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I. Introduction 
 
The past year has brought about some of the greatest changes Texans will likely ever experience as a 

collective society, and nowhere were these challenges felt more than in the healthcare sphere. While 

our Healthcare and Human Services Task Force continued to meet and discuss various policy solutions 

throughout the interim, much of the content of those discussions rapidly transitioned from what reform 

looks like in the “normal” world to what challenges and opportunities the COVID-19 pandemic 

presented. Specifically, the pandemic presents challenges and opportunities to break outside of 

traditional systems and embrace innovations that might otherwise take years to organically evolve, 

particularly in efforts to meet unprecedented access to care needs.  

 

While external circumstances significantly shifted, many of the challenges within the healthcare system 

remained the same, including the ever-increasing cost of care; access to affordable, quality coverage; 

adverse impacts of burdensome government mandates; and access to care obstacles. Just as these 

issues will undoubtedly seem familiar, so too will many of the proposed policy solutions that have been 

discussed and debated for a number of years.  

 

In 2019, U.S. healthcare spending grew by 4.6 percent, reaching $3.8 trillion,1 and is projected to grow 

to an astounding $6.2 trillion by 2028.2 Therefore, it is no surprise that the crux of the challenges 

surrounding our healthcare system remains costs, and virtually all policy discussions are centered 

around how to reign in runaway expenses. Myriad factors contributed to this relentless increase- some 

are positive, such as longer life expectancies. Others- such as intrusive government mandates and large 

segments of the population with chronic conditions such as diabetes and heart disease- are not.  

This rate of escalation is simply not sustainable and, based on current trends, does not appear to be 

headed toward any kind of course correction. 

 

The challenges facing our healthcare system did not arise overnight and will take time to overcome.  

While there are no “quick fixes” to these seemingly insurmountable issues, there are reforms that state 

leaders can adopt. To that end, our Task Force met multiple times over the last 18 months to explore 

policy solutions focused on three key principles: lower healthcare costs, increase access to care, and 

raise patient outcomes. Over the course of the past interim, TCCRI staff met with the Task Force’s 

legislative co-chairs, legislative staff, and interested private sector stakeholders to discuss crucial public 

policy issues within the Task Force’s purview. 

 

This year’s approach is somewhat different in that Medicaid, which plays a significant role in the 

healthcare discussion and the state budget, is addressed in a dedicated report. At just over 28% of the 

entire state budget, and with a total FY 2020-2021 biennial appropriation of $66.4 billion all funds (AF), 

the Medicaid program is one of the single largest cost drivers for the State of Texas.3 Because most 

Texans currently covered by Medicaid must be covered under the program in accordance with federal 

law, and because the state operates a mature and successful managed care program, there are no 

readily accessible high-impact cost savings to be easily gleaned. The efficiencies to be gained now 

involve adjustments to existing practices that ensure quality service delivery and best value. To that end, 
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TCCRI procured the services of a former Texas State Medicaid Director and Chief Financial Officer (CFO) 

for the Health and Human Services Commission (HHSC) to assist in identifying and thoroughly evaluating 

changes that can be made to increase the efficiencies and cost-effectiveness of the Medicaid program. 

While no one item in and of itself will provide a savings number that is significant relative to overall 

Medicaid spending or the state budget, it is important to examine these “smaller” items that can have a 

cumulatively important impact. These findings are available in a standalone report that examines issues 

related to maximizing managed care in the context of services still under the fee-for-service (FFS) model, 

streamlining existing procedures and practices to gain efficiencies, and examining practices surrounding 

procurement of managed care services in a large and diverse state.     

 
The “Increasing Access to Affordable Health Coverage” section of this report discusses reforms that the 

Legislature should consider in the private sector during the 87th Legislation Session to help increase 

affordable high-quality coverage options - policy initiatives which TCCRI has championed for many years. 

These reforms include rolling back unfunded mandates and rejecting any new ones; passing an option 

for a catastrophic coverage plan that is free of state-mandated benefits; and promoting the use of 

association health plans (AHPs) for small business owners and individuals who have been priced out of 

the individual market.  

