encounters $50.00 per visit X 6,916 Encounters 
Total Sa~ Based on Hosoital Costs 

Measured 
Savint?S 
$350,304 
$885,132 
$227,500 
$345,800 

$1,808,736 
Source: Micheal Elliot and Peter Doliber, "Unlikely Partners: The Return on Community Investment," 

Austin, Texas, March 24, 2006. 
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Table 8. 
J.C. Lewis Health Center Savings Based on 2004 Hospital Expenses 

Related to Respite Care 

Savings Based on Hospital Expenses Measured Savings 

Respite Care Ancillary $7,923,486 
Case Management Services $33,492 
Cancer Screening/Education $75,994 
Behavioral Health $540,264 
Dental Services $390,790 
Phoenix (HIV I AIDS Care) $125,921 
Total Savi112s Based on Hospital Exoenses $9,089,947 

Source: Micheal Elliot and Peter Doliber, "Unlikely Partners: The Return on Community Investment," 

Austin, Texas, March 24, 2006. 
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Appendix C. 
Proposal for Respite Care for the Homeless 

Austin Respite/Recuperation Center for those with Inadequate Living 
Situations 

To follow is a synthesis of what might be the basis of a Respite/Recuperation Center in 
Austin. The purpose of this document is to outline the different components needed to 
develop such a center, each of which could present varying options. 

The central coordination body for health and human services in Austin-Travis County is 
the Community Action Network (CAN). It coordinates community resources in order to 
strategically address critical health and human service needs. The Homeless Task Force 
(HTF), a CAN planning body for homeless issues, has a respite care group working in the 
area of Prevention of Homelessness in cooperation with the Health Care for the Homeless 
(HCH) Project operated at several of the City Community Health Center sites. 

The primary members working on this are John Gilvar, HCH Project Director; Deanna 
Eichler, RN, Clinical Manager at Brackenridge Hospital; and Rose Lancaster, FQHC 
Board and Front Steps Board (operates the ARCH), and the Healthcare District Board of 
Managers. 

Current Program Description 

Day sleeping is available at ARCH for those who work at night and for those who have a 
medical bed reservation. Most come from the HCH Project's ARCH health clinic, but 
occasionally, a referral comes from Brackenridge Hospital or another hospital for clients 
who had to go to the E.R. during the night. All clients who have an overnight reservation 
and a day sleeping reservation are allowed to sleep-in in the morning. Those not staying 
overnight and with a day sleeping medical pass come in any time after 7:30 AM. All 
clients must leave at 3:00 PM. Those with bed passes are readmitted at 6:00 PM. On 
average, there are about 10 to 12 medical reservations daily out of the average of 35 with 
day sleeping passes. Current inventory shows that ARCH has 5 male beds and Salvation 
Army has 10 male and 2 female beds. There is no medical supervision and they must be 
able to manage their personal needs. 

Program Profile 

Type of Facility 

Options: 

• Shelter-based connected with Homeless Health Clinic and ARCH; 

• Free-standing or part of an existing facility connected with a medical facility; 
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• As part of a floor or wing of an existing I proposed Single Room Occupancy 
(SRO) unit connected with a medical facility. 

Number of beds: Initially, 12 to 15 beds with room for expansion. 

Hours of operation: 24 hours/7 days. 

Population served: Homeless adults or those with inadequate living situations who are 
not sick enough to remain hospitalized but are not well enough to return to a life on the 
streets, in the shelter or to their current substandard living arrangement. 

Average length of stay: 2-4 weeks (2 days to 2 months). 

Admission criteria: Patient must be homeless or in a living situation that hampers 
recovery (e.g., couch surfing, no access to running water or sanitary facilities, in an 
environment that poses a very high risk for substance abuse behavior during active 
treatment for infection): 

• Medical oversight needed for recovery from acute illness or injury; 

• Patient is medically stable for discharge from an acute care facility; 

• Patient is independent in ADLs (with limited exceptions); 

• Medication administration for oral medications, drops, creams is by patient 
assistance for wound care or working with intravenous medications will be 
reviewed on a case-by-case basis; 

• Patient will not be a significant behavioral problem in a group setting; 

• Patient may be in a wheelchair but able to transfer on their own; 

• Other criteria to be determined (i.e., communicable disease criteria). 

• Criteria must be very explicit, both to operating staff and to referral sources. 
A center staff coordinator will be responsible for intake screening. 

Expected patient types include: 

• Diabetes treatment for an acute episode or infection resulting thereof; 

• Wound management for cellulitis, ulcerations, infections; 

• Long-term DOT for tuberculosis treatment for public health reasons; 

• Potential for long-term intravenous management for persistent or significant 
infections; 

• Short-term respite for trauma related injuries, especially orthopedic in nature 
that limit mobility. 

Options for type of staff on site: 

• Non-medical coordinator but especially trained in convalescent care 24/7; 
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• One registered nurse and one medical assistant or certified nursing assistant 

24n; 

• One registered nurse 40 hrs a week and one medical assistant or certified 

nursing assistant 2417 and a second present at all times when a nurse is not 

(always maintaining a staff of 2 persons 24/7); 

• Two medical assistants or certified nursing assistants 24/7 and nursing 
coverage only from home health visits as determined by patient condition and 
funding availability. 

All models would need some on-call oversight in the form of physicians and/or nurse on

call 24n. 

Best practice to maximize outcomes would include: 

• Case manager part time during regular weekly hours (based in medical facility 
or shelter); 

• Medical social worker/behavioral health counselor available, shared with 
clinic for patients with minor mental problems; 

• Physician daily rounds. 

These multiple models are determined largely by patient need and funding opportunities. 

Option #1 is the most comprehensive and expensive, going down to the most basic and 

least expensive model (#3). The cost outlay for each model strongly influences and 

determines the criteria of admission. This ultimately plays a large role in the intended 

savings to many potential funding sources. 

Necessary services provided on site: 

• Security on-site 2417 to ensure a safe, healing environment is maintained and 
to limit noisy, disruptive traffic of select visitors or multiple visitations as 

needed; 

• Nursing or medical assistive services by a medical assistant or certified 
nursing assistant; 

• Food for patient only and/or food preparation area; 

• Clothing closet of donated items available to obtain two full outfits as 
available; 

• Showers/hygiene facilities for patient only; 

• Laundry for patient use only. 

Highly recommended services provided, preferably on-site: 

• Case Management, including ( 1) substance abuse counseling and referrals to 

off site treatment, and (2) housing and other social services referrals and 

tracking; 
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• Behavioral Health Counseling. 

Access is needed to: 

• Prescription medications (Some respite facilities have arrangements whereby 
the referring hospital supplies the medications for the duration of the respite 
stay. If we decide on another course, we would need to talk about the funding 
for meds. May need to include MAP in this discussion.); 

• Secure smoking environment to maintain clean air needs of patients and yet, 
provide a location free from mischief for patients unwilling or unable to 
recover from nicotine addiction. 

Additional services upon discharge: 

• Connection with a Primary Care site such as HCH; 

• Access to housing. 

Note: Discharge criteria is very likely needed to be quite aggressive and comprehensive 
to prevent potential abuse 

Should candidates exhibit behavioral or safety problems, then rapid discharge will be 
facilitated. However, it is expected that many others may be reluctant to return to their 
prior living situation and will need encouragement to establish an alternative housing or 
shelter arrangements. Ideally, the respite center would partner with housing agencies to 
establish a formal process for patients to transition from respite to permanent supportive 
housing. 

Emergency Services are not provided on-site. Staff would call 9-1-1 in case of medical 
emergencies. 

Services that may be needed in a continuum of care but not provided in this model: 

• Substance Abuse Treatment; 

• Psychiatric care; 

• Intravenous medication or oxygen; 

• Extended nursing home care (longer than 30 days, incontinent of bowel and 
bladder); 

• Hospice; 

• Communicable disease treatment; 

• Employment skills training or assistance to obtain employment; 

• Life skills and/or financial management training/classes. 

Funding sources: 

• In-kind from existing sources; 
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• Hospitals, purchasing respite care for patients discharged from their facility; 

• Federal funds through HUD (HRSA grant funds for respite are nonexistent) 
and for Public Health tuberculosis management; 

• Local governments (city, county, healthcare district, e.g., through MAP); 

• Community and Foundation donations and grants; 

• Medicaid and Medicare, Veteran's Benefits (vets should already have access 
to some services that non-vets don't), MAP is covered under the healthcare 
district; 

• Any other patient payer source. 

