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AUDIT OBJECTIVES

The objectives of the audit were to review the eleven health advisory entities’ legislative mandates
and the extent to which the entities and the associated Department of Health programs have met
those mandates and to make recommendations that might result in more efficient and effective op-
eration of the entities and/or programs.

FINDINGS

The Primary Health Care Centers Advisory Board No Longer Has a
Clearly Defined Mission
Several of the board’s major responsibilities have been removed by the General Assembly in re-
cent years, and several other responsibilities are performed, at least in part, by other entities.  As a
result, the role of, and continued need for, the board is unclear (page 5).

The Public Health Council’s Role Has Diminished
Although the council is mandated to formulate the rules, regulations, and policies of the Depart-
ment of Health, interviews with department staff and a review of meeting minutes indicate that the
council makes few independent recommendations and has little involvement in the department’s
day-to-day activities.  Factors limiting the council’s usefulness to the department include the lack
of special medical expertise on the council and the infrequency of council meetings (page 6).

Program Funds That Were Allocated to Meet Designated Public Needs
Were Not Always Used
The General Assembly has specifically allocated the Renal Disease Program over $1 million
annually in recent years.  However, despite a waiting list of up to 120 patients, the program has
instituted an enrollment cap and cut back on types and amount of assistance, spending as little as
22 percent of dollars appropriated for the program.  In addition, as of June 1996, the Traumatic



Brain Injury Fund had a balance of over $1 million, even though some mandated services, such as
case management, had not yet been provided (page 9).

Monitoring of Some Program Grantees Has Been Limited
The Department of Health contracts with both private and public agencies/facilities to provide
services to clients of the various programs associated with the health advisory entities.  However,
department monitoring of some grantees, especially those of the hemophilia, epilepsy, genetics,
and traumatic brain injury programs, has been limited or inconsistent (e.g., few or no on-site in-
spections, no receipt or review of quarterly or annual reports) (page 12).

Reporting Problems Lessen the Effectiveness of the Traumatic Brain Injury Registry
The intent of the 1993 legislation establishing the Traumatic Brain Injury Registry was to provide
information about patients with brain injuries so that services could be appropriately planned,
provided, and evaluated.  However, the usefulness of the information in the registry has been lim-
ited thus far because of problems in the reporting of data.  The reports routinely provided by
hospitals do not contain the quality and type of information needed to make the registry an effec-
tive tool, and some hospitals have refused to submit the additional information requested by de-
partment staff.  Although legislation was passed in 1996 in an attempt to increase reporting of this
additional information, the actual impact of the legislation is not yet known (page 16).

Statutory Meeting and Reporting Requirements Have Not Been Met
Five of the entities did not meet as required in calendar year 1995; one other entity did not meet in
either 1994 or 1995.  In addition, two entities did not meet reporting requirements.  Failure to
meet and report as prescribed by law not only indicates noncompliance with statute, but also
deprives department and state leadership of the entities’ advice and professional expertise
regarding program activities.  The failure to meet could mean a loss of information the department
would not acquire by other means.  Additionally, the lack of meetings may also signify that the
entity is no longer beneficial to the department.  Reporting provides one way to determine if the
entities’ activities have been beneficial (page 18).

Entity Membership Requirements Are Not Currently Met
As of May 1996, several of the health advisory entities were not in compliance with membership
requirements specified in statute.  In some cases, positions designated for a particular expertise or
organizational affiliation were vacant; in other cases, minorities or certain geographic regions ap-
peared to be underrepresented.  As a result, entities (and the department) may be deprived of
needed technical advice or varying perspectives on issues, clients’ needs, etc. (page 23).

Entities Do Not Have a Formal Conflict-of-Interest Policy
Although some entities have an inherent conflict of interest because of the statutory membership
requirements, there is no formal policy or procedure to provide guidance when possible conflicts
arise (page 27).



OBSERVATIONS AND COMMENTS

The audit also discusses the following issues that may affect the operations of the entities and the
Department of Health, as well as the citizens of Tennessee:  the effect of TennCare on the entities
and their associated programs and the focus of the state epilepsy program on education and sup-
port rather than direct medical treatment (page 3).

ISSUES FOR LEGISLATIVE CONSIDERATION

The General Assembly may wish to consider whether there is a continued need for the Primary
Health Care Centers Advisory Board.  If the board is not continued, the General Assembly may
wish to consider reassigning the board’s duties.  For example, publication of an annual directory
of primary health care centers could be reassigned to the Office of Rural Health and Health Ac-
cess, and monitoring activities could be reassigned to the Board of Nursing and the Board of
Medical Examiners or its Committee on Physician Assistants (page 6).

If the Department of Health’s evaluation of the Public Health Council indicates that there is no
benefit to retaining the council, the General Assembly may wish to consider terminating the
council.  If the council is continued, the General Assembly may wish to consider (a) revising the
council’s composition to provide the types of specialized medical expertise the department needs,
or (b) revising the statute to allow the Commissioner of Health to appoint the council members
and expand the council (or appoint temporary and standing committees) as needed to add addi-
tional types of expertise as new health issues arise (page 7).

“Audit Highlights” is a summary of the audit report.  To obtain the complete audit report which contains
all findings, recommendations, and management comments, please contact

Comptroller of the Treasury, Division of State Audit
1500 James K. Polk Building, Nashville, TN  37243-0264

(615) 741-3697
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PERFORMANCE AUDIT
DEPARTMENT OF HEALTH

HEALTH ADVISORY ENTITIES

INTRODUCTION

PURPOSE AND AUTHORITY FOR THE AUDIT

This performance audit of the Tennessee Department of Health’s 11 health advisory enti-
ties was conducted pursuant to the Tennessee Governmental Entity Review Law, Title 4, Chapter
29 of Tennessee Code Annotated. Under Section 4-29-218, six of the entities are scheduled to
terminate June 30, 1997; the Public Health Council is scheduled to terminate June 30, 1999, under
Section 4-29-220.  Four of the entities, although not specifically listed in the Governmental Entity
Review Law, are being reviewed under the general authority of Section 4-29-119.  The Comptrol-
ler of the Treasury is authorized under Tennessee Code Annotated, Section 4-29-111, to conduct
a limited program review audit of the entities and to report to the Joint Government Operations
Committee of the General Assembly.  This audit is intended to aid the committee in determining
whether the entities should be abolished, continued, or restructured.  A performance audit of the
Department of Health is also being conducted and will be issued separately.

The following entities were reviewed:

1. Advisory Committee for Children’s Special Services

2. Interagency Council and Advisory Panel on Osteoporosis

3. Hemophilia Advisory Committee

4. Renal Disease Advisory Committee

5. Epilepsy Advisory Committee

6. Traumatic Brain Injury Advisory Council

7. Public Health Council

8. Genetics Advisory Committee

9. Perinatal Advisory Committee

10. Primary Health Care Centers Advisory Board

11. Cancer Reporting Advisory Committee
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OBJECTIVES OF THE AUDIT

The objectives of the audit were

1. to determine the authority and responsibility mandated to the entities by the General
Assembly;

 
2. to determine the extent to which the entities and the associated departmental programs

have met their legislative mandate; and
 
3. to recommend possible alternatives for legislative or administrative action that may im-

prove the entities’ and/or programs’ effectiveness.
 

SCOPE AND METHODOLOGY

The entities’ activities and procedures were reviewed, with the focus on activities during
calendar years 1994 and 1995 and on procedures in effect at the time of field work, March to June
1996.  The audit was conducted in accordance with generally accepted government auditing stan-
dards and included

1. a review of applicable legislation and department rules and regulations;
 
2. an examination of the department’s records, reports, and internal reviews;
 
3. interviews with department staff, staff of state and federal agencies who interact with

the health advisory entities, staff of outside advocacy groups, and chairpersons of the
various entities;

 
4. a review of contracts and grantee files; and
 
5. a review of health advisory entity meeting minutes.

ORGANIZATION, STATUTORY DUTIES, AND ENTITY ACTIVITIES

The Appendix contains a description of each of the health advisory entities (e.g., general
information about the entity, activities, membership, meeting frequency, statutory charge, and ex-
penses) and a description of the affiliated program, where applicable.  According to the Commis-
sioner of Health, these health advisory entities are generally considered beneficial to the
Department of Health. (See Findings 1 and 2 for possible exceptions.)  The members of the health
advisory entities do not receive compensation for their service but may receive reimbursement for
travel expenses incurred to attend meetings.  (The extent to which these entities complied with
meeting, reporting, and membership mandates is discussed in Findings 6 and 7).
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OBSERVATIONS AND COMMENTS

The issues discussed below did not warrant findings but are included in this report because
of their effect or potential effect on the operations of the health advisory entities, their related pro-
grams, and the health, safety, and welfare of the people of Tennessee.

Effect of TennCare

TennCare has had a major impact on the Department of Health and many of its programs.
Three programs associated with health advisory entities have been particularly affected—Chil-
dren’s Special Services, the Perinatal Program, and the Traumatic Brain Injury Program.

Children’s Special Services.  TennCare has changed the Department of Health’s role as a
health provider.  Approximately 5,000 children are currently enrolled in the Children’s Special
Services program, and TennCare covers almost 88 percent of the children.  Because the majority
of participants no longer rely on the department for health care, program staff now focus on
providing support services and ensuring that TennCare, through its managed care organizations,
provides and pays for all the services the children need.  Thus far, according to Children’s Special
Services staff, it has been difficult to get some managed care organizations to provide all needed
services.

As a result of the department’s shift away from providing direct health care, the need for
the Advisory Committee for Children’s Special Services to recommend health care providers for
the program has also decreased.  In order for the committee to continue to be effective, it may
need to refocus its advice and recommendations toward cooperation with the managed care or-
ganizations.  Including one or more representatives from such organizations on the committee
would be one way to foster communication and cooperation.

Perinatal Program.  Regionalization of perinatal health care in the state was motivated by a
need to ease access to care for as large a segment of the population as was feasible.  Among the
goals of regionalization was to ensure availability of all levels of care within a perinatal region
through a coordinated system to transfer patients, as needed, to hospitals designated for specific
types and levels of care.  Department staff fear that TennCare may be detrimental to this
established referral system, for example, that managed care organizations may attempt to save
money by sending the patient to a secondary hospital.

Traumatic Brain Injury Program.  According to department staff, although TennCare has
not had a major effect on the Traumatic Brain Injury Program, it has had some negative effects on
the state’s traumatic brain injury population.  Traumatic brain injury victims require a continuum
of care, especially rehabilitation, and TennCare provides limited coverage for rehabilitation.  Staff
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stated that TennCare meets the acute health care needs of Tennesseans suffering from traumatic
brain injury but falls short of providing adequate rehabilitation services for some of its clients.
Therefore, it is important that the Traumatic Brain Injury Program staff develop a case manage-
ment system, as mandated by Tennessee Code Annotated, Section 68-55-202 (b)(1), and work
with TennCare to ensure needed rehabilitation services are provided.

Epilepsy Program Not Meeting Statutory Charge

The state epilepsy program does not fund any form of direct medical treatment for people
suffering from epilepsy, although Tennessee Code Annotated, Section 68-49-103(a)(3), states that
one of the Department of Health’s duties is to “extend financial assistance to persons suffering
from epilepsy and other seizure disorders in obtaining the medical, nursing, pharmaceutical, and
technical services necessary in caring for such diseases.”  The department’s epilepsy program is
carried out through contracts with four epilepsy foundations in Tennessee.  These foundations do
not use the state funds to finance any form of medical treatment, but instead use the money to
conduct a variety of educational and support programs, including providing preventive
intervention information to the general public, training seminars for health care workers, epilepsy
alert programs, counseling and referral information, and liaison services.