 
The “Promoting Price Transparency” section of this Report revisits findings and recommendations from 

past work of TCCRI to advance greater transparency within today’s healthcare marketplace.  Specifically, 

the Task Force recommends that the Legislature expand on the budget riders adopted last session which 

piloted a model known as Right to Shop in the Texas Employees Retirement System (ERS) and the 

Teachers Retirement System (TRS) by identifying and addressing any barriers to widespread use of this 

initiative. The Legislature should also ensure no existing state statute or regulation restricts private 

payers from implementing such a model if they so choose.  

 
With respect to “Addressing Ongoing Needs in TRS-Care,” this Report recognizes the ongoing challenges 

faced by TRS, particularly in Medicare coverage of its retirees and their dependents. Here, TCCRI 

recommends examining the feasibility of allowing TRS-Care consumers to use funds the government 

would have spent to purchase their own lower-cost private health insurance products.  

 
In the “Expanding Access to Care” section, this report explores Texas’ well-documented physician 

shortage and discusses non-physician providers that can help fill access to care needs in the medical, 

dental, and optometry fields. It also examines how telehealth and licensure reciprocity can help meet 

critical access needs. Policy recommendations include allowing the independent practice of advanced 

practice registered nurses, examining how physician assistants and pharmacists can be better utilized to 

meet patient needs, allowing dental hygienists to administer local anesthesia under the delegation of a 

licensed dentist, increasing access to telehealth and teledentistry services, and finding opportunities for 

medical licensure reciprocity for providers in good standing in their home states. 

 

Within the section entitled “Defunding Abortion Support Services,” we examine a disturbing new trend 

of local elected officials unilaterally committing taxpayer funded resources towards helping women 
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obtain abortions. Federal law already bans the use of taxpayer dollars on actual abortions. The policy 

recommendation in this area follows this precedent and is very straightforward- prohibit the use of any 

taxpayer resources to support abortion services.  

 
This final Task Force Report lays out the policy issues that the Healthcare Task Force and TCCRI staff 

focused on over the past interim. The recommendations made in this final Report range in subject 

matter and scope, but collectively offer a package of legislative initiatives to advance the LIFT principles 

of Limited Government, Individual Liberty, Free Enterprise, and Traditional Values in the 87th Legislative 

Session. 
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II. Increasing Access to Affordable Health Coverage  
 
The detrimental impact of the Affordable Care Act on the nation’s health insurance market would be 

difficult to overstate. Well-documented skyrocketing costs for individuals and families, coupled with 

decreasing plan choices as multiple insurers decline to offer ACA Exchange plans,4,5,6 have left many 

Texans in the position of choosing health insurance coverage or putting that money towards other 

necessities. To be clear- this law is a federal problem, and these issues can only be completely resolved 

by Congress repealing this troubled law. While that possibility is highly unlikely in the current political 

landscape, state leaders should continue to look at opportunities to make the healthcare marketplace 

more tenable for consumer and insurers within the federal status quo.  

 

Two areas that deserve examination by the Legislature in the current session are reducing unfunded 

government mandates on health insurance plans, and identifying opportunities to increase coverage 

through the use of association health plans.   

 

A. True Costs of Government Mandates  
 

Unfunded government mandates generally take two forms in terms of health insurance coverage- 

mandated benefits and any willing provider (AWP) laws. While mandates are often designed to provide 

a benefit to a relatively small number of the insured population, every insured person contributes to the 

cost of each one through increased premiums. Although some mandates may appear harmless enough, 

and well-intentioned in many cases, each and every one contributes to an increase in overall premiums. 

 

Benefit Mandates  

 

A significant amount of the consternation around the Affordable Care Act (ACA) was due to its 

substantial benefit mandates, designated by the law as essential health benefits (EHBs), and for playing 

a role in putting the commercial market into a state of crisis. Most people, regardless of their stance on 

the issue of mandated benefits, agree that these mandates drive up the cost of healthcare coverage, 

capable of causing an increase in monthly premiums between one and five percent per benefit.7  The 

ACA requires that plans cover ten categories of “essential benefits,” including maternity care, mental 

health and substance abuse disorder care, and oral and vision care coverage for children.8  

 