Why choose to fund: 

• The citizens of our community deserve a safe place to recover; 

• Hospitals needs a better choice than the current sick bay beds to send some 
patients; 

• Avoidable days savings for hospitals by reducing in-patient hospital length of 
stays; 

• Decrease in "bounce-back" to emergency departments and re-admission costs; 

• Decrease in use of the Austin-wide emergency department use for primary 
needs when partnered with a home clinic, such as HCH where homeless may 
build a trusting relationship with a physician; 

• Tuberculosis Direct Observed Therapy treatment in the Austin area may lend 
the possibility of public health funding; 

• Potential to backfill some in-patient beds during peak times with funded 
patients; 

• Potential link to other services that may break the cycle of chronic 
homelessness for an individual or a family; 

• Whenever you do for the least, you do for me. 

The sources for federal government funds for respite care for the homeless are making a 
special effort to include discharging patients to housing instead of the streets/shelter a 

condition for funding. 

Several locations have been proposed and could be approached that may meet needs 

including: 

• Health South; 

• Austin State Hospital; 

• In combination with an existing or proposed Single Room Occupancy (SRO) 
facility (i.e., Ramada Inn project). 
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Proposed/estimated cost of baseline management annually: 

• Administration costs (assumes shared responsibility with another program)= 
$30,000. 

• Security (may be reduced or included in location contract) 8736 hr x $15 = 
$131,040. 

• Housing-including hygiene, laundry, utilities and food prep facilities
widely variable based on location = ? 

• Supplies and Medical equipment cost per patient (average of last 5 days 
supply costs for selected patients and patient types most likely to meet 
admission criteria to make estimation x 36) = ? 

• 24/7 on-call medical oversight= $25,000. 

• Cost for limited case management/social services 20 hrs/wk x 2 persons at 
$25/hr (includes benefits) x 52 wks = $52,000. 

Proposed cost of medical services based upon 3 different model types: 

Model#l: 24/7 RN/CA 

• RN with benefits and shift differentials= $37 hr x 24 x 365 = $324,120. 

• CA with benefits and shift differentials= $15 hr x 24 x 365 = $131,400. 

Model #2: 40 hr/wk RN and 24/7 CA and CA for hours when RN not present (128 
hrs/wk) 

• RN with benefits = $32 x 2080 = $66,560. 

• CA with benefits and shift differentials= $15 hr x 24 x 365 = $131,400. 

• CA with benefits and shift differentials= $15 hr x 128 x 52 = $99,840. 

Model #3: Two 24/7 CA with home health .,nurse determined by patient need/coverage 

• 2 CAs with benefits and shift differentials = $15 hr x 24 x 365 x 2 persons = 
$262,800. 

It should be emphasized that the agency that agrees to operate such a center will have full 
discretion as to the professional care provided. 

Please note that nationwide preliminary evaluation results of respite programs show 
improved outcomes for homeless individuals regardless of the type of respite model that 
was used. 

Originally Drafted by Rose Lancaster 
Nov. 15, 2005 
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Edited by Deanna Eichler 
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Reviewed and Edited by John Gilvar 

Nov. 29, 2005 

Review approved by Rose Lancaster 
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Appendix D. 
E-Merge Evaluations, 2004 and 2005 

Evaluation for Calendar Year 2004, Third Quarter (July-September1
) 

Summary 

During the third quarter of CY 2004, the E-Merge program's two counselors saw 788 
patients for a total of 1,04 7 encounters, or an average of. 1.3 encounters per patient. Of 
these encounters, 78 percent appeared to be appointments, which patients attended 84 
percent of the time and were listed as a "walk-in" another 15 percent of the time. Patient 
No-Shows and cancellations accounted for the remainder. 

Overall, the patients are primarily female (68 percent) and are either funded by the city's 
sliding fee scale program (39 percent), city/county Medical Assistant Program (27 
percent), Medicaid (6 percent) or Medicare (10 percent), or other/unknown (18 percent). 
The race/ethnic breakdown of patients seen this quarter was 10 percent African 
American, 25 percent Anglo, 55 percent Hispanic, and 10 percent other or not specified. 
The top reasons for referral into the E-Merge program were depression and anxiety. The 
top medications prescribed remained Zoloft, Prozac, Lexapro, Paxil, and W ellbutrin. 

Outputs 

The ICC evaluation was designed to monitor the following outputs for the E-Merge 
program: 

1. Number of patients year-to-date participating in behavioral health component: 
1,808. Number of encounters year to date: 4,025. 

• Encounters per patient this quarter: 1.3 

• Average number of patients per Behavioral Health Consultant (BHC) this 
quarter: 125 

• Average number of encounters per BHC this quarter: 174.5 

• Number of patients completing treatment this quarter: 43 

• Number of patients with positive change in PHQ clinical assessment scores 
this quarter: 84 (832 administered) (10 percent). 

2. Number of patients who receive follow-up: n/a. QTR: 788 total patients seen. 

• Follow up includes follow-up phone calls for missed appointments, letters 
sent for missed appointments, or both letters and phone calls. 

1 Data submitted this quarter were for July through October 2004. 
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• This measure will be monitored through an annual chart audit of 10 percent of 
the patient records. 

3. Number of referrals Year to Date: 217 total referrals to MHMR. 

4. Number of CAGE assessments administered: QTR: 336 tests administered to 304 
patients. 

• Positive assessments ("yes" to one or more question)= 56 (16 percent). 

Outcomes 

The ICC evaluation was designed to monitor the following outcomes: 

1. Reduction of symptoms of depression as measured by Patient Health Quotient 
(PHQ); 

2. Decrease in somatic complaints; 

3. Decrease in reported self-medicating. 

The PHQ assessment asks patients to rank how often they have experienced symptoms of 
depression in the past two-week time period. The PHQ assessment, as with each of the 
assessment tools, is initially to be administered at the first encounter and then on the last 
visit, typically 3 or 4 visits later depending on the patient's condition. 

The categories range from "Not at all" to "Several Days," "More than half the days," and 
"Nearly every day," and are scored with a value ranging from 0 to 3. Total scores can 
range from 0 to 27. If a patient checks any problems at all, they are further asked to 
check how difficult the problems have been, ranging from "Not difficult at all" to 
''Extremely difficult." 

By reviewing data from the ICC's Master Patient Index/Clinical Data Repository 
(MPl/CDR), we are able to review actual E-Merge patient encounters both prior and 
subsequent to their enrollment and discharge from the program. In this way, it is possible 
to evaluate these patients for a potential decrease in somatic complaints. 

Forty-one patients completed treatment and had their cases closed between July 1 and 
October 31, 2004. A sample of 16 of these patient's MPl/CDR data from July 1, 2003, to 
October 31, 2004, revealed that prior to their case being closed, these patients averaged 8 
clinic or hospital visits per person for non-mental health related diagnoses. The number 
of clinic or hospital visits after their case had been closed dramatically decreased to less 
than one visit per person, a reduction of 90 percent. Many of these patients have chronic 
conditions such as diabetes, hepatitis, and hypertension, and average between two and 
five visits to safety net providers per month, but it is clear that the E-Merge program has 
been able to impact the number of somatic complaints among their patient population. 
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In addition, patients who completed treatment during the second quarter (April-June 

2004) continued to have a reduction in the number of non-mental health related visits to 

area safety net providers four to six months after the completion of their program. A 

sample of 30 of the 50 patients whose treatment was completed during the second quarter 

showed that the average number of encounters in the year prior to their program 

completion was 10.8, compared to an overall average of 3.5 non-mental health related 

encounters in the months following their completion of the E-Merge program activities. 

In order to measure a decrease in self-medicating among the E-Merge patients, the ICC 

requested the following questions be added as a part of the patient assessment: 

1. In the past two weeks, how many days have you used either alcohol or any 

drugs----other than those prescribed for you by a physician-to feel better? 

2. In the last three months, how many times have you gone to any hospital 

emergency room (department) for medical care? (Record the actual number.) 

3. On a scale from I to 10, with 1 being the lowest to 10 being the highest, how 

would you rate the way you have generally felt physically in the last two weeks? 

(Record the numerical rating given by the patient.) 

The results for the individuals administered these questions for the first time is as follows 

(N-571). 

Answer to Question 1 Number of Patients Percent of Patients 
(Use of dc~alcohol) 

0 495 87% 
1 18 3% 
2 16 3% 
3 8 1% 
4 10 2% 
5 2 0% 
7 I 0% 
10 3 0% 
12 9 2% 
14 5 1% 
16 1 0% 

No Answer 3 0% 

Of the individuals who answered the second question on emergency department 

utilization, the majority of patients indicated no visits to the ED within the past three 

months (N=571). 
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Answer to Question 2 
Number of Patients Percent of Patients (Number of ED visits) 

0 405 71% 
1 84 15% 
2 42 7% 
3 18 3% 
4 8 1% 
5 4 1% 
6 3 0% 
7 2 0% 
8 1 0% 
10 1 0% 
12 1 0% 

No Answer 2 0% 

Of note, a random sample of 20 patients who reported having no ED encounters within 
the past three months in reality did not have any ED encounters. 