Other duties of the department, as listed in Tennessee Code Annotated, Section 68-49-
103, include developing standards for determining eligibility for care and treatment under the Epi-
lepsy Program and assisting in the development and expansion of programs for the care and
treatment of persons suffering from epilepsy and other seizure disorders.  The statute also states
that subject to such additional funds as may be made available by the General Assembly, the de-
partment will provide community epilepsy education and needed support services to the rural
areas of Tennessee through contract with the Epilepsy Foundation of America.  Currently, the
Epilepsy Program is not assisting in the development and expansion of programs for care and
treatment of epilepsy, nor extending financial assistance to persons suffering from epilepsy.  The
Epilepsy Program received an allotment of $205,200 from the General Assembly in fiscal year
1996 and divided the money among the four epilepsy foundations.

By focusing on information and education programs rather than direct assistance, the de-
partment may not be meeting its statutory mandate.  However, because funds for the program are
limited and TennCare may have made it easier for epileptics to obtain insurance, education and
support may now be the most cost-effective and most needed services the department can pro-
vide.  The Department of Health should assess the needs of Tennesseeans suffering from epilepsy,
and shift resources, if necessary, to meet those needs.
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FINDINGS AND RECOMMENDATIONS

THE PRIMARY HEALTH CARE CENTERS ADVISORY BOARD NO LONGER HAS
A CLEARLY DEFINED MISSION

1. FINDING:

Several of the Primary Health Care Centers Advisory Board’s major responsibili-
ties have been removed by the General Assembly in recent years, and several other respon-
sibilities are performed, at least in part, by other entities.  (See the Appendix for a listing
of the board’s current duties.)  As a result, the role of, and continued need for, the board
is unclear.

The board’s initial focus was on the primary health care needs of medically under-
served areas and the use of nurse practitioners and physician assistants in those areas.
However, several of the board’s related responsibilities were removed in 1994 with the
lifting of the site restriction requirement, which required nurse practitioners and physician
assistants to limit their practice to priority areas of need (such as areas designated as medi-
cally underserved).  The board still publishes an annual directory of primary health care
centers in Tennessee, but all other access-related duties appear to be performed by the
Office of Rural Health and Health Access in the department’s Health Promotion and
Disease Control Division.  This program surveys the state to identify and designate those
communities that are underserved for primary care, obstetrics, and pediatrics and then
helps recruit physicians, nurse practitioners, nurse midwifes, and physician assistants to
those areas.  Program staff also operate a clearinghouse for data about rural health care
issues and publish the Annual Health Access Plan Update.

The board’s most recent focus has been on monitoring the activities of nurse prac-
titioners and physician assistants.  However, since March 1996 (when the requirement for
nurse practitioners and physician assistants to submit a protocol, or detailed explanation of
their duties and responsibilities, was repealed), the board’s oversight has been limited to
reviewing the formulary applications of nurse practitioners and physician assistants.  (For-
mularies describe and define the drugs they are permitted to prescribe, since nurse practi-
tioners and physician assistants are not allowed to prescribe controlled substances.)  The
board also has the responsibility to monitor physicians’ supervision of physician assistants
and nurse practitioners.  The board does no direct, on-site monitoring of this supervision;
however, during 1996 the board issued a survey requesting information about supervision
to all physicians employing nurse practitioners and/or physician assistants.  If the survey
responses indicated a lack of compliance with statutes or rules, a follow-up letter was sent
to educate the physician about supervision requirements.
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Although the board has the above-mentioned monitoring responsibilities, all other
oversight functions for physicians, nurse practitioners, and physician assistants are handled
by the Board of Medical Examiners, the Board of Nursing, the Committee on Physician
Assistants, and the department’s Division of Health Related Boards.  Therefore, it is not
clear that the Primary Health Care Centers Advisory Board is the appropriate entity to
carry out this monitoring activity.

RECOMMENDATION:

The General Assembly may wish to consider whether there is a continued need for
the Primary Health Care Centers Advisory Board.  If the board is not continued, the Gen-
eral Assembly may wish to consider reassigning the board’s duties.  For example, publica-
tion of an annual directory of primary health care centers could be reassigned to the Office
of Rural Health and Health Access, and monitoring activities could be reassigned to the
Board of Nursing and the Board of Medical Examiners or its Committee on Physician
Assistants.

If the Primary Health Care Centers Advisory Board is continued, board members
and department staff should examine the board’s mission and activities to ensure that the
board provides a useful function and does not duplicate the activities of departmental
boards or programs.

MANAGEMENT’S COMMENTS:

Joint Comment of the Department of Health and the Chairman of the Primary Health Care
Centers Advisory Board:

We concur with the finding and with the recommendation that board members and
departmental staff must develop a mission that clearly defines the role of the board.

THE PUBLIC HEALTH COUNCIL’S ROLE HAS DIMINISHED

2. FINDING:

Although mandated to formulate the rules, regulations, and policies of the Depart-
ment of Health, the Public Health Council has played an ever diminishing role in advising
and supporting the administration of the Department of Health.
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Historically, the Public Health Council (created in 1935) has been seen as the voice
of the health department, according to the council chairman.  But department staff view
the council’s purpose as advisory and stated that the overall growth in the department and
its increased responsibilities have led to less involvement by the Public Health Council in
the day-to-day activities of the department.

Based on a review of meeting minutes and interviews with department staff, it
appears that instead of formulating rules, regulations, and policies, the Public Health
Council endorses the department’s recommendations, basically “rubber stamping” what-
ever the Department of Health places before it.  A similar concern was raised at the
council’s 1989 sunset hearing—that instead of making independent recommendations, the
Public Health Council acted as a reactive rather than a proactive board.  However, accord-
ing to a council member, the health department does not ask or expect advice on the
issues it presents to the council.

One factor limiting the council’s usefulness to the department is the lack of special
medical expertise on the council.  (Statutory membership requirements, which have
changed little since the council’s creation in 1935, do not specify particular medical spe-
cialties for the physicians on the council.)  For example, the commissioner mentioned a
lack of persons on the council to specifically address HIV/AIDS and some childrens’
health issues.  At a November 1994 council meeting, department staff suggested the use of
ad hoc committees as a more effective way to provide the needed expertise and
specialization.

Another factor limiting the council’s role is the infrequency of council meetings.
The council is required by law to meet twice a year, which allows for only minimal in-
volvement in department operations.  In fact, the council did not meet at all in 1995.

Despite the council’s infrequent meetings and lack of expertise in some areas,
department staff stated that the council does serve a function in that members provide
feedback from the professional groups and associations they represent and serve as dis-
seminators of information to those groups.  By serving as an intermediary with important
professional organizations, members can provide the Department of Health vital informa-
tion about the effectiveness of various programs and act as advocates for Department of
Health policies.

RECOMMENDATION:

The department needs to formally evaluate the role of and need for the Public
Health Council and communicate these findings and recommendations to the General As-
sembly.  If there is no benefit to retaining the council, the General Assembly may wish to
consider terminating the council.  If the council is continued, the General Assembly may
wish to consider revising the council’s composition to provide the types of specialized
medical expertise the department needs.
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As an alternative, the General Assembly may wish to consider revising the statute
to allow the Commissioner of Health to appoint the council members and expand the
council (or appoint temporary and standing committees) as needed, which would give the
department more flexibility in obtaining specific types of expertise as new health issues
arise.

MANAGEMENT’S COMMENTS:

Joint Comment of the Department of Health and the Chairman of the Public Health
Council:

In order for the Public Health Council to be adequately informed of the complex
issues facing the department so that appropriate policies and strategies can be
recommended, the following would be necessary:  at least monthly meetings lasting six
hours or longer, additional volunteer time to review materials related to topics of the next
meeting, telephone conferences between meetings, and revision of council membership to
reflect expertise needed today.

And while it is widely recognized that the role of the Public Health Council has
changed since 1935, most also recognize that there is still an important role to be played:
(1) providing input and perspective from health professionals outside the department, and
(2) acting as liaisons and advocates for public health activities with professional groups.

The General Assembly could revise the statute to better reflect the expertise
needed today.  However, in a few years, there might be new issues and different needs.
The statute could be revised to (1) allow the commissioner to name the members who
have the expertise needed for the issues facing the department and (2) allow the commis-
sioner and the council to appoint temporary and standing committees (including non-
council members) to advise on issues requiring special expertise and to replace several of
the existing advisory committees required by state statute or federal guidelines for various
programs.  This approach could decrease the number of advisory committees required, in-
crease the involvement of the Public Health Council, and improve the awareness and rec-
ommendations of our advisory health professionals.
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PROGRAM FUNDS THAT WERE ALLOCATED TO MEET DESIGNATED PUBLIC
NEEDS WERE NOT ALWAYS USED

3. FINDING:

Despite a need for the services the programs provide, direct allocations from the
legislature for some entities have not been used.

Renal Disease Program

Although there is a waiting list for patients in the Renal Disease Program, the
program is not spending all its allocated funds.  Tennessee Code Annotated, Section 68-
35-103, requires the department to extend financial assistance to persons suffering from
chronic renal diseases so that they can obtain needed medical, nursing, pharmaceutical,
and technical services.  An enrollment cap of 1,475 was imposed as a result of an
anticipated $500,000 budget shortfall during fiscal year 1991.  At the end of 1993, the
program had 1,388 active patients; the dialysis center at the University Medical Group in
Memphis, the largest clinic, had 194 active patients.  In addition to the enrollment cap, the
department also imposed monthly caps on the purchase of pharmaceuticals, discontinued
payment of premiums for patients who require private co-insurance, and canceled
contracts with local chapters of the Kidney Foundation for transportation services.  Since
the enrollment cap was initiated in February 1991, the Renal Disease Program has
maintained a waiting list of up to 120 patients. As of June 1996, there were 83 patients on
the waiting list.

The General Assembly has allotted the Renal Disease Program roughly $1.2 mil-
lion per year for the past five fiscal years.  However, since the initiation of the enrollment
cap, the program has spent far less money than appropriated, resulting in the following
unencumbered budget balances:

• Fiscal Year 1993      $989,925
 
• Fiscal Year 1994   $1,001,111
 
• Fiscal Year 1995      $861,290

According to department staff, end-stage renal disease patients on the program’s
waiting list must rely on dialysis centers to absorb the cost of the treatment until the center
can bill the state (i.e., until an opening in the program becomes available through attrition
or death of patients).

Traumatic Brain Injury Program

As of June 1996, there was a substantial balance of uncommitted money in the
Traumatic Brain Injury Fund.



10

Instead of providing its participants direct medical treatment or rehabilitation, the
Traumatic Brain Injury Program uses its resources to assist traumatic brain injury victims
with services and to administer grants to programs that give traumatic brain injury victims
direct assistance with rehabilitation and housing.  The coordinator of the program, with
the advisory council’s assistance, is mandated by statute to develop a coordinated case
management system; also included in the goals of the advisory council is developing a
statewide case management plan.