Often, benefit mandates are difficult to deny because they target sympathetic populations, such as 

mandated cochlear implants for child deafness, and/or they seem innocuous because they are  limited 

to conditions that only impact a small number of the population, such as treatment coverage for certain 

conditions related to craniofacial abnormalities. Obviously, Texans are sympathetic to people suffering 

from such afflictions (mandate bills have been filed in prior sessions on both topics, with the former 

passing into law).  However, authorities on health policy warn against falling into this trap because these 

well-meaning mandates have an adverse cumulative effect.  One policy expert explains:  

 

https://capitol.texas.gov/tlodocs/85R/billtext/pdf/HB00490F.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/HB01968I.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/HB01968I.pdf#navpanes=0
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In general, it’s politically palatable for lawmakers on both sides of the political aisle to pass 

benefit mandate after benefit mandate. This legislation shields them from being called out for 

explicit tax increases, and the per member per month (PMPM) cost of each imposed on 

policyholders is miniscule...  

 

The insignificant cost of each standalone bill also makes mandate legislation politically feasible 

for special interests and other medical providers to get their way, which explains why there are 

now 2,200 mandates nationwide – up from almost zero in the 1970s. But the issue becomes 

problematic when multiple bills are introduced simultaneously.9  

 

Benefit mandates have grown exponentially over the years and, as one economics professor explains, 

each mandate comes with its own trade off that should be carefully considered by lawmakers who must 

decide whether the cost is justified or whether it will be ultimately detrimental to the employers that 

drive the U.S. economy.10 The Texas Department of Insurance provides a chart of the state’s mandated 

health benefits as of September 1, 2017.11 This does not reflect any mandates that may have been 

adopted since then, but is still worth studying.i While the majority of these benefits are federally 

required, some are applicable only within the state. Of particular note is the state-only mandate for 

certain group plans to cover in vitro fertilization.12 While people are naturally sympathetic to those 

dealing with fertility issues, this mandate can have exponential ongoing costs; the costs are not only 

those of the treatments themselves, but also those of the resulting high-risk and/or multiple-birth 

pregnancies (e.g., twins/ triplets), which carry an increased risk of premature delivery.13  

 

Any Willing Provider (AWP) Mandates 

 

Under managed care, a health plan contracts with certain providers that make up the plan’s network.  

The majority of Americans with private health insurance are enrolled in some form of managed care.14  

In addition to this coverage in the commercial market, the State of Texas utilizes managed care in its 

employee and teacher group coverage plans, as well as in Medicaid and the Children’s Health Insurance 

Program (CHIP).   

 
By only contracting with certain providers, health plans have the opportunity to negotiate lower prices 

and, more importantly, adopt standards that may restrict lower-quality providers from joining their 

networks. This applies to medical and pharmacy benefits.   

 

Researchers at the Washington Legal Foundation explain how health plans, and ultimately health care 

consumers, achieve greater cost savings and better services through exclusive pharmacy networks 

(emphasis added): 

 

 
i Collection of mandated benefits data by TDI was temporarily suspended for 2020 but is set to resume in June 
2021. 

https://www.tdi.texas.gov/hmo/documents/manhealthben.pdf
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Many networks are highly exclusive.  The greater a network’s exclusivity, the more customers a 

member pharmacy can expect.  The prospect of a large number of customers creates intense 

competition for exclusive networks; this competition leads pharmacies bidding for network 

membership to offer higher discounts in order to join the network. It is well understood that 

cost savings resulting from this exclusivity are generally passed on to consumers in the form of 

lower premiums, lower out-of-pocket costs, and better services.15  

 
Since the 1980s, there have been attempts through various AWP laws to require that health plans 

include certain provider groups and/or hospitals in their networks.16 Proponents of such laws argue that 

they “level the playing field,” particularly for independent practitioners, and provide greater choice to 

consumers.17  While the any willing provider concept may on the surface appear good for patients, 

experience has proven that these mandates actually have the opposite effect.  AWP laws adversely 

impact consumers by driving up the costs of care (thereby further reducing access to low-cost, high-

quality insurance coverage) and restricting competition.18  One analyst described it thusly: “The 

preponderance of evidence and economic logic would counsel emphatic rejection of new or even 

existing AWP … laws.”  To expound on that notion: 

 

The laws themselves suppress competition at the provider level in the name of enhancing 

competition at the point of service level. And by design they also suppress price competition at 

the point of service level, since all agree to the insurers’ terms of what to charge consumers. 