Finally, the majority of patients (55 percent) answering these questions generally 
indicated on a scale of 1-10 that they physically felt poor (score of 1-5) rather than good 
(score of 6-10) prior to entry into the program (N=571). 

Answer to Question 3 
Number of Patients Percent of Patients (1 = lowest, 10 = hie;hest) 

0 24 4% 
1 30 5% 
2 23 4% 
3 45 8% 
4 41 7% 
5 156 27% 
6 50 9% 
7 57 10% 
8 91 16% 
9 23 4% 
10 28 5% 

No Answer 3 0% 

The second administration of these ICC questions to patients in the system after three to 
four encounters produced the following results. Very few patients used drugs, other than 
those prescribed, or alcohol, to feel better in the past two weeks (N=122). 

Answer to Question 1 Number of Patients Percent of Patients 
(Use of drue:slalcohol) 

0 101 83% 
1 8 7% 
2 1 <1% 
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3 3 2% 
4 3 2% 
5 2 2% 
6 1 <1% 
12 1 <1% 
14 1 <1% 

No Answer 1 <1% 

The number of patients reporting zero visits to a local emergency room increased from 71 
percent to 75 percent of patients after being enrolled in the E-Merge program (N=122). 

Answer to Question 2 
Number of Patients Percent of Patients (Number of ED visits) 

0 92 75% 
1 17 14% 
2 8 7% 
3 1 <1% 
4 3 2% 

Finally, the overall percentage of E-Merge patients reporting that they felt good 
physically increased from 44 percent to 54 percent (N=122). 

Answer to Question 3 Number of Patients Percent of Patients 
(1 = lowest. 10 = hi2hest) 

0 5 4% 
1 5 4% 
2 3 2% 
3 11 9% 
4 6 5% 
5 25 20% 
6 15 12% 
7 14 11% 
8 25 20% 
9 8 7% 
10 5 4% 

Conclusions 

Overall, the E-Merge program appears to have a documented impact on a reduction of 
symptoms of depression as measured by the PrimeMD, a decrease in the number of 
somatic complaints among patients, and an impact on the patients' perception of their 
physical health status. 
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Evaluation for Calendar Year 2005 

Summary 

During CY 2005, the E-Merge program counselors saw 2,373 patients for a total of 5,243 
encounters, or an average of 2.2 encounters per patient. Where the appointment type 
was specified with these encounters, 55 percent appeared to be appointments, which 
patients attended 90 percent of the time and were listed as a "walk-in" another 10 percent 
of the time. Patient No-Shows accounted for less than 1 percent of the encounters. 

The E-Merge patients were predominantly female (71 percent), and the race/ethnic 
breakdown of patients seen during this time period was 13 percent African American, 28 
percent Anglo, 57 percent Hispanic, and 2 percent other or not specified. The majority 
of patients seen were on the city/county Medical Assistance Program (MAP), 35 percent, 
or were self-pay or sliding fee scale patients (29 percent). The remaining patients had 
assistance through Medicare (13 percent), Medicaid (10 percent), SSI (9 percent), or 
some other program such as CHIP or the state Primary Health Care Program (4 percent). 

The top reasons for referral into the E-Merge program were depression and anxiety. The 
top medications prescribed remained Zoloft, Prozac, Lexapro, Wellbutrin and Prudl. Of 
all patients seen in CY 2005, 750 (32 percent) appeared to require no medications, and 
only 198 patients (8 percent) required three or more medications. 

The ICC evaluation was designed to monitor the following outputs for the E-Merge 
program: 

1. Number of patients year-to-date participating in behavioral health component: 
2,373. Number of encounters year to date: 5,243. 

• Encounters per patient this quarter: 2.2 

• Average number of patients per Behavioral Health Consultant (BHC) this 
quarter: 396 (during CY 2005 there were 6 total BHCs) 

• Average number of encounters per BHC: 874 

• Number of patients completing treatment: 567. 

2. Number of patients who receive follow-up: n/a. 

• Follow up includes follow-up phone calls for missed appointments, letters 
sent for missed appointments, or both letters and phone calls. 

• This measure will be monitored through an annual chart audit of 10 percent of 
the patient records. 

3. Number of referrals Year to Date: 419 total referrals to MHMR. 

4. Number of CAGE assessments administered: Year: 1,295 patients took at least 1 
CAGE assessment test for a total of 1,965 tests. 
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Outcomes 

The ICC evaluation was designed to monitor the following outcomes: 

1. Reduction of symptoms of depression as measured by Patient Health Quotient 
(PHQ); 

2. Decrease in somatic complaints; 

3. Decrease in reported self-medicating. 

The PHQ assessment asks patients to rank how often they have experienced symptoms of 
depression in the past two-week time period. The PHQ assessment, as with each of the 
assessment tools, is initially to be administered at the first encounter and then on the last 
visit, typically 3 or 4 visits later depending on the patient's condition. 

The categories range from "Not at all" to "Several Days," "More than half the days," and 
"Nearly every day," and are scored with a value ranging from 0 to 3. Total scores can 
range from 0 to 27. If a patient checks any problems at all, they are further asked to 
check how difficult the problems have been, ranging from "Not difficult at all" to 
"Extreme! y difficult." 

Over 2,100 patients were administered at least one PHQ assessment during the year. Of 
the more than 740 patients who took more than one PHQ assessment test during the year, 
these patients lowered their test scores from the "pre" to "post" test on average by 3.2 
points. 

By reviewing data from the ICC's Master Patient Index/Clinical Data Repository 
(MPI/CDR), or I-Care system, we are able to review actual E-Merge patient encounters 
both prior and subsequent to their enrollment and discharge from the program. In this 
way, it is possible to evaluate these patients for a potential decrease in somatic 
complaints. 

Over 500 patients completed treatment and had their cases closed between January 1 and 
December 30, 2005. Approximately 160 of these patients had their cases closed between 
January 1, 2005, and March 31, 2005. A review of these patient's MPI/CDR data from 
January 1, 2004, thru February 28, 2006, revealed that in the 12 months prior to their case 
being closed, these patients averaged 6.3 clinic visits and nearly three ED visits per 
person for non-mental health related diagnoses. 

The number of clinic encounters for this group for non-mental health related diagnoses in 
the 12 months following the completion of their treatment with the E-Merge program 
decreased by nearly 30 percent to just over 4.5 encounters per person on average. 
Similarly, the actual number of ED visits for non-mental health diagnoses decreased for 
this group by 16 percent in the 12 months following their cases being closed in the E
Merge program. 
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In order to measure a decrease in self-medicating among the E-Merge patients, the ICC 
requested the following questions be added as a part of the patient assessment: 

1. In the past two weeks, how many days have you used either alcohol or any 
drugs-other than those prescribed for you by a physician-to feel better? 

2. In the last three months, how many times have you gone to any hospital 
emergency room (department) for medical care? (Record the actual number.) 

3. On a scale from 1 to 10, with 1 being the lowest to 10 being the highest, how 
would you rate the way you have generally felt physically in the last two weeks? 
(Record the numerical rating given by the patient.) 

The results for the individuals administered these questions for the first time is as follows 
(N=l,347). 

Answer to Question 1 
Number of Patients Percent of Patients 

(Use of dru2s/alcohol) 
0 1091 81% 
1 61 5% 
2 46 3% 
3 30 2% 
4 20 1% 
5 12 1% 
6 14 1% 
7 15 1% 
8 3 0% 
10 8 1% 
12 10 1% 
14 29 2% 

Greater than 14 8 1% 

Of the individuals who answered the second question on emergency department 
utilization, the majority of patients indicated no visits to the ED within the past three 
months (N=l,424). 

Answer to Question 2 
Number of Patients Percent of Patients 

(Number of ED visits) 
0 921 65% 
1 293 21% 
2 114 8% 
3 51 4% 
4 15 1% 
5 16 1% 
6 5 0% 
7 3 0% 
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8 1 0% 
9 2 0% 

More than 10 3 0% 

Of note, a random sample of 34 patients reveled that the patient had the same or fewer 

ED visits indicated in the I-Care system than what was recorded on their E-Merge survey. 

However, while patient recollections may be fairly accurate, many of the patients treated 

by this program appear to be elderly and/or disabled and therefore on Medicare or SSI. 
Encounters by patients with Medicare are not populated in the I-Care system at this time. 