The program is funded through fines on four types of traffic violations; revenues
are deposited directly into the Traumatic Brain Injury Fund.  (As of May 1993, the fines
for reckless driving, driving with an invalid license, driving under the influence, and driving
in excess of ten miles over the speed limit were increased; the revenue from those addi-
tional fines is deposited into the fund.)  Because revenues exceeded expenditures in the
early months of the program, as of June 30, 1996, the fund had a balance of $1,081,000.
Pursuant to Tennessee Code Annotated, Section 68-55-401, this balance does not revert
to the general fund, but remains available for the program.

In a November 1995 memorandum, department staff stated that they anticipated
funding some part of a case management system.  As of June 1996, no case management
had been provided, but the Traumatic Brain Injury Program funded two $36,000 contracts
for case management in fiscal year 1997, as well as several contracts for education-related
activities and a $108,000 contract with the Tennessee Rehabilitation Center.  As of April
1997, the department has requested approval from the Department of Finance and Ad-
ministration to access $200,000 from the trust fund for fiscal year 1998; $100,000 would
be used to provide one-time grants for the development of home- and community-based
programs to serve traumatic brain injury survivors and their families, and the other
$100,000 would be used as matching funds in a proposal to secure federal funds for one-
year state demonstration grants.

RECOMMENDATION:

Renal Disease Program staff should reassess the needs of Tennessee’s renal dis-
ease population to determine the level of services needed.  The department should then
use the funds the General Assembly allocates, as needed, to increase the enrollment cap to
accommodate more patients and/or increase services to program participants.

The Traumatic Brain Injury Program should continue to work with the advisory
council and the Department of Finance and Administration to develop a plan for spending
trust funds to provide mandated services.



11

MANAGEMENT’S COMMENTS:

Department of Health:

Renal Disease Program.  We concur.  With the implementation of TennCare in
January 1994, services and supplies which were previously covered by the Renal Disease
Program are now covered by TennCare.  As a result, the program has experienced a
budget surplus over the past few years.  Program staff are currently reassessing the needs
of individuals with renal disease to identify services which are not covered by other third-
party payers, such as Medicare and TennCare.  It is anticipated that by July 1997 this
assessment will be complete and program services will be modified to meet the needs of
Renal Disease Program participants.

Traumatic Brain Injury Program.  We concur.  The program should continue to
work with the advisory council and the Department of Finance and Administration to
develop a plan for spending trust funds to provide mandated services.

Chairman of the Renal Disease Advisory Committee:

As chairman of the Renal Disease Advisory Committee, I am very concerned that
the budget has decreased from $1.2 million in 1991 to $450,000 this year.  This program
has not expended the allocated funds in an attempt to save money; unfortunately, this has
been done at the expense of the end-stage renal disease patients who need that money.
Money was saved through an enrollment cap that resulted in as many as 120 patients being
maintained on a waiting list.  The number needing help may be even greater, because the
dialysis facilities have stopped sending applications.  Each year the program has demon-
strated an excess of funds, leading to progressive losses in appropriations.  All this has
been done at the expense of patients who have an added economic stress.  This was un-
necessary because the money was available and the patients qualify for the program.
These decisions were taken without consulting the committee.  When the committee met
in May 1997, our recommendation was to open the enrollment and increase the number of
patients in the program to 1,500.

Chair of the Traumatic Brain Injury Advisory Council:

We concur in part.  The council and staff spent many months investigating differ-
ent programs on which to allocate the one-time funds left from unspent revenues in the
early stages of the program.  The case management services and personal care attendants
are both intended as demonstration projects.
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MONITORING OF SOME PROGRAM GRANTEES HAS BEEN LIMITED

4. FINDING:

Grantees of several departmental programs associated with the health advisory en-
tities have received limited or inconsistent monitoring, especially grantees of the hemo-
philia, epilepsy, genetics, and traumatic brain injury programs.  Based on a review of
grantee files, contract maintenance and monitoring of grantees appear sporadic, and those
programs that do monitor their grantees appear to have only recently started the process.

Hemophilia

The hemophilia program contracts with five comprehensive medical clinics to pro-
vide services to patients with blood diseases.  These clinics are Vanderbilt University
Medical Center in Nashville, University of Tennessee Medical Center in Knoxville, Uni-
versity of Tennessee Medical Center in Memphis, Erlanger Medical Center in Chatta-
nooga, and the East Tennessee State University College of Medicine in Johnson City.
According to department staff, the total $325,000 provided mainly covers salaries for
nurses and social workers, who handle referrals and seek approval from the department
for program services requiring authorization.

The contracts require the clinics to provide the department quarterly reports detail-
ing the number of patients who visited the clinic, the number of patient visits, the number
of patient infusions, the number of patients on home-based therapy, the number of known
emergency visits, the number of physical examinations administered, and the number of
consultations social workers administered.  (However, the contracts contained no specific
performance goals.)  The contracts also include a provision enabling the department to
conduct on-site visits at the clinics to ensure contract compliance.  According to depart-
ment staff, the contracts are monitored through a review of the clinics’ quarterly reports
and an audit of those reports during site visits.  However, the department’s grantee files
contained no documentation of any on-site inspections of the clinics during the past six
fiscal years and no evidence until 1995 that grantees had submitted quarterly reports.

The department’s contracts with these clinics are awarded annually, but the
renewal is almost guaranteed.  Therefore, it is important that the department set per-
formance goals and obtain and review performance data to ensure (1) that the clinics are
providing the services described in the contract and (2) that program funds are allocated
appropriately among the clinics, based on the number of patients served.
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Epilepsy

The Epilepsy Program assists persons suffering from epilepsy and other seizure
disorders by providing the four Epilepsy Foundations in the state financial support for edu-
cational and counseling activities.  The foundations must achieve certain program goals;
these involve objectives such as producing a given number of media kits and making a cer-
tain number of epilepsy alert presentations.

Monitoring of the foundations appeared to focus more on financial than program
activities.  Each foundation submits an annual report (including audited financial state-
ments) and quarterly expenditure reports.  In addition, the contract requires “brief periodic
progress reports” to detail achievement of program goals.  (These reports, according to
staff, were to be submitted quarterly.)  The program’s grantee files contained quarterly
progress reports for fiscal years 1994 and 1995, but not for fiscal year 1996.  In addition,
although some foundation directors stated that the department had made on-site visits in
the past, there was no documentation of such visits in the files.  Finally, there was no evi-
dence that staff compared activities with goals to ensure contract terms were met.

Genetics

The Genetics Program provides funding to six regional genetics centers and four
sickle-cell anemia centers for genetic screening tests and other services.  Genetics Program
personnel in the department evaluate these grants by conducting site visits.  The site visit
reports include recommendations for improvement and comments on the following areas:
fiscal, personnel, clinical observation, chart evaluation, laboratory, and data collection.
However, based on a review of the contract files for the regional genetics and sickle-cell
centers, the department’s monitoring has been limited and inconsistent.

There were no site visit reports for 1994; reports from 1995 were available for all
the regional genetics screening centers and all the sickle-cell centers except Meharry Col-
lege Hospital.  The department has no prescribed time frame for site visits, but staff stated
that they try to visit the centers every one to two years.  In addition, the available site visit
reports appeared inconsistent in their ratings of the centers.  For example, several reports
described a center’s performance as “excellent,” but concluded with a lengthy list of rec-
ommendations, some of which reflected noncompliance with federal laws and contract
provisions.  Other centers with basically the same list of recommended improvements
received only “good” or “satisfactory” evaluations.  Additionally, although each center
also received an overall numerical score, the basis of the score was not clear, and centers
with similar problems received widely varying scores.
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Traumatic Brain Injury

The Traumatic Brain Injury Program is authorized to provide grants to nonprofit
organizations and government agencies that focus on helping traumatic brain injury vic-
tims.  The program approved two three-year grants (totaling $120,000) in fiscal year
1995: one to the Crumley House Head Injury Rehabilitation Center, a day treatment reha-
bilitation center for persons with traumatic brain injury, and one to the Mid-South Head
Injury Association to match housing and urban development funds for housing projects for
people with physical and mental disabilities.  The Traumatic Brain Injury Program also
awarded a $108,100 per year contract (for three years) to the Tennessee Department of
Human Services for a vocational rehabilitation program for persons with traumatic brain
injury and a one-year $5,000 contract to the Bill Wilkerson Hearing and Speech Center.
Two health department offices were issued grants (one for $10,000, one for $5,000) for
educational programs on traumatic brain injury.

As of May 1996, the files contained no evidence of any site visits by department
staff or any progress reports from the grantees.  According to program staff, the grantees
were scheduled to report on their activities at the June 1996 Traumatic Brain Injury
Advisory Council meeting.  Contracts do not specifically mention site visits by the depart-
ment, and only require the grantee to submit “brief, periodic progress reports, as re-
quested.”  However, the newness of the program and lack of precedence seem to require
that program staff stay as informed as possible on the grantees’ activities.

RECOMMENDATION:

Department staff should carefully monitor program grantees through periodic site
visits and review of progress reports/performance data.  Staff should establish specific per-
formance goals for all grantees, include those goals in the contracts, and evaluate the
grantees’ compliance with contract terms before grantees receive funding for future years.

MANAGEMENT’S COMMENTS:

Department of Health:

Hemophilia Program.  We concur.  In 1996 the quarterly reports submitted by the
hemophilia clinics were revised to more accurately reflect contract activities.  These new
reports allow staff to identify the patients served by each clinic and the type of service
each patient received.  The information from the quarterly reports will be verified during
on-site visits scheduled during the fourth quarter of the fiscal year.  Additionally, the data
obtained from the quarterly reports and on-site visits will be used to set performance goals
for each clinic and to develop a methodology for distributing contract funds based on the
number of patients served.
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Epilepsy Program.  We partially concur.  Because of staff shortages, no formal site
visits were made.  However, a surrogate visit was held at each annual meeting of the Epi-
lepsy Advisory Committee whereby department staff received in-depth reviews of annual
operations from directors of the four foundations.  A comparative analysis of operations
vs. expectations was included.  In 1997 it is anticipated that department staff will conduct
on-site visits at each of the four foundations.

Genetics Program (Joint Comment of the Department of Health and the Chair of
the Genetics Advisory Committee).  We concur.  No reports were done in 1994 because
of staff vacancies in the program.  In 1995 all agencies contracted for genetic and sickle
cell services were scheduled for site visits and all visits were made except for the Meharry
Sickle Cell Center.  The Director of the Meharry Sickle Cell Center requested cancellation
of two of the scheduled visits in 1995 because of extensive construction/renovation and
moving.  Those requests were honored and a site visit was made in April 1996.

The department’s Genetics staff does carefully monitor program grantees through
periodic site visits and review of progress reports.  Visits are made every 1-3 years based
on staff information, including findings from a previous visit, and whether or not the entity
is a state agency and subject to regular review by the State Comptroller.  Staff are cur-
rently working with the contracted agencies, where appropriate, to review the “1991
Comprehensive Genetics Program Review” procedures that are used to monitor and
evaluate all contracted agencies.  The monitoring/evaluation tool will be compared to and
reconciled with the current scope of services in their contracts.  Needed revisions in per-
formance standards including revised and/or new formulas for allocating funds to both the
Genetic and Sickle Cell Centers are targeted to be in place by calendar year 1998.