They want consumers to have access to all providers but for price variation to the consumer to 

be off the table.  But if all providers offer the same price to consumers and if all providers are in 

every plan, then no plan is different from another, either. So in practical effect, strong AWP laws 

… also suppress competition at the plan level.19  

 
The Federal Trade Commission (FTC) also has a strong history of opposing attempts to pass or enforce 

AWP laws, deeming them anti-competitive and, ultimately, anti-consumer.  Researchers quote the FTC, 

when discussing a state-sponsored AWP law, as saying, AWP laws “preempt competition among 

providers, instead of protecting the interest of patients. In other words, such laws appear to protect 

competitors, not competition or consumers.”20   

 
In a separate letter to CMS, the FTC explained that AWP laws “can also limit competition by restricting 

the ability of insurance companies to offer consumers different plans, with varying levels of coverage, 

cost, and choice. These restrictions on competition may result in insurance companies paying higher 

fees to providers, which generally lead to higher premiums, and may increase the number of people 

without coverage.”21 

 

By eliminating competition among providers and prohibiting health plans from employing innovative 

and quality-based contracting standards, AWP mandates can have the perverse effect of actually leading 

to lower-quality, higher-priced care and even reducing the availability of health insurance for Texans. 
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1. Policy Recommendation: Reject Unfunded Mandates 

 

TCCRI has long supported rejection of unfunded government health care mandates in any form, and this 

should be defended irrespective of whether the ACA is in effect.  In the 87th Legislative Session, state 

lawmakers should look to unwind any mandates that are not currently required by federal law and 

continue to reject all proposed mandates. Texas has a long history of preventing government mandates 

from impacting the free market’s ability to provide innovative, high-quality, cost-effective solutions 

across all industries. Allowing government mandates to dictate the daily operations of private sector 

businesses will only lead to negative outcomes for Texas healthcare consumers. In addition to the anti-

competitive environment and rising healthcare costs that mandates usher in, they also set a dangerous 

precedent of allowing the government to dictate to private businesses with whom who they must 

contract. Benefits that are very limited and only apply to a small percentage of enrollees must be still be 

rejected, as allowing even a small mandate begins the path down a slippery slope that makes it very 

difficult to draw a line on which mandates are, and are not, acceptable. For this reason, mandates 

should be rejected in all forms. 

 

2. Policy Recommendation: Pass a Mandate-Free Catastrophic Coverage 

Option  

 

In the 85th Session, HB 4213 (Phillips) was filed and would have authorized health plans to offer 

catastrophic health benefit plan, free of any state-mandated health benefits.  If passed, this legislation 

would have augmented  SB 541 (83R) (Williams/ Sp: Taylor), which allows employers and health 

maintenance organizations (HMOs) to offer plan options free of certain state mandates. Current law, as 

a result of SB 541, allows employers and plans to waive many state-specific mandates, but does still 

prescribe some benefits that must be covered, such as certain pre-existing conditions and serious 

behavioral health conditions.22  It is also important to remember that when SB 541 was passed in 2003, 

it was done so in a pre-ACA world and largely geared towards group health plan offerings.  HB 4213, as 

filed, would have amended the same section of the Insurance Code as SB 541 to include an additional 

option for a completely mandate-free catastrophic plan for group plans and individual consumers. 

 

Though HB 4213 did not proceed past the House committee stage last session, the 87th Legislature 

should make this a goal for this session using the following language to amend Chapter 1507 of the 

Texas Insurance Code (taken from HB 4213): 

 

SUBCHAPTER C. CATASTROPHIC PLANS 

Sec. 1507.100. CATASTROPHIC HEALTH BENEFIT PLANS. 

Notwithstanding Subchapters A and B or any existing requirement, 

a health carrier or health maintenance organization may offer a 

catastrophic health benefit plan that does not include state-

https://capitol.texas.gov/tlodocs/85R/billtext/pdf/HB04213I.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/78R/billtext/pdf/SB00541F.pdf#navpanes=0
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mandated health benefits as described by 1507.003(a) and 

1507.053(a). 