Finally, the majority of patients (61 percent) answering these questions generally 

indicated on a scale of 1-10 that they physically felt poor (score of 1-5) rather than good, 

39 percent, (score of 6-10) prior to entry into the program (N=l,815). 

Answer to Question 3 
Number of Patients Percent of Patients 

(1 = lowest. 10 = hi2hest) 
0 195 11% 
1 86 5% 
2 83 5% 
3 161 9% 
4 120 7% 
5 438 24% 
6 185 10% 
7 187 10% 
8 248 14% 
9 59 3% 
10 53 3% 

The final administration of these ICC questions to patients in the system during the 
calendar year produced the following results. Very few patients used drugs, other than 

those prescribed, or alcohol to feel better in the past two weeks (N=397). 

Answer to Question 1 Number of Patients Percent of Patients 
(Use of .:a ~·alcohol) 

0 309 78% 
1 28 7% 
2 21 5% 
3 7 2% 
4 3 1% 
6 1 0% 
7 6 2% 

8 6 2% 

9 2 1% 

IO or more 14 4% 
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The number of patients reporting five or more visits to a local emergency room remained 
steady among patients after being enrolled in the E-Merge program, with only 1 percent 
of the patients reporting more than five visits to the ED in the past six months (N=455). 

Answer to Question 2 
Number of Patients Percent of Patients (Number of ED visits) 

0 274 60% 
1 99 22% 
2 45 10% 
3 22 5% 
4 6 1% 
5 4 1% 
6 1 0% 
8 2 0% 

10 or more 2 0% 

Finally, the overall percentage of E-Merge patients reporting that they felt good 
physically increased from 39 percent to 49 percent (N=756). 

Answer to Question 3 
Number of Patients Percent of Patients (1 = lowest. 10 = hit!hest) 

0 72 10% 
1 30 4% 
2 25 3% 
3 55 7% 
4 46 6% 
5 157 21% 
6 101 13% 
7 98 13% 
8 98 13% 
9 44 6% 
10 30 4% 

Conclusions: 

Overall, the E-Merge program continues to have a documented impact on a reduction of 
symptoms of depression as measured by the PrimeMD, a decrease in the number of 
somatic complaints among patients, and an impact on the patients' perception of their 
physical health status. 
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AppendixE. 
Sample E-Merge Patient Assessment Form 

~ cite Community Health Centers 8 
Patient·Assessment PLACE PATIENT LABEL HERE 

PHQ/CD 

over the oast two weeks, how often have you been bothered by any of the following problems? 
More than half Nearly every 

Question Not at all Several days the days day 

1 Feeling down, depressed, irritable, or hopeless? 0 1 2 3 
2 Little interest or pleasure in doing things? 0 1 2 3 

Trouble falling or staying asleep, or sleeping too much? 
3 0 1 2 3 
4 Poor appetite, weight loss, or overeating? 0 1 2 3 
s Feeling tired, or having little energy? 0 1 2 3 

Feeling bad about yourself - or feeling that you are a 

6 
failure, or that you have let yourself or your family down? 

0 1 2 3 
Trouble focusing on things, such as reading the newspaper 

7 or watching television? 0 1 2 3 
Moving or speaking so slowly that other people could have 
noticed? Or, being so restless that you have been moving 

8 around a lot more than usual? 0 1 2 3 
Thoughts of hurting yourself in some way? 
Yes No 

9 
Thoughts that you would be better off dead? 
v~ u~ 0 1 2 3 

Score: -t- ... ... 
If you checked off any problems, how difficult have Not at all Somewhat Very Extremely 
these problems made it for you to do your work, take difficult difficult difficult difficult 
care of things at home, or get along with other D D D D 10 people? 

In the past 2 years have you felt depressed or sad most days, even if you felt ok sometimes? 

11 YesD No D 
In the past two weeks, how many times have you used alcohol or drugs (other that prescribed by Dr.) to 

1 make yoo feel better? 
iln me past three months, how many bmes have you gone to tne hospital emergency room tor meo1ca1 

2 care? 

On a scale from 1-10, with 1 being the worst health and 10 being the best health, how would you rate your 
3 phvsical health in the last two weeks? 

You used drugs even though a doctor suggested that you stop using 
1 because of a problem with your health? YES NO Not Applicable 

You used drugs, were high or hung over from drugs while you were 

2 
working, going to school, taking care of children or other responsibilities? 

YES NO Not Applicable 
You missed or were late for something important because you were using 

3 druas or huno over? YES NO Not Applicable 
You had a problem getting along with other people while you were using 

4 drugs? YES NO Not Applicable 

s You drove a car after using druos? YES NO Not Aooticable 

6 You had leoal problems because of drua use? YES NO Not Applicable 

Signature -· ··- . -·-- . -········ Date Number of Yes Answers 

BHOOOBE PHQ/CD 05/24/05 
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Community Health Centers 

IBH Progress Note 

Demographics Status Follow Up 
Referred To/From: No: -- Phone: Y - N -
Ethnicity: Hisp _ AA_ AT Letter: y - N -
cauc_ American Indian _ WI Appt: y - N -
Asian _ Other _ RS 
Chronic Pain: Y - N - NS Next Appt: _J _J_ 
Over Utilizer: y - N - CX Phone 
Presenting Concern: 

Diagnostic Questions 
[]anxiety 

!Minimal 1 2 3 4 5 Severe 
mood abnormal" 

_slightly abnormal _ moderately _marked 
extreme 

[]anger 
[ ] aggression 
( ] somatic concerns 
[ ] adjustment problems 
[ ] sleep problems 
[]depression 
( ] psychosis 

intellectual functionin 
_ extremely low _ moderately low 
_sli h normal normal _above normal 

suicidal ideation 
Minimal 1 2 3 4 5 Severe 
( ] contract [ ] no contract 

homicidal ideation 

4 5 Severe 

PLACE PATIENT LABEL HERE 

case status Tx Frequency 
Open Closed 
Date: _J_/ __ 

Tx Completed 
Other: 

Refused Services 

[ ] academic stress 
(]social stress 

1 week 
2week 
3week 
4week 
6week 

Sweek 

[ ] post traumatic stress 
[ ] marital stress 
[ ] work stress 
[ ] relational problems 
[ ] sexual dysfunctions 
[ ] grief/loss 
( ] impulse-control problems 
[ ] financial problems 
[]other problems: 

Other: 

[ ] MHMR patient ( ] current 
[ J discharged 
[]referred 

[ ] aicOhol [ ] smoker 
[ ] other substances: 

Assessment Date: _J_/ __ Scores: PHQ-9 __ ICC 1) __ 2) __ 3) __ CD __ MMSE _ . _ 

Diagnoses: Axis I _____ Axis II ____ _,Axis III _____ Axis IV ____ Axis V __ _ 

Medl ----Med 2. ______ Med 3 ------

Tx Plan: __________________ ·----------------

Self Management Goals: ___________________________ _ 

Progress as of last sessior-i : ( ] getting better [ ] getting worse [ ] about the same [ ] 1st session 

Prognosis as of last session: (]good []fair []poor []guarded [ J° unsure at this time [] 1st session 

Provider:--------- BHP Signature/Date: __ -----------

BH005 IBH Progress Note 12/1/04 
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AppendixF. 
Sample Patient Assistance Program Application Form 

w TAP PHARMACEUTICALS INC. 
PRE\'ACID PAflE.N r AMIST AN(.E PJlOGllA.~I 
POBox66586 
St. Louis. MO 63166·6586 

• 

Enrollmem Status: 
U New Enrollment 
U Re-Enror~nt 

U Re-Oroor (ple1:1so co~i:;.<Utu ~ioos 1 il"\C 2 o"IM . .. 
Physician Name I DEAISlalu Li~# I E.xpiral'On Dale 