Traumatic Brain Injury Program.  We concur.  It should be noted that program
staff have made several visits to grantees and are in close contact via telephone.  The three
major grantees have attended most, if not all, quarterly advisory council meetings.  The
Department of Human Services grantee at the Tennessee Rehabilitation Center reports at
every council meeting.  Program staff are currently developing standard monitoring tools
and will conduct site visits to every grantee yearly.

Chair of the Hemophilia Advisory Committee:

We concur in part that monitoring has been limited.  Although the files may have
contained no evidence prior to 1995 of grantees’ submitting quarterly reports, I was per-
sonally involved in seeing that quarterly reports were submitted by the East Tennessee
Comprehensive Hemophilia Treatment Center in Knoxville in 1993-94 when I was the
center’s coordinator and social worker.  The nurse coordinator and myself submitted these
reports in a timely manner.  The finding goes on to state that the files contained no docu-
mentation of site visits of the clinics during the past six years.  Prior to 1992, the State
Hemophilia Program Coordinator made on-site visits to the comprehensive hemophilia
treatment clinics.  The clinics found his on-site visits to be extremely beneficial as he
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offered technical assistance to the staff and communicated the department’s interest in the
program and overall service delivery.  The coordinator took an advocacy role and took the
time to establish a cooperative, working relationship with the clinics, which gained him the
respect of the hemophilia community across the state.  The clinics were very disappointed
when the on-site visits were discontinued.  To my knowledge, no site visits have been con-
ducted since 1992, when the department staff’s responsibilities were revised.

Chair of the Traumatic Brain Injury Advisory Council:

We concur in part.  The staff and some council members have visited all grantee
sites at least once in each year and, in most cases, much more frequently.  In order to as-
sure that goals are being met, the staff is in monthly and often weekly contact with grant-
ees and update reports are given to the council at least every six months.  However, the
files may contain no evidence of site visits by department staff or progress reports from
the grantees.  We will begin to require written verification of site visits by staff and
progress reports from grantees.

REPORTING PROBLEMS LESSEN THE EFFECTIVENESS OF THE
TRAUMATIC BRAIN INJURY REGISTRY

5. FINDING:

The intent of the 1993 legislation establishing the Traumatic Brain Injury Registry
was to provide information about patients with brain injuries so that services could be
appropriately planned, provided, and evaluated.  However, the usefulness of the informa-
tion in the registry has been limited thus far because of problems in the reporting of data.
The reports routinely provided by hospitals do not contain the quality and type of infor-
mation needed to make the registry an effective tool, and some hospitals have refused to
submit the additional information requested by department staff.  Although legislation was
passed in 1996 in an attempt to increase reporting of this additional information, the actual
impact of the legislation is not yet known.

By federal law, all hospitals are required to submit discharge forms (known as UB-
92 forms) to the department.  (Hospitals in Tennessee send approximately 700,000 UB-92
records to the department each year.)  The department’s Hospital Discharge and Data Re-
trieval section sorts and directs to Traumatic Brain Injury staff all records whose principal
diagnostic code section (nature of the injury codes) indicates a brain injury.  Individual
names identified in this manner are automatically entered into the registry.



17

There are several problems with the information obtained from the UB-92 forms.
Because the discharge forms for in-patients are the only ones used by the registry to deter-
mine traumatic brain injury survivors, it appears that even an overnight stay in the hospital
(e.g., for a concussion) could qualify someone for the registry if the form indicates a brain
injury.  Additionally, registry staff stated that information obtained from the UB-92s is
sometimes incomplete.  For example, all hospitals are supposed to include information on
external causes on their UB-92 forms; however, many reporting hospitals do not.  This
omission limits the usefulness of the registry as a diagnostic tool in traumatic brain injury
assessment.  One goal of the state registry is to centralize information, thereby facilitating
research on the causes, effects, and treatment of head trauma injuries.  However, the re-
search and analysis will be limited if information on the cause of the injury is not available.

Information for the registry is also inherently dated, since the health care provider
has 60 days to report the data after the end of the previous quarter.  However, there ap-
pears to be an even further delay in the department’s obtaining the data.  Insurance com-
panies used to send in the UB-92 information, but a change in state law now requires
hospitals to send the data in themselves.  According to Hospital Discharge and Data Re-
trieval staff, the transition from having insurance companies report UB-92 information to
having hospitals report the data is causing a delay in the record collection process.  As of
June 1996, the Traumatic Brain Injury Registry consisted of 2,413 records, based on data
from the UB-92 hospital discharge forms for the third and fourth quarters of 1994.

Because of the limitations in the UB-92 information, Traumatic Brain Injury Regis-
try staff then send follow-up surveys to the hospitals requesting verification and additional
information about the victims (e.g., cause of injury).  However, some hospitals have re-
fused to submit information to the Traumatic Brain Injury Registry because of concerns
over patient confidentiality.  Approximately 49 of the 76 hospitals (64%) identified as hav-
ing treated a traumatic brain injury patient during the third quarter of 1994 had submitted
the additional information to the registry.  Department staff believe reporting will improve
as a result of 1996 legislation that mandates the reporting of traumatic brain injury infor-
mation and includes a civil penalty of up to $100 for those agencies failing to report.  A
second or subsequent violation could result in a penalty of up to $5,000.  Tennessee Code
Annotated, Section 68-55-204, states that the commissioner shall establish a reporting sys-
tem which requires the treating hospital to report to the department within a reasonable
period after identifying a person with traumatic brain injury.  Consent of the injured person
is not required. The law requires hospitals to submit name, age, and residence of the
injured person as well as other information requested by the department “that is currently
available and collected by computer in the medical records department of the treating
hospital.”  Department staff are, however, concerned that hospitals may circumvent the
statute (whether intentionally or not) by not having the information “currently available
and collected by computer.”
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RECOMMENDATION:

Traumatic Brain Injury Program staff should continue to work with hospitals to
encourage reporting of traumatic brain injury information.  When necessary, program staff
should use the penalties in the new legislation to ensure compliance with reporting
requirements.

MANAGEMENT’S COMMENTS:

Department of Health:

We concur.  Program staff should continue to work with hospitals to encourage
reporting of traumatic brain injury information.  When necessary, program staff should use
the penalties in the new legislation to ensure compliance with reporting requirements.

Chair of the Traumatic Brain Injury Advisory Council:

We concur in part.  Reporting problems have lessened the effectiveness of the
Traumatic Brain Injury Registry.  The Traumatic Brain Injury Program staff, council, and
registry personnel have continued to work on rectifying these problems and great strides
have been made since this audit.  Numerous correspondences with hospitals and trauma
centers have taken place and are continuing.  We concur that non-compliance penalties
should be used.

STATUTORY MEETING AND REPORTING REQUIREMENTS
HAVE NOT BEEN MET

6. FINDING:

Five of the ten entities did not meet as required in calendar year 1995.  Addition-
ally, one entity did not meet in calendar years 1994 or 1995. (This analysis excludes the
Interagency Council and Advisory Panel on Osteoporosis which was created effective
July 1, 1995.)  Failure to meet and report as prescribed by law not only indicates non-
compliance with statute, but also deprives department and state leadership of the entities’
advice and professional expertise regarding program activities.  The failure to meet could
mean a loss of information the department would not acquire from other means.  Addi-
tionally, the lack of meetings may also signify that the entity is no longer beneficial to the
department.  Reporting provides one way to determine if the entities’ activities have been
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beneficial.  If the program has functioned effectively and the entities’ assistance has not
been necessary, perhaps there is no longer a need for that particular entity.

Meeting Requirements

Advisory Committee for Children’s Special Services.  The Advisory Committee for Chil-
dren’s Special Services did not meet in either 1994 or 1995.  No meeting requirements are
mandated by statute.

Cancer Reporting Advisory Committee.  Although the Cancer Reporting Advisory Com-
mittee is charged with meeting quarterly, department staff stated that in recent years the
committee has canceled every other meeting.  As a result, the committee held two meet-
ings per year in 1994 and 1995, instead of the required four.

Public Health Council.  Although statute charges the council with biannual meetings, the
Public Health Council did not meet in 1995.

Hemophilia Advisory Committee.  Although statute specifies annual meetings for the He-
mophilia Advisory Committee, the committee failed to meet in 1995.

Epilepsy Advisory Committee.  The Epilepsy Advisory Committee is required to meet an-
nually, yet the committee failed to meet in 1995.

Renal Disease Advisory Committee.  Although mandated to meet annually, the committee
did not meet in 1995.

Several entities complied with their mandated meeting requirements. The
Traumatic Brain Injury Advisory Council, the Perinatal Advisory Committee, the Ge-
netics Advisory Committee, and the Primary Health Care Centers Advisory Board
complied with the meeting requirements in 1994 and 1995.  Additionally, as of June 1996,
the following health advisory entities had already met in 1996: the Traumatic Brain Injury
Advisory Council, the Primary Health Care Centers Advisory Board, the Perinatal
Advisory Committee, the Epilepsy Advisory Committee, the Genetics Advisory
Committee, and the Cancer Reporting Advisory Committee.

Reporting Requirements

Some of the entities did not meet reporting requirements.  First, the Primary
Health Care Centers Advisory Board is required to report annually to the General Assem-
bly and the Commissioner of Health the board’s findings on the delivery of primary health
care in Tennessee and to annually publish a directory of primary health care centers.  De-
partment staff stated that other than the directory of primary care centers, no reports were
issued by the board in 1994 or 1995. The mandate to publish a directory and report on the
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delivery of primary health care may be better placed with the Office of Rural Health and
Health Access in the Division of Health Promotion and Disease Control (see Finding 1).

Second, following each meeting, the Public Health Council is required to submit a
copy of suggestions and recommendations to the Commissioner of Health and the Gover-
nor.  No suggestions or recommendations were reported in 1994, and the council did not
meet in 1995.

In addition, as of December 1996, the Interagency Council on Osteoporosis had
only met once and had not yet prepared a report for the General Assembly describing
educational initiatives on osteoporosis and making recommendations for new educational
initiatives on osteoporosis.  (Statute does not specify a report due date.)

Entities in compliance with their reporting requirements included the Traumatic
Brain Injury Advisory Council, which is required to report annually to the House Health
and Human Resources Committee and the Senate General Welfare, Health and Human
Resources Committee.  The council submitted reports in 1994 and 1995.  The Hemophilia
Advisory Committee, the Epilepsy Advisory Committee, the Renal Disease Advisory
Committee, the Genetics Advisory Committee, the Advisory Committee for Children’s
Special Services, and the Cancer Reporting Advisory Committee are not required to
produce written reports.

RECOMMENDATION:

The health advisory entities should work with department staff to schedule meet-
ings as required by statute.  Every attempt should be made to comply with mandated
meeting requirements.

The health advisory entities, with assistance from department staff, should fulfill
the mandated reporting requirements in order to keep the General Assembly and the pub-
lic as informed as possible.

The Commissioner of Health should work with department staff to assess each en-
tity’s usefulness to the particular program to which the entity is attached.  If the duties
provided in statute are no longer applicable, the continued need for the entity should be
evaluated.
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MANAGEMENT’S COMMENTS:

Department of Health:

Meeting Requirements

Advisory Committee for Children’s Special Services.  We concur.  Although there
were no formal committee meetings during 1994 and 1995, the committee chair served on
a task force to address possible program restructuring to complement the implementation
of managed care by TennCare.  The “System of Care for Children with Special Health
Care Needs Committee” was established to address this issue.  The committee met in April
and June 1995; in May 1995 committee members were sent correspondence advising them
of the development of the special committee as requested by the Commissioner of Health.
Subsequent reports were also sent to committee members.