 

Although some catastrophic plans are available to purchase in the private market, removing the 

requirement for any mandates could encourage other carriers to provide additional competitive 

offerings.  

 

Catastrophic plans are often attractive coverage options for young, healthy individuals. According to an 

October 2020 report by United States Census Bureau, the age at which the uninsured rate is the highest 

is 26, followed by ages in the late 20s.23 This makes sense, as individuals in this age group are no longer 

eligible for coverage as dependents of covered parents (this ends at age 26 under the ACA), and many 

are likely facing the choice of whether or not to purchase insurance coverage for the first time. As one 

noted healthcare policy expert explains, “Healthy people tend to buy insurance based on price.  Sick 

people, however, look at likely out-of-pocket costs for their illnesses and want broader networks.”24 So, 

while a catastrophic plan is not for everyone, it could provide a great value for someone who does not 

see the need to pay a large monthly premium for regular primary care and prescription drug coverage, 

but does recognize the value of a lower cost plan that would cover health emergencies.   

 

B. Association Health Plans 
 

The current healthcare environment can seem overwhelming, especially in terms of what states can do 

to effect any positive change in the face of so much sclerotic federal policy. One option that some small 

employers can use to provide health coverage for themselves and their employees is association health 

plans, or AHPs. TDI explains that AHPs involve an “arrangement where businesses group together to 

provide their employees’ health insurance, either on a fully insured or a self-funded basis,” with the goal 

of “lower[ing] premiums using economies of scale and exemptions from some small-employer 

requirements.”25 Simply put, AHPs allow small businesses to join together and purchase coverage that is 

typically only available to larger employers, where risk is spread across a larger population. And, because 

the plans are not subject to all of the ACA’s mandates, their premiums are generally more affordable 

than ACA Exchange plans.  

 

New rules released under the Trump Administration would have eased regulations on AHPs, paving the 

way for greater use of these plans under the “commonality of interest” threshold, with the two basic 

“interests” being professional (e.g., florists in a state) or geographic (e.g., small businesses in a certain 

metro area).26 The rules would have also taken a historic step in allowing small business owners to join 

AHPs as sole proprietors and allowing AHPs to form for the sole purpose of providing coverage. While 

these rules could have provided high quality lower-cost coverage for millions of Americans, major 

provisions of the rules were struck down by a federal court.27  

 

The left-leaning D.C.-based judge who struck down much of the rule described it a clear “end-run 

around the Affordable Care Act,”28 which is ironic, as the ACA effected the very climate that necessitated 

https://www.census.gov/library/stories/2020/10/uninsured-rates-highest-for-young-adults-aged-19-to-34.html
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the coverage alternatives provided by the rule. While the lawsuit dealt a major blow to what could have 

been an optimal solution to the havoc wreaked upon the private marketplace, states should not 

completely abandon AHPs as a viable option. Instead, Texas lawmakers should continue to foster an 

economy that welcomes AHPs so small businesses can fully utilize the options currently available and 

stand ready to expand the use of these plans if and when the option presents itself. Texas is home to 2.8 

million small businesses that provide jobs to almost 5 million people;29 these Texans need and deserve 

affordable quality coverage free of intrusive and expensive government mandates. 

 

1. Policy Recommendation: Reject Additional Regulations on AHPs 
 
Texas currently allows both fully insured and self-funded AHP options with varying requirements 

depending on the specific type of plan.30 State lawmakers must reject any attempts to saddle AHPs with 

any additional burdensome regulations that could further restrict such plans as a practical option for 

working Texans.  

 

2. Policy Recommendation: Examine Whether Legislative Changes are 
Needed to Allow Small Employers to Fully Maximize AHPs 

 

It is almost certain that the Biden Administration will do nothing to promote the use of alternative 

private market solutions like AHPs. However, the legislature must ensure that the state is fully 

maximizing AHPs as currently allowed. Lawmakers should examine whether any current statutory 

requirements need to be removed or amended to allow small businesses in Texas to form or join AHPs.  
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III. Promoting Price Transparency 
 
(Note: The following section is adapted from a TCCRI White Paper released in November 2018.) 
 