City. State & Zip Code 

Office Ph. Nwm:ier ' Olf;~ Faa Number ( 

P-~tienl Oi&gnotii•: 
-·· - ····-··· - -- ·-····- ·· · -· · 

OO$agO req"4Jtiting chuck one :>vlow: 
~id-·oouge-·-.. · ·--····· ----·---·--··· · · · -···T-PFMC.id.iOiu18t;-DOAg; ·---- -· -- ----·· 
u JO my 60 ct (1 bOltle) ! D JOmg 30 tabQI (2 boxes) 
:- 1~-~~Gfl_ .. _____________ l.:11~mg30~~1----- ---------·----·--- - - _ .... __ _____ __ _ _ 
I ~fy ':tn:1: lrlc:t pa~f.lsj ~tlO en :Ns "cfTr ·tlfill "'4.T.\l'tt Pne"Jt:tCSC ''~ ur '-"har~ . ~-'1er ~~t.'.:f• ur Wt) tnird par.y ~Yt:f. M~l".::tre ::r Mud-~c.IC.t v.a1~ or ··1 
'llloi tl be t.1'argitd fur :l-ii1 i:irocuc:. Alldi:icm.tltv. I urdllrll'.llnd :~,.. QCXY.IS C<1r.rv.:t :ii: Nlcill '"" u«.mic 'Ill' lla:1t1., :T"dUt:. Th11> nfa-rmo:.or ... . :Nt: a"d ioa.;.iraw 
:c !!Ill~ t:i ""' trn-M · 
Physician'• :signature (RequiNd) Date 

x 
~CTl{)foj 1 PATIENT IMl'OltMATIQf; 
l ""'[ .\!liD ICU.f-u.t. ISfOIC\I.\ TIO' tUIC P.\ I 11:s r .~'i."'ilSl A .. ,·r. PROGR.,)I rl'llOC~R.\!\I', 
? ~n ... .... 1:.-. ..! . ... ·~: r ~ ... : ~.:I..: : : .u...l -., . ~1 :.Jlf. t•:•· ... ! .: ·., 11• ... ¥.: . .. t. .. :: . ..: .a! ::kA...: .. :, mf.-=· --~:w.· :~i..i.· ·l=-1 :.,. '1:: f~ . ;.-::..::: r1::· a;f.i: : .. ..:. "J1 1: . 11..,. ·.; . .... ·- r: :" : .....: ; ~ . . :i h,:r:i....;:. · ·:. ::.n : ·:· -. ~ n.:-~
:: ... ~ i:-.:.. i.a:.o ..:: :- ... ., •;: i.·:au.>: ri .-::_ : .::.in.:u.i .=1t:>:t: o.. •• •:t. '~' 1r.f:-= · : .:Ju~ . .. ; ii · :c o.~ \- :t , h• ·• \f" ?':2.so: a.a..::..· . ..1."" .. : · ··~ .\.r -1. ·\ ·· :t -"· .;.r~ - ,:.n .. .i1•!' .. -·~;: : s : '!Jt....:.-·1- · " 1:.:.r.:i..."1' • :..' ! ... · .·: . .,,, H.~.
P: .. .,.~: u:1 111:'-\!' '-'""""·· . .:.:i.. tC.C..:•'-"" _.:": ::"I n.Soo:-:;.'.i1• · ..tL' 'Ii.• ; \...: : ;r:: Pr"~ :·:.o:11 . ..; :: (':1•,1t•: : '.\: , : · :.:::1ua.-t1 "" -~ 1-.: '..:.:.;;I: •• \.lit,'.-~...r.1.:.1.lh .·.·I!..: 1o·A.l::J. f'.'•.,t.,;r:t! i ~~ i.:... : -=U:r-· !.:.Y rt-.-
.. ; , ... _..,,.,_. ~ •...: "" :'·' ;1;:;.. ::i., :t.i . ~:::.ih.l(: ~n.: •rt. tlr.~ !

0

•!r:u ?>: •.i:r.r ·• ~..:' l<U':O: : '. It .... "::~ .. ,, 1 ... :1 ...;'oi.&0..,..n.I ;:'1t" TI . • tu- : 11111.>.:11 t"l' : o. · ;cc: \I."..: ..o!L-. r.1 • .1H:ii .. .1h; -:: : .• ~"'": 'l:tl1·: • ...::1:.! I.~ • 
.,;:·: ... :~ ~ 1 •. tu··~· 1!,, f1•!r. 1 11: ..- .er ... i:; ~ :11~ f'(':ru 1 •'"J.o:: .u:"l·t::: c- !I I "A.I: : 'J: .:..4! .. ". lh • '!'li:"::u-..'tt.-o ·.1 ~ ·-: v J . '-",.,,; f 1c- :.r-.:'J: :;tu~~ . I"''[ Ml~-: '.I· :;"I· J .... · ... ·t 1c : :c-~•.:-1 :d.rn -. \.i~ .. .:i ... :ll~!:.~1 ., : .. ::.: 
._," -,. :.. . u.:".t: ~~ .~h.c: "hr ... ah 1k·&.nr..:...: i. ... '. .-.:'.!1 .... :::- p: ..... t.!C":" .. ;:.i,..; t.,:.d~ : :-.'...:11'> : ."·.!1:'\ !:..o•:- ~r~.:-.· ·..:,..!-.: 1ir : :h:.:. .. n! :a\ a.C. - ~::•JI-~:. •.•r .:...•.a! r: u·::.:0.:1 .. : , f t ~:: 'I p.::1:1 ... :.11: '.'1 •: ~a~.U•/ . :"t l.'f u 
..,,. ~ r. •.t .u ·.-.·· ·-~ t.· olf"" .. '1"1' - ·. 1rt:'~1 o> lf. '.!11- ' ·~o l9fo1;.r.,-.. :"".lf!'lt:-. r1tr 4 f' 0~""1"1° .. 1 h~t' t"..(.\!'=°" ." .\f •. ' . ~ -;. .. '"'di~ t."• f•- l':tl'" •,' ~lh - :n ·, .--::, ;tt", r : .. :., , . ,'~ " ":"1 1'. t:' ·. lo''r'• I'\ .,,~ _, _.: ... ~. ,· •, ,· tt, o' ; .,,.. t\' 

-~~- ' -"" ~~-~WI th:•::_::~~~~ - --·---------·--·· · ·--- - · -- - ·- ... ··---.... ----·--·----------·-·-· ···- . - --- --···--·-·· ... 
Namo Daytime Phono Date of S:rth 

Legal us Resldunt lJ Yes LJ No 

City, State & Z:;> Codt: 

J 
Socl81 Security Number/ID Number .I Numour of poo;>le in ~~

Adult(&} Chr:<hn 
··---· . . . .. ..... ... -· --··-- · .. . -···- . - - ... . ····-- ·------ .. ··· ·- - .. -- - - ··--· - ... ... _ ... . .. -· ... . 

_ Priwlllt_.··J···crn_,,!'-o Y.~~---- ---I~J ;;~-- -·· -- -----~-1'~~~--- · · -----· - ---·- --··-· ---- --- __ .P.~~~~1119 
,...,,. ""'"''"'"" , , ~ - JP::ullCcwer.age ... - .'None 

:J Not Enro11ee1 D Ncx Enro11ec1 1 D Not f>t'Ollee j O Pattiat CO¥erage 

• 11••• .... • ~ol 

.,: 

.... ~- 1-~-----·---- I Total Monthly Household lnoo!Tl41 {Must include patient. apouse ano ethers liV:!'.g in ~seholOJ I 
Salary : s 
Pension . s 
SaciRI ~curitv : $ 

-~!:-§.~_n~!_~_f!.\)'.J_~me .. 1.1 .. _ ·- --·-··-·····--·----··-- · ····-------···- ·--... ---··-·-· ·-. ··--······-···- ·--·--··---·-. 
Social SecuritY Dr&a:>il:tv S 
l., .. _ ,,.nt Compemiali<r.1 s 

Gross Monthly Income Total:$ 
• 111~ 

'1't ~~~conlltt~ t"\J~ ttte P.r.r-.JID"'l c<' 1°'t: torn r; sn.c ~.-.: cc.rroe:. : ~- ra c. .. ~or:r, rcoc- .. 'r1 ;z \~~· :.o:J:S )o·iC""::: ctclJ"er~:r~tt:i'"' c:h1Cr~c tcrtott!. tl":a:r: :.~ :-.e
-o c.i~ t'Y Ytr ttc~!t t.ltt' ~-~- cf rr~ rie<it.:&11 -rt:l...rTaS.c< p~,..,r~ :.:.i '°'.c POJ:cr.: 1\;~~co Uir-~::l'T: tc· to u!oCQ rcr ~fOf;f.l·- aa.!TJ:l"1lilt.:i.·, j:i.~G' .... ::ra. I ;i,J:'t£'-"ZC '"., .i": 
,,, ~ti. <fll"Jj ll...X~"f".flltll;\ fn ,..,.... ~ .. rr!rr,i.#.: l lfl ~J• 1 t"'"' Af:rl :.~::t1 \. :-•·:•- l;l'J.~ tr ..... l:J • .»J'tl f::• l't'tj,' I ~Ufl h:r• ! °":" °TA.·· ('•"4 '- ' '' .... ,,_,~ ... ·1> t'"tn_;r~ - .-.1•1: fu9ft'ttl ;,il.lh: 1• !Jt:t l• :w · ' :ttf 