A second task force met to develop a proposal for the restructuring of the
Advisory Committee for Children’s Special Services.  This task force included a regional
health department administrator, a nursing director, a Children’s Special Services regional
nurse, the Children’s Special Services Program Director, and the section director.

The Advisory Committee for Children’s Special Services continued to review and
approve physician applications to the program during 1994 and 1995.  This committee
serves in an important consultant role for developing standards and for assuring the quality
of services provided by the Children’s Special Services Program.  We recommend this
committee be continued.

Cancer Reporting Advisory Committee (Joint Comment of the Department of
Health and the Committee Chairman).  We concur.  During 1994 and 1995, staff were
working on several large projects.  It was the opinion of staff and committee that the cost
of the quarterly meeting would exceed benefits since these large projects were not yet
completed.  Also, although meetings are not held, telephone communication (i.e.,
conference calls) between department staff and committee members is maintained on an
“as needed” basis to review requests received for access to confidential data.  In reality,
these telephone discussions are sometimes needed on a monthly basis rather than
quarterly.

In the future, the Cancer Reporting Advisory Committee will convene on-site
meetings or conference calls during each calendar quarter.  A conference call was sched-
uled for March 18, 1997, to address the meeting requirement for the first quarter of 1997.

Hemophilia Advisory Committee and Renal Disease Advisory Committee.
Meetings of these committees were postponed until sufficient information was available to
assess the impact of TennCare on each of the program’s operations.  Meetings of the com-
mittees will be scheduled by the end of fiscal year 1997 to discuss possible policy and rule
changes necessitated by the implementation of TennCare.
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Epilepsy Advisory Committee.  The committee met in June 1994 to discuss addi-
tional funding allocations.  The next meeting would have been in June 1995; but because
of the retirement of the program director and the fact that he was not replaced until March
1996, no meeting was held.  The committee met in April 1996 to put the group back on
schedule and another meeting is planned for June 1997.

Reporting Requirements

Primary Health Care Centers Advisory Board.  We partially concur.  The board did
not report to the General Assembly and the Commissioner of Health on the delivery of pri-
mary care in Tennessee in 1994 or 1995.  Because of the issuance of the survey (on prac-
tice and supervision of nurse practitioners and physician assistants) in 1996 and the
compilation of this data, the board is now in a position to report to the General Assembly
and the Commissioner of Health.

Interagency Council on Osteoporosis.  We concur.  The council is planning to
meet again during late fiscal year 1997.  A needs assessment of current initiatives, research
conducted in the state, and level of public and professional awareness of osteoporosis is
necessary to make recommendations to the General Assembly.  It is anticipated that this
needs assessment will be completed by December 1997.  After this assessment is com-
pleted, the council will prepare a report for the General Assembly.  A due date for this re-
port was not mandated by the legislation.

Chair of the Hemophilia Advisory Committee:

We concur.  The committee did not meet in 1995.  In July 1995, I began working
as Program Coordinator for Hemophilia Health Services.  I was hired to coordinate the
non-profit educational component of the agency known as H.O.P.E.—Hemophilia Oppor-
tunities for Personal Empowerment.  At that time, a concern was raised about a possible
conflict of interest because of my role as a member and Chair of the Hemophilia Advisory
Committee.  Our meeting was placed on hold until the issue could be resolved.  It was my
hope that the committee could have been given approval to conduct a meeting, at which
time the issue could and should have been addressed in the open.  I am a social
worker/counselor who also happens to be a person with hemophilia.  I look forward to
seeing this issue of a “conflict” addressed openly and honestly.  It should not interfere with
annual meetings being conducted, as required by the statute.

In July 1996, we were again told that the committee meetings had been placed on
hold and that there was no information to report to the hemophilia community.  The issue
involving TennCare is reason enough to meet.  For the hemophilia community, prompt
care is crucial.  TennCare has interfered with care being prompt, as well as care being ac-
cessible.  The referral process required has inhibited some physicians from making the
necessary referrals to the comprehensive hemophilia treatment centers, resulting in unnec-
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cessary delays in care.  The hemophilia community was told it had to transfer from the
Tennessee Comprehensive Health Insurance Program (TCHIP) to TennCare.  However,
there is no comparison to the coverage and care received under TCHIP and the coverage
and care under TennCare.  The coverage and care was far superior under TCHIP.

Finally, some persons with hemophilia have been terminated from the State Hemo-
philia Program without the advice or involvement of the committee, and the committee
was not involved in the development of new eligibility standards.

Chairman of the Renal Disease Advisory Committee:

The Department of Health decided that it was not necessary for us to meet because
there was nothing to report.  Therefore, we did not meet in 1995 or 1996.  As a matter of
fact, there was a lot to report because the program’s budget was being cut because of
underutilization.  The committee did meet in May 1997 and recommended increasing the
number of patients in the program to 1,500.

ENTITY MEMBERSHIP REQUIREMENTS ARE NOT CURRENTLY MET

7. FINDING:

Several of the health advisory entities do not meet the membership requirements
specified in statute.  As of May 1996, the following entities were not in compliance:

Membership Composition

Hemophilia Advisory Committee.  The position for a representative from a blood bank had
not been filled.

Primary Health Care Centers Advisory Board.  A dentist position and a citizen position
were vacant.

Public Health Council.  The position to be filled from a list of names submitted by the Ten-
nessee Congress of Parents and Teachers and the Tennessee Federation of Women’s Clubs
was vacant.

Advisory Committee for Children’s Special Services.  One position was vacant.  Although
the statute does not require that a particular profession be represented, the position has
previously been designated for an orthodontist representing East Tennessee.
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Vacancies in the health advisory entities’ membership composition, especially for
positions designated for a particular expertise, could be detrimental to the department, sig-
nifying a lack of available expertise.  The department and the commissioner could be de-
prived of the technical advice and support they cited in interviews as one of the most
valuable benefits of the health advisory entities.

Racial Composition

The statute creating the Public Health Council provides that the Governor when
appointing the council should strive to ensure that at least one person serving on the coun-
cil is a member of a racial minority.  Additionally, Section 68-1-701, Tennessee Code
Annotated, states that in making appointments of members to the Primary Health Care
Centers Advisory Board, every effort should be made to include an equitable number of
qualified black and other minority citizens.  As of May 1996, there were no minorities on
the Public Health Council and no minority members on the Primary Health Care Centers
Advisory Board.

The Renal Disease Advisory Committee is mandated to have at least one person
serving on the council who is a member of a racial minority; there are presently three mi-
nority members.

The following information lists the racial composition (as of May 1996) of the
health advisory entities not mandated to have minority members:

Minority Non-Minority

Advisory Committee for Children’s Special
  Services 0   6
Cancer Reporting Advisory Committee 1 11
Epilepsy Advisory Committee 3   8
Genetics Advisory Committee 5   7
Hemophilia Advisory Committee 0   6
Perinatal Advisory Committee 6 15
Traumatic Brain Injury Advisory Council 1   8

Information on age and geographic and racial composition for the Interagency Council and
Advisory Panel on Osteoporosis was not available as of June 1996.

Minority representation on a health advisory entity helps ensure varied points of
view on decisions affecting all citizens of the state.  By not including minority members,
the entity is deprived of advice from important segments of the state’s population.
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Age Requirements

Statutes creating the Public Health Council and the Renal Disease Advisory Com-
mittee state that the Governor shall strive to ensure that at least one person serving on the
council is 60 years of age or older.  Both entities currently meet the age requirements.

Geographic Representations

The Public Health Council requires that six members be physicians, two from each
grand division of the state.  These requirements are currently met.  The Advisory Commit-
tee for Children’s Special Services is mandated to have general geographic distribution,
and “due consideration” is to be given to the geographic distribution of the members of
the Primary Health Care Centers Advisory Board.  The Advisory Committee for Chil-
dren’s Special Services appears to meet its geographic requirements; however, 13 of the
19 members of the Primary Health Care Centers Advisory Board are from the Middle Ten-
nessee area.

The absence of representation of a certain geographic region could detract from
the overall value of the entity, since the needs and requirements of different areas of the
state vary widely.

RECOMMENDATION:

Program staff of the department should work with the Commissioner and the Gov-
ernor’s office to help ensure that all vacant positions are filled in a timely manner and that
minorities and the state’s geographic regions are represented as required.

MANAGEMENT’S COMMENTS:

Department of Health:

We concur with the recommendation.  Nine of the entities are appointed by the
Commissioner of Health; two are appointed by the Governor.  As vacancies occur, board
administrators are informed and/or letters are written to the various associations in order
to obtain at least three nominees.  This information is submitted to the Governor or the
Commissioner of Health for consideration in making appointments.  After receiving ap-
pointment letters from the Governor’s office, the department is responsible for submitting
memos to the board administrator along with copies to the administrative office and pay-
roll.  Notice of Appointment forms are also completed and sent to the Secretary of State’s
Open Appointments Office.
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Membership Composition

Hemophilia Advisory Committee.  We concur.  On July 22, 1996, a new member
was appointed to serve and his term will expire June 30, 2000.

Primary Health Care Centers Advisory Board.  We concur.  On June 30, 1996, a
member was appointed to serve for the Tennessee Dental Association.  His term will ex-
pire June 30, 1998.  There are three citizen positions on this advisory board.  On July 22,
1996, two were appointed to serve on the board.  On October 17, 1996, another was
appointed.

Public Health Council.  We concur.  Recommendations for the Tennessee Con-
gress of Parents and Teachers and the Tennessee Federation of Women’s Clubs rep-
resentatives were submitted for appointment and later returned with a request for
additional recommendations.

Advisory Committee for Children’s Special Services.  We concur.  A letter was
written to the Tennessee Dental Association requesting nominees for the orthodontist
position on the committee; nominees were received.  Because Section 68-12-106,
Tennessee Code Annotated, does not stipulate any particular profession, another list of
nominees was received from the advisory committee’s administrator on September 9,
1996, and submitted to the Commissioner for approval.  The Commissioner’s approval
was sent to the Governor’s office on January 10, 1997, and the Governor’s approval was
received February 21, 1997.  Appointment letters were sent out immediately.

Racial Composition

Public Health Council.  We concur.  Every effort is made to comply with the stat-
ute regarding racial composition.  Letters requesting nominations always refer to that
provision in the statute.

Primary Health Care Centers Advisory Board.  We concur.  As future vacancies
occur, every effort will be made to comply with the racial composition statute.

Interagency Council and Advisory Panel on Osteoporosis.  We concur.  Informa-
tion on age, geographic, and racial composition was not available as of June 1996.

Geographic Representation

Primary Health Care Centers Advisory Board.  Currently, 13 board members are
from Middle Tennessee, four are from East Tennessee, and one is from West Tennessee.
As vacancies occur, we will comply with the geographic requirements.
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Chair of the Hemophilia Advisory Committee:

We concur.  However, the position for a representative from a blood bank has now
been filled.

THE ENTITIES DO NOT HAVE A FORMAL CONFLICT-OF-INTEREST POLICY

8. FINDING:

None of the 11 health advisory entities have a conflict-of-interest policy or proce-
dure in place.  Although some entities have an inherent conflict of interest because of the
statutory membership requirements, there is no formal policy or procedure to provide
guidance when possible conflicts arise.