In today’s era of Amazon, Costco, and Google, consumers are conditioned to competitively shop for 

goods and services.  The concept is simple. Consumers want lower prices, so they shop for the best 

value and, metaphorically speaking, vote with their feet by taking their business to the retailer with the 

best pricing.  Merchants, in turn, respond to this demand by lowering costs to vie for a greater share of 

the market.  This is the free market at its finest: consumer demand fosters healthy market competition 

that ultimately drives down costs for everyone.    

 

American consumers have embraced this concept with vigor, with today’s shoppers able to harness the 

power of the internet to compare prices on almost any good or service - with almost being the operative 

word.  Although the concept of comparison shopping has permeated almost every facet of American 

consumerism, this notion has not organically translated into the healthcare marketplace.   

 

According to data by the U.S. Bureau of Labor & Statistics, in 2019 average annual household spending 

on healthcare increased by about 4.5 percent over 2018, with the average American spending almost as 

much of his or her gross annual income on healthcare expenses as education, apparel and services, and 

gasoline (or other similar fuels) combined.31 While most individuals think nothing of comparing prices 

prior to purchasing anything from laundry detergent to a car battery, they would likely never consider 

comparison shopping  a common x-ray or magnetic resonance imaging (MRI) test, which generally costs 

considerably more.     

 

This raises the question:  Why don’t Americans comparison shop for their healthcare services, and what, 

if anything, can be done to promote this practice, with the end goal of bending the healthcare cost 

curve?    

 

Comparison Shopping for Healthcare Services  

 

The key difference between the healthcare marketplace and virtually all other areas of the consumer 

market is the ability to easily compare prices. Although multiple studies and polls have shown that 

consumers would like to shop for the best value in healthcare,32,33,34 the current system does not 

encourage price comparison.   

 

Research has found that healthcare consumers want a better value and that patients do not typically 

equate more expensive healthcare with better quality care.35 Even more importantly, a 2020 study 

examining the relationship between cost and quality in hospital care found no real correlation between 

the two.36 However, price comparison information must be made easier to both obtain and decipher if 

consumers are going to  embrace comparison shopping in healthcare as they have done in other market 

areas.  According to research by The Commonwealth Fund:  

https://txccri.org/wp-content/uploads/2018/11/Healthcare-Summit-Paper.pdf
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Ultimately, this kind of health care consumerism might be part of a generational shift. "Young 

people—who use their phones to choose restaurants and buy airplane tickets—might be 

predisposed to use price transparency tools," says Brent Parton, director of health policy and 

programs at SHOUTAmerica, a nonprofit aimed at engaging young people in health care system 

reform. But, he says, price information must be made available at "teachable moments," such as 

when people are seeking out routine or planned services, and must be integrated into their 

health care experiences (e.g., through mobile apps or as part of physician visits). "Health care 

data is not following us as much as it should be; the onus can't be on the consumer to dig it 

up…"37 

 

Price comparison shopping also has benefits beyond finding the lowest costs.  Industry experts  

have found that once consumers start to engage in researching their healthcare options to find the best 

prices, they start to look at other comparisons too, such as quality metrics.  The Commonwealth Fund’s 

research continues:  

 

Once patients start to look into health care prices, they may also become engaged in exploring 

the quality and safety of their care as well. "In our experience, when patients don't ask about 

prices, they don't ask about quality either," says Healthcare Blue Book's [CEO Jeffry] Rice. 

"When they start to become consumers [by comparing prices], they start to ask good questions 

about quality too."38 

 

The importance of including quality and health outcomes in this conversation cannot be overstated.  The 

best value healthcare system is one that offers high-value quality care at competitive prices, and not one 

that lowers costs simply by lowering quality. Ensuring that consumers are educated and engaged on 

both the quality and pricing fronts is vital to transforming the nation’s healthcare system.  

 

Price Transparency Initiatives 

Although this concept has been slower to make its way to the healthcare space, both the private and 

public sectors have begun pursing various answers to the price transparency challenge over the past 

decade, with the most intense activity springing up relatively recently.   