,/My..,..~.>•! ~V.f)' rut"lttt• !nt ..-~11h1; ... 11-.r ' 1uri·,,.,....,. .. ,,,~ :-w.,_:n! ~- UIJ' . .r1~l.t•r1 Te\.f· ,_,...~ :•;,. • •,;t-~ r11 "·:~· rr-.. w!·,~-' -~ .--.·n:»- !:: rn·•:tf:; 1:r ,•, \\J·:m•r1;.11 !t:"' :0•:1;,ram 

- ~~!- ~-~:!J'•'"'Y .!.·."~~~~ - - ·--· -- -·-- - . ~- . .. -
Patient or fa.rnily memt>Ctr's a'lf1ilb.n'e (R.9quir9d) Daw 

x 

For q&llltionl, plem caH: 1-800-830-1015 Phone 1.-o.3M-27M Fax 
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Appendix G Patient Assistance Program Eligibility Criteria 
and Medicare Part D 

No Medicare Patients may aooly for P APs 
American Regent Cephalon PKL Biopharm 
Amgen Chiron/Proleukin Purdue 
Ax can Dermik Sankyo 
Biogen Genzyme Savient 
Boehringer Ingleheim Medlmmune Scios 
Can gene Millenium Takeda 
Celgene Mylan TAP 
Centocor (If diagnosis is for off- Novo-Nordisk Teva/Gate 
label use, Medicare beneficiaries 
mav still apply.) 

Medicare Patients without a Part D plan may ap l))y for P APs 
3M# Duramed (MC Advantage Plans Ortho-Biotech # 
Abbott (Must have US* denial are also eligible.) Pfizer 
letter.) Eisai Reliant 
Alcon Endo Roche# 
Allergan ESP Sanofi-Aventis 
Amylin First Horizon Serono 
AstraZeneca** Forest Shire# 
Astellas Galderma Sigma-Tau # . 
Bayer Genentech Solvay 
Berlex Gilead# UCB 
Biovail Intermune Upsher-Smith 
Bradley Pharmaceuticals Ligand# Valeant 
Bristol Myer Squibb MedPointe Vistakon 
Chiron/Rabavert MGI Wyeth (Must have low-income 
Chiron/TOBI# NABI subsidy denial letter) 

Novartis Xcel 
All Medicare Patients may aooly for P APs 

Alpharma Merck** (Part D enrollees must Schering-Plough (All 
Digestive Care not be eligible for low-income applicants must have incurred 
Eytech subsidy) more than 3% of household 
GTx Procter & Gamble (Part D income in out-of-pocket 
Johnson & Johnson** enrollees must not be eligible for medication costs.) 
Kos low-income subsidy) 

Unconfirmed information 
IVAX NORD programs 

Other 
Baxter (Medications covered Eli Lilly** Watson (Medications covered 
through Medicare Part B) GlaxoSmithKline** through Medicare Part B; if 
Berlex/Beta Seron Fnd. (Part D Medicare denies payment, 
enrollees cannot be eligible for beneficiaries may apply for 
low-income subsidy) PAP) 
Adapted from: RxAss1st. Volunteers m Health Care, Patzent Assistance Program Eligibility Criteria and 

Medicare Part D. (Pawtucket, Rhode Island, May 17, 2006). Online. Available: 
http://www.rxassist.org/docs/medicare-and-paps.cfm. Accessed: May 23, 2006. 

** Company will consider allowing some Part D enrollees to apply for P APs; contact the company for 
more information. 

# Part D enrollees may apply for drugs not covered by their plan. 
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Appendix H. 
Programs that Assist with Pharmaceutical Access 

Care Link 

Located in San Antonio, Texas, CareLink is a sliding fee, membership program for the 
uninsured. 1 For Bexar County residents who are ineligible for Medicare, Medicaid and 
State Children's Health Insurance Program (SCRIP), who do not have health care 
insurance, and who reside in families that earn less than 200 percent but more than 75 
percent of FPL, CareLink allows families to ~ay a monthly payment based on income to 
enroll in the CareLink membership program. Families earning less than 75 percent of 
FPL do not have to pay to enroll in the program and are not expected to pay for their 
pharmaceutical benefits.3 However, members above 75 percent FPL are required to 
cover the co-payment of $5 for 30 days or $10 for 90 days of medication.4 

In 2004, CareLink provided services to approximately 50,000 to 55,000 enrollees.5 

These numbers represent less than 15 percent of the uninsured population in Bexar 
County.6 Because of limited resources, CareLink focuses primarily on the chronically 
ill.7 CareLink offers access to health care services available through five clinics under 
the umbrella of University Health Services. 8 CareLink procures its medications through 
340B pricing subsidies, aggressive use of P APs, and a formulary based on clinical 
pathways, pharmacy and therapeutics committee actions and subsidy decisions. The 
CareLink program, which now collects revenues of approximately $1,000,000 a year, 
generates its economic viability in large part through the cost-containment initiatives 
operated by its pharmacy department.9 

Crisis Control Ministry 

The Crisis Control Ministry (CCM) in Forsyth Country, North Carolina, has operated as a 
faith-based initiative that supplies people in severe financial crisis with basic necessities 
and free medications since 1987 .10 Its allocation of medication is operated by its Crisis 
Control Ministry Pharmacy, which, according to CCM' s Executive Director Margaret 
Elliott, is the "most efficient" program that the clinic sponsors. 11 The CCM views 
providing drugs to those who could otherwise not afford them as a matter of moral 
imperative and of cost effectiveness for the community in general. 12 

CCM supplies only life-saving and life-enhancing medications, which are provided at no 
charge to eligible patients.13 Its patient base can be broken down into four groups: 
elderly (40 percent), working poor (30 percent), chronically poor (15 percent) and 
medically underinsured (15 percent). 14 For these populations, the CCM Pharmacy 
procures medications by receiving drug samples from pharmaceutical representatives and 
donations by medical offices, vouchers for medicines to be filled at other pharmacies, 
bulk donations from pharmaceutical companies, and through bulk purchasing of name 
brand and of generic drugs. 15 In order to contain costs, the pharmacy actively financially 
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pursues only life-sustaining medications, and will provide life-enhancing drugs to 
patients when the medications are donated. 16 

The pharmacy is budgeted at approximately $512,000 a year, excluding in-kind 
benefits. 17 The money invested in the pharmacy helped to dispense 36,580 prescriptions 
last year, valued at approximately $2,200,000.18 Approximately $325,000 is budgeted for 
medicine purchasing and the remainder pays for staffing: one licensed pharmacist who 
works 30 hours a week, two fharmacy technicians and one employee who helps secure 
free medication from P APs. 1 Staffing costs are relatively low in this state because of a 
North Carolina Board of Pharmacy ruling that allows pharmacists to secure Continuing 
Education (CE) credits by volunteering at free clinics or pharmacies. 2° Funding comes 
from foundations, individual donations, and the CCM' s church base. 21 

First Presbyterian Church Health Clinic 

Based in Kalamazoo, Michigan, the First Presbyterian Church Health Clinic (FPCHC) 
operates a Medical Assistance Program for county residents who are diagnosed with a 
chronic illness (the top four being hypertension, diabetes, depression and chronic lung 
diseases) and who unable to afford their medications. 22 

The clinic provides most drugs either at no cost or at $3 for a three month supply through 
a drug voucher program. 23 The FPCHC procures its medications through drug samples 
from approximately 50 physician officers, from donations from pharmaceutical 
companies, through bulk purchasing from a local affiliated hospital pharmacy, the 
Michigan Emergency Pharmaceutical Program for Seniors and through pharmaceutical 
medication assistance programs. 24 

The FPCHC had a budget in 2001 of $9,000 for pharmaceuticals and $7,500 for medical 
supplies (like diabetic testing strips).25 In-kind donations totaled approximately $730,000 
in 2000, and 16,549 medications were dispensed through the First Presbyterian Church 
Health Clinic. 26 

Gateway to Care, Harris County Community A~ Collaborative 

The City of Houston, in conjunction with Harris County, operates a health care 
collaborative funded by the federal Health Resources and Services Administration 
(HRSA), the Harris County Hospital District, the Texas Health and Human Services 
Commission and local philanthropic foundations.27 Its mission is to provide access to 
healthcare for 100 percent of the approximately 800,000 uninsured residents of Harris 
County.28 Gateway to Care links the uninsured population of its county to medical 
resources such as the sixty clinics available in Harris County alone. 29 In the past five 
years, it has grown in member and affiliated. organizations from six to 96, identified and 
enrolled over 165,000 persons eligible for Medicaid and SCHIP, and created a 24 hour 
nurse hotline. 30 

Gateway to Care focuses on a three pronged approach to provide health resources to 
Harris County residents.31 First, it works to train its membership organizations on the 
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successful utilization of PAPs.32 Second, it develops FQHCs, in part because of the cost
savings that are generated from dispensing medicines under 340B pricing. 