Examples of potential conflicts of interest are cited below.

• The Epilepsy Advisory Committee includes representatives from the four epi-
lepsy foundations.  The committee’s responsibilities include offering guidance
to the commissioner regarding how money allocated for the treatment of epi-
lepsy is to be spent.  However, because all the epilepsy program’s money is
dispensed to the epilepsy foundations through grants, the foundation repre-
sentatives are affected by how funds are allocated.  In fiscal year 1995, the
General Assembly allotted an additional $50,000 for the Epilepsy Program.
The four epilepsy foundation representatives suggested that the money be di-
vided by prorating the sum based on past allotments to the four groups, but
department staff and the commissioner agreed that the money should be di-
vided based on the populations they serve.  This issue may arise again, since an
additional $50,000 has been appropriated for fiscal year 1997.

 
• At the October 1994 Traumatic Brain Injury Advisory Council meeting, the

Vocational Rehabilitation Services Director of the Department of Human Ser-
vices requested that money from the program’s trust fund be used to imple-
ment a Traumatic Brain Injury program at the Tennessee Rehabilitation Center.
Because the chair of the council was also the superintendent of the Tennessee
Rehabilitation Center, he declared a conflict of interest and asked another
member to assume the chair for that agenda item.  The council endorsed the
proposal at that meeting.  However, the June 1995 meeting minutes noted that
legal counsel had determined that the superintendent’s serving as chair pre-
sented a conflict of interest since the Tennessee Rehabilitation Center had re-
ceived the funding.  A new chair was elected at that meeting.
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• Some of the physicians who serve on the Advisory Committee for Children’s
Special Services also serve as health care providers for the program.  In 1991,
committee members were asked to recommend how much money doctors
providing health care services to Children’s Special Services should be paid.

 
• The Perinatal Advisory Committee faced a potential case of conflict of interest

in 1994 when there was a vacant consumer representative position.  The com-
mittee rejected the nomination of a prospective member because the nominee’s
pending consultant contract with TennCare was viewed as a potential conflict
of interest.  Additionally, there is an inherent conflict in the committee’s mem-
bership, since the statute creating the advisory committee provides for the
automatic appointment of the directors of the obstetrical and newborn units for
each regional perinatal center within the state.  As members of the committee,
these directors will be asked to make recommendations that directly affect their
centers.

There are also inherent conflicts of interest in the membership of some of the other
health advisory entities.  The statute creating the Genetics Advisory Committee calls for
all screening center directors to serve as members of the committee.  However, it creates
the appearance of a conflict when these directors, as members of the advisory committee,
exercise influence over the allocation of funds to the centers they operate.

Department staff and upper management have stated that conflicts of interest are
not really an issue since the entities do not make the final funding decisions—this is ulti-
mately handled by the Commissioner of Health.  However, because members of the
entities have varied and vested interests and almost every health advisory entity has a
responsibility to advise the department on how program dollars are allocated, it appears
reasonable that conflicts of interest may arise.  By establishing a formal policy or proce-
dure on how these particular situations may be handled, the entities acknowledge and
address concerns of partiality before a problem arises and avoid the appearance of im-
propriety when decisions are made.

RECOMMENDATION:

The health advisory entities should work with the department’s Office of General
Counsel to implement a formal conflict-of-interest policy or procedure to ensure potential
conflicts are handled appropriately.  The department may wish to confer with the Office of
the Attorney General to ensure policies comply with the state’s conflict of interest
statutes.
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MANAGEMENT’S COMMENTS:

Department of Health:
We concur with the recommendation.  The department will work with each advi-

sory group to adopt a policy on conflicts of interest.  Since the majority of conflicts in-
volve funding, it will be recommended that in the event the group is considering a grant to
an entity with which an advisory member has a financial or professional relationship and
could be declared to benefit from the grant, the member would declare that interest and
abstain from voting on the issuance of the grant.

Chairman of the Cancer Reporting Advisory Committee:

We concur with the finding.  The staff of the Cancer Reporting System and the
members of the Cancer Reporting Advisory Committee will work with the department’s
general counsel to implement a formal conflict-of-interest policy or procedures to ensure
potential conflicts are handled appropriately.  It should be noted, however, that even with-
out a formal policy in place, it is standard practice that a committee member not partici-
pate in the decision of whether to approve or deny a request for access to confidential data
if they or any of their associates (i.e., other researchers at their institution) are involved in
the study.

Chair of the Genetics Advisory Committee:

We concur.  This finding has been referred to the department’s legal staff who will
work with the Office of General Counsel to consider alternatives.

Chair of the Perinatal Advisory Committee:

We concur in part.  This finding has been referred to the department’s legal staff
who will work with the Office of General Counsel to consider alternatives.  The Perinatal
Advisory Committee has never had a formal conflict-of-interest policy in place.  The deci-
sions regarding the amount of funds available for the five regional centers are from
TennCare which handles the contracts with the centers.  The membership of the advisory
committee is mandated in statute.  The duties of the Perinatal Advisory Committee require
the expertise of persons trained in maternal-fetal medicine and neonatology.  These ex-
perts direct and/or work at the regional perinatal centers.  However, the membership does
include other representatives from the medical community across the state.  The members
advise the department and the Commissioner on policies and issues related to perinatal
health and the regionalization system.  They make recommendations; they do not make fi-
nal decisions.
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Chair of the Traumatic Brain Injury Advisory Council:

We concur in part.  The legislatively mandated membership of this council can pro-
duce some inherent conflicts of interest, and a formal conflict-of-interest policy or proce-
dure should be implemented.  The council and staff did request money to implement a
program at the Tennessee Rehabilitation Center.  (The council cannot make any final deci-
sion on funding; this decision comes from the Commissioner of Health and the Department
of Finance and Administration.)  During the vote to request appropriations to the Tennes-
see Rehabilitation Center, a conflict of interest did not actually occur because the chair
excused himself from the vote and from the chair during the process.  The council voted to
fund this project to ensure implementation of a program that the brain-injured community
had anticipated for a year prior to this date.  We understood that, originally, funding was
to come from the Department of Health.  When department funding failed to materialize,
the council evaluated the program and the legislation and found that the program met
every criteria for funding mandated in the legislation.  The council (with the chair not par-
ticipating) voted unanimously to request funding so that this program would not be lost to
the brain-injured population of Tennessee.

Chair of the Hemophilia Advisory Committee:

We concur.  Because of the mandated requirements of the make-up of the commit-
tee, there are inherent conflicts of interest.  These conflicts should be discussed openly and
honestly, as mentioned in my response to Finding 6.  A policy should be established, as
soon as we get word that the committee is no longer “on hold” and are able to meet as re-
quired by statute.  (Note: The Hemophilia Advisory Committee was scheduled to meet on
June 18, 1997.)
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RECOMMENDATIONS

LEGISLATIVE

This performance audit identified areas in which the General Assembly may wish to con-
sider statutory changes to improve the efficiency and effectiveness of the health advisory entities’
and the Department of Health’s operations.

1. The General Assembly may wish to consider whether there is a continued need for the
Primary Health Care Centers Advisory Board.  If the board is not continued, the Gen-
eral Assembly may wish to consider reassigning the board’s duties.  For example, pub-
lication of an annual directory of primary health care centers could be reassigned to the
Office of Rural Health and Health Access, and monitoring activities could be reas-
signed to the Board of Nursing and the Board of Medical Examiners or its Committee
on Physician Assistants.

 
2. If the department’s evaluation (see 2. below) indicates that there is no benefit to re-

taining the Public Health Council, the General Assembly may wish to consider termi-
nating the council.  If the council is continued, the General Assembly may wish to
consider (a) revising the council’s composition to provide the types of specialized
medical expertise the department needs, or (b) revising the statute to allow the Com-
missioner of Health to appoint the council members and expand the council (or ap-
point temporary and standing committees) as needed to add additional types of
expertise as new health issues arise.

ADMINISTRATIVE

The health advisory entities and the Department of Health should address the following
areas to improve the efficiency and effectiveness of their operations.

1. If the Primary Health Care Centers Advisory Board is continued, board members and
department staff should examine the board’s mission and activities to ensure that the
board provides a useful function and does not duplicate the activities of departmental
boards or programs.

 
2. The department needs to formally evaluate the role of and need for the Public Health

Council and communicate these findings and recommendations to the General
Assembly.

 
3. Renal Disease Program staff should reassess the needs of Tennessee’s renal disease

population to determine the level of services needed.  The department should then use
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the funds the General Assembly allocates, as needed, to increase the enrollment cap to
accommodate more patients and/or increase services to program participants.

 
4. The Traumatic Brain Injury Program should continue to work with the advisory coun-

cil and the Department of Finance and Administration to develop a plan for spending
trust funds to provide mandated services.

 
5. Department staff should carefully monitor program grantees through periodic site vis-

its and review of progress reports/performance data.  Staff should establish specific
performance goals for all grantees, include those goals in the contracts, and evaluate
the grantees’ compliance with contract terms before grantees receive funding for
future years.

 
6. Traumatic Brain Injury Program staff should continue to work with hospitals to

encourage reporting of traumatic brain injury information.  When necessary, program
staff should use the penalties in the new legislation to ensure compliance with report-
ing requirements.

 
7. The health advisory entities should work with department staff to schedule meetings as

required by statute.
 
8. The health advisory entities, with assistance from department staff, should fulfill the

mandated reporting requirements in order to keep the General Assembly and the public
as informed as possible.

 
9. The Commissioner of Health should work with department staff to assess each entity’s

usefulness to the particular program to which the entity is attached.  If the duties pro-
vided in statute are no longer applicable, the continued need for the entity should be
evaluated.

 
10. Program staff of the department should work with the Commissioner and the

Governor’s office to help ensure that all vacant positions are filled in a timely manner
and that minorities and the state’s geographic regions are represented as required.

 
11. The health advisory entities should work with the department’s Office of General

Counsel to implement a formal conflict-of-interest policy or procedure to ensure po-
tential conflicts are handled appropriately.  The department may wish to confer with
the Office of the Attorney General to ensure policies comply with the state’s conflict
of interest policy.
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APPENDIX
DESCRIPTION OF HEALTH ADVISORY ENTITIES

Advisory Committee for Children’s Special Services

The Department of Health is mandated to organize and conduct local public diagnostic
and operative clinics for physically handicapped and crippled children.  Statute further empowers
the department to carry on a state program of convalescent care and follow-up work, providing
after-care as part of its general program of health work.  The Advisory Committee for Children’s
Special Services, created by Section 68-12-106, Tennessee Code Annotated, advises the depart-
ment on issues related to children with special health care needs (chronic disease), establishes
criteria for determining which handicapped children are eligible for treatment from Children’s
Special Services, and approves all physicians who are appointed to serve as health care providers
for Children’s Special Services.  Physicians must be approved before they are qualified to provide
services and be reimbursed under Children’s Special Services; approval is granted by the member
of the committee with the same expertise as the applying physician.  The Advisory Committee for
Children’s Special Services consists of seven members appointed to four-year terms by the Com-
missioner of Health.

The Advisory Committee for Children’s Special Services met once in 1991 and once in
1993, but has not met since.  Five committee members attended each of the last two meetings.
Activities at these meetings included a discussion of TennCare (before the program was imple-
mented), a recommendation for physician reimbursement, and an endorsement of the clinic con-
cept for Children’s Special Services.