 

Some solutions have occurred organically, with private sector companies responding to the call for 

greater price transparency. One such company is the Healthcare Blue Book, which is based upon the 

idea of the Kelley Blue Book for cars and operates a subscription-based website that allows customers to 

compare “fair price” and quality for healthcare services. Other similar options exist as well. Health 

insurance companies have also developed some of the most robust comparison tools thus far, allowing 

their enrollees to log into a website or app to calculate and compare their out-of-pocket expenses- even 

though many enrollees do not take advantage of these options.39,40 

 

http://www.shoutamerica.org/
https://www.healthcarebluebook.com/explore-home/
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The federal and state governments have also begun engaging in transparency policy reforms. The 

National Conference of State Legislatures looked at price transparency laws across the country and 

found that a number of states have begun enacting their own laws ranging from all-payer claims 

databases and direct consumer price comparison tools to programs that reward consumers for seeking 

out best value care (discussed in greater detail below).41  

 

Texas has also pursued its share of price transparency laws going back several years.  In 2007 the 80th 

Legislature passed SB 1731 (Duncan, SP: Isett), which gives consumers the right to health care price 

estimates, and requires the Texas Department of Insurance (TDI) to collect and publish information on 

the average costs of certain healthcare serves. TDI has parlayed this requirement into its own price 

transparency tool, TexasHealthcareCosts.org.42  And in more recent sessions, the Legislature enacted SB 

507 (85R) (Hancock, SP: Frullo) and SB 1264 (86R) (Hancock, SP: Oliverson) to more aggressively address 

the issues of surprise medical bills and provide for greater consumer protection against such practices.  

 

In addition, the federal government has taken on this issue, with the Trump Administration championing 

the benefits of increasing competition within the healthcare marketplace through transparency. Over 

the past four years, various initiatives commenced to make healthcare cost data available to consumers 

for hospital, insurance,43 and prescription drug benefits.44  While we have yet to see how these policies 

will fare under the current administration, there is no question that these unprecedented actions were 

important first steps in beginning to shed light on healthcare pricing from consumers’ perspective.  

 

While all of the aforementioned initiatives are critically important, policymakers and experts must still 

contend with how best to encourage consumers to take advantage of information once it is made 

available and to engage in price and quality comparisons.   

 

Price Transparency Must be Uniformly Applied 

 

Hospital and prescription drug pricing are often, and understandably, the center of discussions on the 

need for pricing transparency in the healthcare marketplace.  Ambiguity in hospital charges versus 

actual costs, lack of clarity in which providers within a hospital’s emergency department are “in-

network,” and questions around how much research and development costs are built into drug pricing 

have led many transparency initiatives to focus on these areas.  However, transparency, and the 

competition it fosters, only work if it is uniformly applied to all facets of the healthcare system.   

 

Too often in today’s world of ever-increasing healthcare costs, various providers and entities are quick 

to point fingers and blame one another for skyrocketing costs.  And, while there are some clear outliers 

that should be addressed, a lot of the confusion and helplessness consumers feel over trying to shop for 

the best value care could be addressed by ensuring that all areas of the healthcare marketplace are 

subject to the same price transparency standards. Hospitals and drug manufacturers are crucial to this 

equation, but so too are physicians, anesthesiologists, radiologists, pharmacists, and so on.   

 

https://capitol.texas.gov/tlodocs/80R/billtext/pdf/SB01731F.pdf#navpanes=0
https://texashealthcarecosts.org/
https://capitol.texas.gov/tlodocs/85R/billtext/pdf/SB00507F.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/85R/billtext/pdf/SB00507F.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB01264F.pdf#navpanes=0
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1. Right to Shop:  A Test Case in Price Transparency  

 

One model, known as Right to Shop, has specifically taken on this issue, and has enjoyed some early 

success. Right to Shop can serve as a test case for how price transparency and consumer engagement 

have impacted total healthcare costs. 

 

Prices vary widely in health care due to a variety of factors. The same x-ray on the same kind of machine 

can fluctuate in price from a few hundred to thousands of dollars if the x-rays are performed in different 

locations.45 A 2019 study by the national Health Care Cost Institute, a national non-profit organization 

focused on data-driven information surrounding healthcare economics, found that the cost of a 

procedure can cost almost 40 times more in the same metro area depending simply on where it is 

performed.46  

 

However, most consumers often do not think to shop around for the best price for something like a 

diagnostic imaging test and, even if they wanted to, it can be difficult to find the actual price of the test 

or procedure. Most information that can be obtained by consumers will quote the insured’s out-of-

pocket expenses. And, while this is a vital piece of the equation, this information does not capture the 

total cost to the healthcare system. For instance, a patient may pay only a slighter higher co-pay or 

deductible for choosing to have an orthoscopic knee procedure in a hospital rather than an ASC, but the 

cost to the healthcare system could be thousands more. While this may not significantly impact the 

patient in the short-term, these cumulative costs contribute to higher out-of-pocket expenses in the 

future in the form of premium and cost sharing increases.  