33 
Gateway to 

Care has increased the number of FQHCs from two to 14 since 2001. 
34 

Third, it asks 
physicians to donate their time, and when applicable, their drug samples, to help fill 
prescriptions and to help Gateway to Care keep costs down. 35 

Program for Pharmaceutical Care to Underserved Populations 

Run by the University of Pittsburgh's School of Pharmacy, the Program for 
Phannaceutical Care to Underserved Populations (PPCUP) represents one of the most 
practical models for the Austin community to emulate in order to improve pharmaceutical 
benefit for our low income, especially homeless, populations.36 

Under the Health Care for the Homeless Project, the PPCUP collaborates with three other 
organizations, sharing resources like medications and personnel, to provide care at ten 
half-day clinics in the Pittsburgh area.37 Approximately 115 pharmacy students volunteer 
their time to the program annually, a number that the University of Texas, School of 
Phannacy could replicate. 38 According to Sharon Connor, an assistant professor in the 
School of Phannacy who helps coordinate the program, 99 percent of the students 
involved in the program really enjoy it.39 

PPCUP procures medications by receiving drug samples, from retail and other 
phannacies, donations from other health care institutions (like hospitals), donations from 
drug companies and through bulk purchasing of medications under the federal 
government's 340B pricing system.40 Last year, approximately $82,000 in medications at 
one clinic was procured through PAP.41 The PPCUP's annual budget for medications is 
approximately $34,000.42 The program keeps within this budget by establishing 
insurance status at each patient encounter, only dispensing drugs or drug vouchers when 
patients are uninsured, and by substituting generic drugs for name brand ones.43 

Volunteer pharmacists also help to keep costs of the program low. 44 

St. Joseph's Health Center 

The St. Joseph's Health Center (SJHC) in South Bend, Indiana, is an off-site indigent 
clinic and phannacy operating as department of a hospital.45 It charges patients $5 per 
visit to the clinic but does not charge for prescription medications nor does it have a 
prescription cap. 46 As a Catholic institution, the SJHC does not fill birth control 
medications or "lifestyle" drugs (like Viagra), but chooses to focus on prescriptions for 
most of the problems they see at the clinic, including drugs for diabetes, high blood 
pressure, chronic pulmonary disease, gastrointestinal, muscular and arthritis diseases, and 

inti . d" 47 acute ect.J.ous 1seases. 

The pharmacy procures medications through drug samples from pharmaceutical 
representatives, pharmaceutical assistance programs, discounted drugs from retail and 
other pharmacies, and bulk purchasing (at about 45 percent of all drugs received).48 The 
clinic does not qualify for 340B federal pricing.49 It has one full time licensed pharmacist 
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and one full time certified pharmacy technician on staff. 50 Its 2005 annual budget was 
$850,000.51 

WV Health Right 

The WV Health Right in Charleston, West Virginia, has offered free medications through 
its pharmacy in its health clinic, asking for a $1 non-mandatory donation for each 
prescription filled since 1982. 52 The WV Health Right operates under the ethic that "for 
the working poor, diagnosis without treatment/medications is pointless."53 In this 
framework, medication availability is used as a method to get patients to follow up with 
their treatment, and noncompliant patients are given extra attention and education about 
their illnesses and treatments.54 

Medication is procured through drug samples, bulk purchasing, donations from hospitals 
and other health care institutions, and bulk replacement programs. 55 Staffing includes 
one full-time certified pharmacy technician, three other paid pharmacy technicians, and 
volunteer pharmacists. The budget for FY 2001 was $35,000.56 
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Appendix I. 
Programs that Assist with Medication Co-Pays 

Some organizations offer to help insured patients that are having difficulty paying the co
pays for their medications or their insurance. These programs are for very specific 
diseases or medications. Some of these programs include: 

Caring Voice Coalition 

Caring Voice Coalition was established early in 2003 to serve comprehensive needs of all 
individuals affected by serious and chronic disorders, through collaborative efforts and 
partnerships with organizations established to serve those patient populations. Current 
programs include: Insurance Reimbursement and Advocacy, Vital Relief (need based 
financial assistance limited to certain disorders or medical conditions), Compassionate 
Care (counseling and counseling referrals) and Public Advocacy. Caring Voice assists 
individuals affected by idiopathic pulmonary fibrosis and Alpha 1. For more information 
see http://caringvoice.org. 

Chronic Disease Fond 

The Chronic Disease Fund, a non-profit organization founded in 2003. Its focus is to 
provide assistance to those under-insured patients who are diagnosed with chronic or life 
altering diseases that require the use of expensive, specialty therapeutics. For more 
information see http://www.cdfund.org. 

Health Well Foundation 

The Health Well Foundation, a 501(c)(3) non-profit organization established in 2003 to 
address the needs of individuals who cannot afford their insurance copayrnents, 
premiums, coinsurance, or other out-of-pocket health care costs. For more information 
see http://www.healthwellfoundation.org. 

National Marrow Patient ~istance Program and Financial Assistance Fund 

The Marrow Foundation is the fund-raising partner of the National Marrow Donor 
Program (NMDP). Funds from this program help patients pay for searching the National 
Marrow Donor Program (NMDP) Registry and/or some post-transplant costs. 
Applications for Patient Assistance Program funds must be submitted by an NMDP 
transplant center. Eligible patients may ask their transplant center coordinator to apply 
for one or both programs. Call 1-888-999-6743 or email patientinfo@nmdp.org. For 
more information see http://www.marrow.org/P A TIENT /financial_assistance.html. 
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Patient Advocate Foundation 

The Patient Advocate Foundation, a national non-profit organization that seeks to 
safeguard patients through effective mediation assuring access to care, maintenance of 
employment and preservation of their financial stability. The Patient Advocate 
Foundation's Co-Pay Relief (CPR) Program provides direct co-payment assistance for 
pharmaceutical products to insured Americans who financially and medically qualify. 
The program offers personal service to all patients through the use of CPR call 
counselors. For more information see http://www.copays.org. 

Patient Services Incorporated 

Patient Services Incorporated, developed in 1989, is a non-profit charitable organization 
primarily dedicated to subsidizing the high cost of health insurance premiums and 
pharmacy co-payments for persons with specific chronic illnesses and rare disorders. PSI 
is committed to assisting persons with chronic medical illnesses in accessing health 
insurance and pharmacy co-payment assistance. Families requiring assistance in 
maintaining the high cost of their health insurance premiums or co-payments are offered 
assistance based upon the severity of medical and financial need. PSI offers a "safety net" 
for persons who have expensive chronic illnesses and for those persons who 'i"all through 
the financial assistance cracks." For more information see http://www.uneedpsi.org. 

Source: RxAssist, Patient Assistance Program Center, Volunteers in Health Care, Programs that 
Assist with Medication Co-Pays (Pawtucket, Rhode Island). Online. Available: 
http://www.rxassist.org/patients/res-co-pays.cfm. Accessed: May 23, 2006. 
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Appendix J. Letter from FTC to Dunlap Memorial Hospital 
Regarding Legality of Re-Sale of Medication to Viola 

Startzman Free Clinic 

lurwu f1' Coir+.cition 

~w~ 
~DinlctDr 

....-c:.. s.Mcea& PnMIUda 
DiNctDiaJ 

(101)31WAI 

Judy Erb 
Vice President 
Dunlap ~temorial Hospital 
832 South Main Street 
Onvillc, ()bjo 4466 7 

Dear Ms. Erb: 

H::DERAL TRADE COMMISSIO~ 

January 6, 2004 

This letter responds to your request on behalf of Dunlap Memorial Hospital for an mh·isory 
opinion whether 0un1ap·s provision of pharmaceuticals to the Viola Startzman free l-linic 
would fall within the scope of the ~on-Profit Institutions Act (NPlA). lbe ~PIA exempcs from 
the Robinson-Paunan Act "purchases of their supplies for their o"'ll use by schools. colleges, 
universities, public libraries, churches. hospitals, and charitable institutions not operated for 
profit..,, For the reasons explained below, we have concluded the SPIA would apply co 
pharmaceuticals transferred by Dunlap to the free Clinic. 