Children’s Special Services is funded in part by the Maternal and Child Health block grant
in the Bureau of Health Services and consists of four components:

• Clinical care
 
• Coordinated Care program
 
• Parents Encouraging Parents program
 
• TEACH (Together Educating and Coordinating Health)

The Children’s Special Services Program had a total budget of $9,746,500 in fiscal year 1995,
with expenditures of $6,646,748. The program was budgeted $10,296,981 in fiscal year 1994,
and actual expenditures totaled $8,065,282.

Children’s Special Services divides the state into seven regions and has established a pedi-
atric health clinic in the main office of each region, as well as clinics in Nashville and Memphis.
The program currently serves approximately 5,000 children, providing evaluation, diagnosis,
education, counseling, comprehensive medical care, and case management services for physically



34

handicapped children from birth to age 21.  Roughly half the children who participate in the clini-
cal component are served at the regional clinics; the others go to private providers whom the state
reimburses.  Children’s Special Services manages its caseload through a network of care coordi-
nators stationed in the regional and metropolitan service centers.  There are metropolitan centers
in Davidson, Hamilton, Knox, Shelby, and Sullivan Counties.  The remaining 90 counties adminis-
ter the program through community services agencies.

Interagency Council and Advisory Panel on Osteoporosis

The Interagency Council and Advisory Panel on Osteoporosis and an Osteoporosis Pre-
vention and Treatment Education Program were created by Tennessee Code Annotated, Section
68-1-1503, effective July 1, 1995.  As of June 1996, the council’s five members had met (in May
1996); sixteen persons had been appointed to the panel; and the program was still being
established.

The Interagency Council on Osteoporosis consists of representatives from the Commis-
sion on Aging, the Bureau of TennCare, the Department of Education, and the Department of
Human Services.  The Commissioner of Health serves as chair.  No funds are allocated to the
council, since it is viewed mainly as a way to educate people, by appointing council members who
will increase awareness of osteoporosis among the medical community and other health profes-
sionals.  The council is charged with coordinating the osteoporosis programs conducted by the
Department of Health and establishing and coordinating an advisory panel of nongovernmental
members to provide assistance with the osteoporosis prevention and treatment education pro-
gram.  Membership on the advisory panel is to include persons with osteoporosis, public health
educators, osteoporosis experts, providers of osteoporosis health care, persons knowledgeable in
health promotion and education, and representatives of women’s health organizations and national
osteoporosis organizations or their state/regional affiliates.

The State Osteoporosis Prevention and Treatment Education Program was created to
improve awareness (among the general public and health care providers in the state) of the causes
and nature of osteoporosis (a bone-thinning disease), the value of prevention and early detection,
and the options for diagnosing and treating the disease.  According to Department of Health staff,
the Interagency Council has planned two initial projects: assembling a resource guide for the
treatment of osteoporosis, and addressing issues of insurance coverage for the affected popula-
tion.  The council also plans to further develop the advisory panel, create a newsletter, develop a
resource library, activate a toll-free consumer information hotline, create rural initiatives, and
develop more patient-education tools.

Pursuant to Tennessee Code Annotated, Section 68-1-1503(b)(5)(B), the council is to

• coordinate osteoporosis programs conducted by or through the department;
 
• establish a mechanism for sharing information on osteoporosis among all officials and

employees involved in carrying out osteoporosis-related programs;
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• establish mechanisms to use the results of research concerning osteoporosis in the de-
velopment of relevant policies and programs; and

 
• prepare a report that describes the state’s educational initiatives on osteoporosis and

makes recommendations for new educational initiatives, and transmit the report to the
General Assembly and make the report available to the public.

Hemophilia Advisory Committee

The Hemophilia Advisory Committee, created by Section 68-41-103, Tennessee Code
Annotated, is composed of seven persons: one representative each from hospitals, medical
schools, blood banks, voluntary agencies interested in hemophilia, local public health agencies,
medical specialists in hemophilia, and the general public.  Each member serves a four-year term.
Although the committee is required to meet annually, it did not meet in 1995 and met once in
1994.  The committee has two primary areas of responsibility—advising the department on the
most effective way to treat people suffering from hemophilia (an inherited disorder causing pro-
longed bleeding) or other genetic blood disorders and determining and establishing medical and
financial guidelines for the admission of new patients.  According to the 1994 meeting minutes,
the committee added products to the Hemophilia Program formulary (i.e., the list of covered
drugs), approved the purchase of TennCare premiums for certain patients, and heard clinic reports
about patient participation.

The department, with the advice of the committee, is mandated to develop standards for
determining eligibility for care and treatment under the program, assist in the development and
expansion of programs for the care and treatment of persons suffering from hemophilia, and ex-
tend financial assistance to provide diagnosis of and treatment for persons suffering from hemo-
philia.  The Hemophilia Program provides in-patient and out-patient care for program participants
through five comprehensive clinics located across the state:

• East Tennessee State University College of Medicine in Johnson City
 
• University of Tennessee Medical Center in Knoxville
 
• Erlanger Medical Center in Chattanooga
 
• University of Tennessee Medical Center in Memphis
 
• Vanderbilt University Medical Center in Nashville

Other program services include allowances for blood products, emergency room visits, infusion
supplies, drugs, orthopedic appliances, and preventive medical and dental treatment.  There is no
cap on enrollment in the Hemophilia Program; 558 patients were provided direct assistance in
fiscal year 1995, and 455 patients were served in fiscal year 1994.  Expenditures for the program
totaled $634,915 in fiscal year 1995 and $588,594 in fiscal year 1994.
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Renal Disease Advisory Committee

The Renal Disease Advisory Committee, appointed by the Commissioner of Health pursu-
ant to Section 68-35-102, Tennessee Code Annotated, consists of eleven persons representing
hospitals and medical schools that establish dialysis centers, voluntary agencies interested in kid-
ney diseases, local public health agencies, physicians licensed to practice medicine in all its
branches, and the general public.  Each member’s term is four years.  The committee is mandated
to meet annually, but did not meet in 1995 and met once in 1994.

The Renal Disease Advisory Committee is to counsel the Department of Health on the
best way to finance and direct the treatment of people suffering from end-stage renal disease,
those who need dialysis or a kidney transplant to survive.  The committee has three primary areas
of responsibility: establishing guidelines for participants in the Renal Disease Program (i.e., deter-
mining the appropriate medical and financial criteria for allowing a person to enter the program);
advising the department on developments in the treatment and prevention of renal disease; and
recommending patients for the program.  According to the meeting minutes, the committee’s
activities included approval of an exclusive renal drug formulary and consent to continue utiliza-
tion of the Crisis Intervention Fund and continue coverage of transplant patients.

The Renal Disease Program assists persons suffering from chronic renal diseases who re-
quire lifesaving care and treatment, but who are unable to pay for such services.  With the advice
of the committee, the department is required to develop standards for determining eligibility for
care and treatment under the program, assist in the development and expansion of programs for
the care and treatment of persons suffering from chronic renal diseases, assist in the development
of prevention programs, extend financial assistance to persons suffering from chronic renal dis-
eases so that they can obtain necessary services, assist in equipping dialysis centers, and institute
an educational program.  The Renal Disease Program had expenditures of $388,510 in fiscal year
1995 and $290,419 in fiscal year 1994.

Epilepsy Advisory Committee

The Epilepsy Advisory Committee, appointed by the Commissioner of Health pursuant to
Section 68-49-102, Tennessee Code Annotated, is composed of 11 persons representing hos-
pitals and medical schools, voluntary agencies interested in seizure disorders such as epilepsy, lo-
cal public health agencies, physicians licensed to practice medicine in all its branches, and the
general public.  Each member’s term is four years.  The Epilepsy Advisory Committee is responsi-
ble for advising the department on the medical needs of people suffering from epilepsy in Ten-
nessee and on the dispensation of monetary support to Tennessee’s four epilepsy foundations, and
advocating public health education on epilepsy.  Required to meet annually, the committee met
once in 1994, with six members in attendance, and did not meet in 1995.  Activities of the Epi-
lepsy Advisory Committee included listening to quarterly presentations of the epilepsy founda-
tions, recommending how funds are dispensed among the foundations, and discussing actions to
take in reducing epileptic-related deaths.
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Pursuant to Section 68-49-103, Tennessee Code Annotated, the Department of Health has
the following duties to care for persons suffering from epilepsy and other seizure disorders:

• Develop standards for determining eligibility for care and treatment under the pro-
gram, with the advice of the epilepsy advisory committee.

 
• Assist in the development and expansion of programs for the care and treatment of

persons suffering from epilepsy and other seizure disorders.
 
• Extend financial assistance to persons suffering from epilepsy and other seizure dis-

orders so that they can obtain necessary services.
 
• Institute and carry on an educational program.

According to department staff, the Epilepsy Program assists persons suffering from epi-
lepsy and other seizure disorders by providing the four epilepsy foundations in the state financial
support for educational and counseling activities.  These activities are designed to educate per-
sons with epilepsy and their families, professional and paraprofessional groups, and the general
public concerning the physical, psychosocial, and vocational needs of the patient with a seizure
disorder.  The Epilepsy Program had expenditures of $255,393 in fiscal year 1995 and $204,254
in fiscal year 1994.

Traumatic Brain Injury Advisory Council

The Traumatic Brain Injury Advisory Council is composed of nine members appointed by
the Governor to serve two-year terms. According to Tennessee Code Annotated, Section 68-55-
102, of the nine members,

• five members shall be family members, survivors or primary care givers;
 
• one member who is knowledgeable on traumatic brain injury shall represent the De-

partment of Mental Health and Mental Retardation;
 
• one member who has experience in providing special education services or therapy to

persons with traumatic brain injury shall represent the Department of Education;
 
• one member knowledgeable on traumatic brain injury shall represent the Department

of Human Services; and
 
• one member shall be a health care professional who spends at least 50 percent of his or

her time providing direct care to head-injured individuals.
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The council is charged with advising the coordinator of the department’s traumatic brain
injury program on needed program policies and procedures, making recommendations, and per-
forming other such duties as necessary for implementation of a statewide plan to assist traumatic
brain injury persons and their families.  Pursuant to Tennessee Code Annotated, Section 68-55-
103(b), the council is also to provide assistance to the traumatic brain injury coordinator in the
development of a state brain trauma registry and a state plan for a comprehensive system of serv-
ices for persons with traumatic brain injuries, including short-term and long-term goals and
objectives for implementing the plan and developing a statewide case management plan.  The
Traumatic Brain Injury Advisory Council met once in fiscal year 1994 and five times in fiscal year
1995.  Council activities have included organizational duties, recommendations on funding grants
and contracts, and reviews of Traumatic Brain Injury program staff activities.

Pursuant to Tennessee Code Annotated, Section 68-55-202, the Traumatic Brain Injury
coordinator is charged with seeking and obtaining funding to implement state plans and services,
compiling a directory of available programs, providing technical assistance and defining gaps in
service delivery, evaluating data from the Traumatic Brain Injury Registry, promoting research on
head injuries, and developing a case management system.  The Traumatic Brain Injury Program,
which was established in 1993, operates an information clearinghouse designed to distribute
health care information to people suffering from traumatic brain injury.  The program also oper-
ates a toll-free telephone line that traumatic brain injury victims and other interested persons can
call to get information about available health care services.  Additionally, the program provides
grants to and contracts with programs that provide direct assistance with rehabilitation and hous-
ing to traumatic brain injury survivors.