As we understand the facts based on the information you provided, Dunlap is a non-profit 
hospital. Tbe free Clinic is a non-profit institution, funded entirely by donations, grants, and 
unpaid scnices of volunteer physicians, that provides free medical care to adults in and around 
Wayne County, Ohio. Dunlap purchases pharmaceuticals through Amerinet. a hospital 
purchasing group. The hospital pays a lower price than is currently available to the free Clinic, 
which purchases drugs prescribed by Clinic doctors from a local pharmacy at the average 
wholesale price plus a dispensing tee. You ha\'e asked whether the :SPIA would apply to drugs 
purchased by Dunlap and then transferred to the free Clinic. where they would be dispensed to 
patients of the Clinic. You also ask whether Dunlap could charge a fee to cover its cost of 
providing the pharmaceuticals co the chnic. 

The ~PIA applies only co pharmaceuticals purchased by a hospital for its "own use" that 

lS l:.S.C. § 13c. 
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Judy Erb 
Page2 

is, for use i.n the care the hospitaJ rendm ro its patients.· Since the patients oftbe free Clinic me 
not Dunlap's patients, tbe NPIA would ooc apply to pharmaceuticals dispensed directly by the 
hospital to those individuals. The Commission, however, has concluded that the Act CO\'CfS the 
transfer of supplies, at cost., from a non-profit hospital to another organi7.ation that is entitled to 
S PlA protection for its o"n purchases, so long as those supplies are for the receiving 
institution's "own use" within the meaning of the NPIA.' 

The free Clinic appears to be a non-protit charitable institution entitled to purchase supplies 
under the NPlA, and it will use the pbannaceuucals that it recei\•es from Dunlap for its "own 
use .. in the care of Clinic patients. Accordingly, Dunlap's purchase of'pbannaceuticals for 
transfer to the 1-·ree Clinic at its cost would be covered by the NPIA. 

The Commission's reasoning in the Sr. Peter's opinion would not apply if Dunlap sold 
ptwmaceuticals to the fru Clinic at a profit_ The Commission's staff has concluded. ~e\·er. 
that an institution making a transfer to another :SPlA-eligible institution may charge the 
recei\"ing institution not only its acqW5ition cost for the materials but also a tee sufflcient to 
cover any additional costs it incurs as a direct result of making the aansfer (but not O\•erbead 
expenses that the institution would incur without regard to the transfer):: Dunlap will retain the 
protection of tbe :SPIA, therefore, if it uansf'ers pharmaceuticali to the Free Clinic at a price that 
does not exceed its direct costs in purchasing and uansfening the macerials. 

This letter setS out the \"iews of the staff of the Bureau of Competition, as authorized by the 
Commission's Rules of Practice. Under Commission Rule§ 1.l(c). 16 C.t".R. § l.l(c). the 
Commission is not bound by this staff opinion and reserves the right to rescind it at a later time. 
In addition, this office retains the right to reconsider the questions invoh:ed and, with notice to 
the ~uesting party, ro rescind or revoke the opinion if implementation of the proposed program 
results in substantial anticompetitive cffccu, if the program is used for improper purposes, if 
facts change significantly. or if it would be in the public mterest to do so. 

Sincerely yours, 

Jeffi'ey W_ Brennan 
Assistant Direetor 

Abbon Laboralories v. Pon/and Retail Druggists Assn. 425 t:.S. 1. 14 (lCJ76). 

St. Pe.rers Hospira/ oftlle Cit}' of Alban}·. 92 F.T.C. 1037 (1978). 

Letter from Michael 0 . McNeely to Sheldon Klein (NortJt Otrawa CO#fUff&tnit}· 
Hospira!) (October 22. 1996). 
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Appendix K. 
Diabetes Data 

Table 1. 
SDHP Self-Pay Inpatients ages 2-64 receiving ICD-9 code of Diabetes who also 

received an ICD-9 code of Ketoacidosis, 1999-2004 

Frequency Percent 
Valid Cumulative 

Percent Percent 
Valid O=no 675 76.5 76.5 76.5 

l=yes 207 23.5 23.5 100.0 

Total 882 100.0 100.0 

Source: Lisa Kerber, ''keto_uti,rti," St. David's Community Health Foundation, Austin, Texas, March 30, 

2006 {unpublished data). 

Table 2. 
Length of Stay in Austin/Round Rock Hospitals for Patients Ages 2-64 Given ICD-9 

Codes for Diabetic Ketoacidosis, First Quarter, 2003 

Length of Stay 
Count Percent 

(dan) 
4 21 18.75 
2 18 16.07 
3 17 15.18 
5 14 12.50 
1 10 8.93 
7 10 8.93 
6 6 5.36 
8 4 3.57 
10 2 1.79 
12 2 1.79 
16 2 1.79 
9 1 0.89 
11 1 0.89 
14 1 0.89 
15 1 0.89 
20 1 0.89 
31 1 0.89 

Source: Fang Zhang, "diabetes2.xls," LBJ School of Public Affairs, Austin, Texas, February 27, 2006 
(unpublished data). 
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Table 3. 
Source of Admission to Austin/Round Rock Hospitals for Patien~ ages 2-64 Given 

ICD-9 codes for Diabetic Ketoacidosis, First Quarter, 2003 

Source of A~ion Count Percent 
7 Emergency Room 94 83.93 
l Physician Referral 10 8.93 
4 Transfer from a hospital 8 7.14 
Total 112 100 

Source: Fang Zhang, "diabetes2.xls," LBJ School of Public Affairs, Austin, Texas, February 27, 2006 
(unpublished data). 

Table 4. 
SDHP Self-pay lnpatien~ ages 2-64 receiving ICD-9 code of Diabetes who also 

received a DRG of Respiratory System Disease, 1999-2004 

Frequency Percent Valid Cumulative 
Percent Percent 

Valid O=no 188 90.8 90.8 90.8 
l=yes 19 9.2 9.2 100.0 
Total 207 100.0 100.0 

Source: Lisa Kerber, "DRG_RESP drg_ of diseases of respiratory system," St. David's Community 
Health Foundation, Austin, Texas, March 29, 2006 (unpublished data). 

Table 5. 
SDHP Self-pay lnpatien~ ages 2-64 receiving ICD-9 code of Diabetes who also 

received a DRG of Kidney and Urinary Tract Disorder, 1999-2004 

Frequency Percent Valid Cumulative 
Percent Percent 

Valid IO= no 207 100.0 100.0 100.0 
Source: Lisa Kerber, "DRG_KID diseases and disorders of kidney and urinary tract," St. David's 

Community Health Foundation, Austin, Texas, March 29, 2006 (unpublished data). 
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Appendix L. Conference Agenda 

Care That Pays For Itself? 
March 24, 2006 

Agenda 

7:15-8:00 - Registration (in front of Bass Lecture Hall) 

8:15 - Welcome (Bass Lecture Hall) 
James B. Steinberg, Dean of the LBJ School 

8:30 - Introductions 
David Warner, PhD, Professor at the LBJ School 

8:45-9:45 - Panel: Initiatives that Work (Bass Lecture Hall) 

Topic: Increasing Mental Health Services 
Steve Hurd, P.D 
Executive Director, Marillac Clinic (Grand Junction, Colorado) 

Topic: Respite Care for the Homeless 
Rev. Micheal Elliott 
President & CEO, Union Mission (Savannah, Georgia) 

Topic: Respite Care for the Homeless 
Peter Doliber 
Memorial Health University Medical System (Savannah, Georgia) 

Topic: 21 Day Post-Discharge Clinic 
Carol Ashton, MD, MPH 
Director, Houston Center for Quality of Care & Utilization Studies (Houston, Texas) 

9:45-10:00 - Break 

10:00-11:15 - Panel: Texas Perspectives (Bass Lecture Hall) 

Houston 
Carol Paret, Vice President, Memorial Hermann Healthcare System 

San Antonio 
Juanita Simmons, MA, Executive Director, Carelink 
Gary McWilliams, MD, Medical Director, Carelink 
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UT System 
Ken Shine, MD, Executive Vice Chancellor for Health Affairs 

Comments 
Jon Foster, St. David's HealthCare Partnership 
Jesus Garza, Seton HealthCare Partnership 
Clarke Heidrick, Travis County Healthcare District 

11 :15-12:00-Speaker 
Eduardo Sanchez, MD, MPH 
Commissioner, Texas Department of State Health Services 

12:00-1 :30- Luncheon Keynote (LBJ Library, 10th Floor) . 
Topic: Indigent Care Ecosystems: A Cross-Community Perspective 
Robert Hurley, Ph.D. 

1 :45-3:15 - Concurrent Workshops 

21-Day Post-Discharge Clinic 

Respite Care for the Homeless Post-Hospitalization 

Increasing Mental Health Access 

Public/Private Partnerships for Indigent Care 

3:15-4:00-Workshop Summary and Closing Remarks (Bass Lecture Hall) 
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