Funding for the Traumatic Brain Injury Program is provided through a general fund re-
serve (the Traumatic Brain Injury fund) created by statute specifically for the program through
increased fines on four traffic violations.  Fiscal year 1995 collections totaled $626,707, with ex-
penditures of $146,405.  Fund revenues in fiscal year 1994 were $381,018, while expenditures
totaled $36,043.  (See Finding 3 about the balance of uncommitted funds.)  Council expenditures
were $787 for fiscal year 1994 and $6,505 for fiscal year 1995.

Public Health Council

The Public Health Council, created by Section 68-1-501, Tennessee Code Annotated, con-
sists of 12 members appointed by the Governor:

• Six licensed practitioners of medicine
 
• One licensed practitioner of dentistry
 
• One licensed pharmacist
 
• One member of the Tennessee Congress of Parents and Teachers and the Tennessee

Federation of Women’s Clubs
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• One licensed veterinarian
 
• One person learned in the prevention and treatment of mental retardation
 
• One hospital administrator

Each member serves a three-year term.  The Public Health Council is charged with formulating
the rules, regulations and policies of the Department of Health.  The council is required to meet
semiannually and to select annually a chairperson, vice-chairperson, and secretary from its own
membership.  The Commissioner of Health serves ex officio as a member of the council.  The
Public Health Council met twice in 1994, with an average attendance of eight.  The council did
not meet in 1995.  Council expenditures totaled $2,678 in 1994.  Public Health Council meeting
minutes indicated that the council listened to reports from various Department of Health staff
members, approved rules for Children’s Special Services, and approved departmental budget im-
provement requests.

Genetics Advisory Committee

The Genetics Advisory Committee, appointed by the Commissioner of Health pursuant to
Section 68-5-503, Tennessee Code Annotated, is composed of 12 members: one representative
from each of the six regional genetic centers and the three regional sickle-cell centers, two mem-
bers at large, and the chief medical officer for the state.  The chief medical officer serves as the
chairperson.  Each member’s term is four years. The Genetics Advisory Committee advises the
department on matters concerning the development and operation of a statewide genetics pro-
gram.  The Genetics Program provides access to genetic screening, diagnostic testing, and coun-
seling services to individuals and families who have or who are at risk for genetic disorders.  The
committee is required to meet annually.  The committee met the annual meeting requirement in
1994 and 1995, and averaged eight members at each meeting.  Genetics Advisory Committee ac-
tivities included listening to reports from the genetic screening and sickle-cell centers, approving a
change in a departmental rule governing genetic centers’ personnel requirements, and discussing
funding allocations for the centers.

Pursuant to Tennessee Code Annotated, Section 68-5-504(b), the department is mandated
to develop and administer statewide genetic and metabolic screening programs to prevent, de-
tect, and ensure follow-up for birth defects and genetic disorders.  A goal of the department is to
provide all children with genetic screening within 24 hours of birth, since most genetic errors can
be corrected and treated simply if discovered immediately after birth.  Another major goal of the
program is to decrease the incidence of and deaths associated with genetic disorders.  The Labo-
ratory Services division of the Department of Health conducted about 1.5 million tests last year,
with the largest volume involving genetic screening to detect genetic newborn errors.  Every new-
born in the state (approximately 77,000 per year) is checked by the Laboratory Services division
for phenylketonuria, hypothyroidism, galactosemia, and hemoglobinopathies (such as sickle-cell
anemia).  The Genetic Screening Program had expenditures of $1,987,929 in fiscal year 1995 and
$2,001,116 in fiscal year 1994.
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Center-based genetic programs are also funded by Maternal and Child Health.  Six centers
in the state provide newborn screening—Knoxville, Memphis, Chattanooga, Nashville (two
centers), and Johnson City.  Additionally, Maternal and Child Health contracts for sickle-cell ane-
mia services with MeHarry College Hospital in Nashville, the Mid-South Sickle-Cell Center in
Memphis, the T.C. Thompson Children’s Medical Center in Chattanooga, and the University of
Tennessee Medical Center in Knoxville.

Perinatal Advisory Committee

The Perinatal Advisory Committee was created by Section 68-1-803, Tennessee Code An-
notated, to advise the department on its perinatal programs, specifically the development of the
following: regional newborn centers, a transportation and referral system, a communication and
consultation system, education and training activities, and eligibility standards.  The Perinatal Ad-
visory Committee is appointed by the Commissioner of Health, and is composed of the director of
each obstetrical and each newborn unit of each regional perinatal center within the state, in addi-
tion to at least one representative from each of the following categories: medical schools, health
and environment agencies, hospital administrators, medical specialists in obstetrical and newborn
conditions, family physicians, obstetrical and neonatal intensive care nurses, and the general pub-
lic.  Total membership of the committee is not to exceed 21.  Each member serves a four-year
term, and the committee is required to meet annually.  The Perinatal Advisory Committee met six
times during 1994 and 1995, and averaged an attendance of 12 board members.  Expenses for the
1995 meetings totaled $7,738; according to department staff, committee members met at their
own expense during 1994—no travel was charged to the state.

The Perinatal Advisory Committee has produced four publications since 1990:

• Guidelines for Regionalization, Hospital Care Levels, Staffing and Facilities (March
1990)

 
• Educational Objectives for Nurses (March 1993)
 
• Educational Objectives in Medicine for Perinatal Social Workers (June 1994)
 
• Guidelines for Transportation (July 1995)

Department staff stated that these practice guidelines for all health care providers involved in the
perinatal care system may eventually be adopted as TennCare standards.  Perinatal Advisory
Committee meeting minutes indicated that much committee time was devoted to a discussion of
TennCare, and resolutions were passed concerning the impact of TennCare on adherence to the
perinatal guidelines and on the distribution of the perinatal guidelines to the TennCare managed
care organizations.

There are five perinatal care regions, each with a perinatal center: University of Tennessee
Medical Center in Knoxville, Vanderbilt University Medical Center in Nashville, East Tennessee
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State University College of Medicine in Johnson City, Erlanger Hospital in Chattanooga, and the
Regional Medical Center in Memphis.  The Perinatal Program was funded in the past by depart-
ment funds; however, the program (i.e., the network of transportation, hotline, education, and
consulting services) is now funded through TennCare administrative dollars, at a continuing rate
of $4,546,600, for the last three fiscal years.  Direct patient care is covered by TennCare or other
insurance coverage.

Primary Health Care Centers Advisory Board

The Primary Health Care Centers Advisory Board, appointed by the Commissioner, con-
sists of 19 members, including the Commissioner of Health or her designee, who serves as execu-
tive secretary for the board.  Membership includes the following:

• One individual assigned by the National Health Service Corps to Tennessee
 
• One rural health initiative program grantee in Tennessee
 
• One representative of the department’s Primary Care Division
 
• One representative of the Bureau of TennCare
 
• One physician appointed from a list of three nominees submitted by the Tennessee

chapter of the American Academy of Pediatrics, the Tennessee Pediatrics Society
 
• One physician appointed from a list of three nominees submitted by the Tennessee So-

ciety of Internal Medicine
 
• One physician appointed from a list of three nominees submitted by the Tennessee

Academy of Family Physicians
 
• One physician appointed from a list of three nominees submitted by the Tennessee

Medical Association
 
• One representative of the Tennessee Association of Primary Health Care Centers
 
• Two nurse practitioners appointed from a list of six nominees submitted by the Ten-

nessee Nurses Association
 
• One representative of the Tennessee Pharmaceuticals Association
 
• Three prominent citizens who are not providers of direct or indirect health care

services
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• One physician appointed from a list of three nominees submitted by the Tennessee As-
sociation of Osteopathic Physicians and Surgeons

 
• One dentist appointed from a list of three nominees submitted by the Tennessee Dental

Association
 
• One physician assistant appointed from a list of three nominees submitted by the Ten-

nessee Academy of Physician Assistants

Members serve four-year terms. The board is required to meet quarterly.  The Primary Health
Care Centers Advisory Board met a total of eight times in 1994 and 1995, with attendance aver-
aging nine members per meeting.  Board members’ travel expenses for 1994 and 1995 totaled
$4,574.  The board’s activities are described in Finding 1.

Tennessee Code Annotated, Section 68-1-701, enumerates the board’s duties:

• Defining and categorizing the various types of primary health care centers currently
existing or proposed in the state

 
• Prioritizing areas of need within each health service area in the state
 
• Establishing standards for evaluation of primary care centers and programs in the state
 
• Recommending to the commissioner the need to provide primary care services at any

given site
 
• Publishing annually a directory of primary health care centers
 
• Monitoring the prescriptive practices of nurse practitioners and the supervision by

physicians under whom such nurse practitioners are rendering services
 
• Reporting any complaints against such nurse practitioners to the director of the Divi-

sion of Health Related Boards
 
• Assisting in investigations of improper prescriptive practices
 
• Reporting annually to the General Assembly and the Commissioner of Health the

board’s findings regarding the delivery of health care in this state

Additionally, the prescriptive practices of physician assistants, and the supervision by physicians
under whom such physician assistants are rendering service, shall be monitored by the Primary
Health Care Centers Advisory Board.  (Monitoring of the physicians’ supervision of physician as-
sistants is also discussed in the September 1996 performance audit of the Board of Medical Ex-
aminers’ Committee on Physician Assistants.)
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Cancer Reporting Advisory Committee

The Cancer Reporting Advisory Committee, appointed by the commissioner pursuant to
Section 68-1-1005, Tennessee Code Annotated, is composed of at least nine, but no more than 12
members, including, but not limited to

• one biostatistician,
 
• one cancer registrar,
 
• one epidemiologist,
 
• one oncologist,
 
• one pathologist,
 
• one radiologist,
 
• the commissioner or her designee, and
 
• at least two additional members to be appointed by the commissioner.

The committee advises the commissioner on all matters reasonably related to the admini-
stration of the cancer reporting system including the development of the reporting form, the de-
sign of the data system, the types of controls needed to preserve patient confidentiality, the
training requirements for participants in the system, and the uses to be made of the data the
system generates.  Members serve three-year terms.  The Cancer Reporting Advisory Committee
is to meet at least quarterly; however, the committee held only two meetings in 1994 and two
meetings in 1995 (see Finding 6).  Attendance at the meetings averaged seven members.  The
committee’s cumulative expenditures for 1994 and 1995 totaled $4,457.  The Cancer Reporting
Advisory Committee’s meeting minutes showed that the committee mainly considered requests
(e.g., from cancer researchers) for confidential data from the Cancer Registry and either granted
or denied the requests after a committee discussion.

The Cancer Registry was implemented in 1989 and requires fairly extensive reporting on
the part of the hospitals.  The department processes approximately 30,000 records per year for
the Cancer Registry.  The program is designed to further knowledge about the causes and types of
various kinds of cancer by providing appropriate data to members of the medical, scientific, and
academic research communities for authorized institutional research.  The registry estimates
spending $262,900 in fiscal year 1996; estimated expenditures in fiscal year 1995 were $184,775.
(The Cancer Registry does not have a separate cost center but is included within the Health Sta-
tistics and Information budget, so expenditures are estimates only.)