 

Research has shown that simply providing consumers with pricing tools does not result in behavior 

modification.47 Those models that have achieved change in consumer behavior have included either 

rewards or disincentives paired with the ability to comparison shop.48 The Right to Shop model is 

predicated on this exact premise, educating consumers about the total cost of their care, not just the 

out-of-pocket portion, and rewarding them for choosing highest value care.  

 

The concept is simple: A provider prescribes a medical service, such as an MRI. The patient then calls a 

toll-free line or goes to a website operated by the insurer or employer to research options and prices, 

and then chooses the best location at the best value. After receiving the MRI at the location of his or her 

choice, the patient then receives a cash benefit based upon the shared savings for choosing the best 

value care. The crux of this program’s success lies in the ability of consumers to access quick, accurate, 

and transparent cost comparisons.    

https://healthcostinstitute.org/about-hcci
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Source:  Foundation for Government Accountability49 

 

Private companies that have implemented these programs have seen positive changes. A 2019 study 

looked at early data from 29 employers that began implementing shared savings programs in 2017 

finding that, even with minimal participation in the first year as the program rolled out, the employers 

saved more than $2 million and saw overall reduction of about 2 percent for covered services.50 While 

these are modest gains, the crucial takeaway is that consumers will comparison shop when they are 

empowered to do so, and this competition bends the cost curve. 

 

It should be noted that, in the private market, a right-to-shop policy could be considered profit sharing.  

Lawmakers should ensure that no existing laws or regulations impede an employer or insurer’s ability to 

implement this type of program if they so choose but should not mandate such arrangements in the 

private sector. These types of incentive plans can, and should, grow organically in the free market. This 

idea should however be explored within state government where services are funded by taxpayer 

dollars.  

 

New Hampshire became the first state to operate an incentive-based program for its state employees in 

June 2010.51 In just over three years of operation, the state found that almost 90 percent of its enrollees 

had “shopped” at least once, with two out of three shopping every year and receiving an incentive 

payment.52 Savings during that timeframe averaged around $670 each time a service or procedure was 

shopped,53 with the state saving more than over $12 million and providing over $1 million in incentives 

to consumers.54 The State of Kentucky implemented a Right to Shop model in 2015 to help reign in 

growing healthcare costs for state employees.55 By mid-2018 the program had resulted in more than 

$13 million in savings for the state’s taxpayers, with employees cumulatively earning about $2 million in 

incentives for choosing best value care.56 According to NCSL, several other states have since passed 

legislation fostering Right to Shop models, either by implementing it as part of the state’s health benefit 

coverage, or by establishing frameworks or incentives for private insurers to build such programs.57 
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Texas took its first steps towards Right to Shop for public employees covered by the Employees 

Retirement System (ERS) and the Teacher Retirement System of Texas (TRS) during in the 86th 

Legislature. The 2020-21 General Appropriations Act included budget riders directing ERS and TRS to 

incentivize participants to shop for lower cost care within their respective health plans in order to 

achieve shared savings,58 and these riders are continued in both budget bills in the current session.59 

 

2. Policy Recommendation:  Continue Right to Shop in ERS and TRS, 
Identifying and Addressing any Impediments to the Initiative   

 

The budget riders adopted last session were a vital first step in promoting transparency and competition 

within state-funded healthcare coverage and should certainly be continued. However, lawmakers should 

consider adding language to the current riders to require ERS and TRS to identify any barriers to 

widespread and successful implementation of the program, address any impediments that are within 

the agencies’ purviews, and notify the Legislature of any that require statutory changes. This initiative 

has real potential not only to educate and empower state employees to take ownership of their 

healthcare decisions, but also to save finite taxpayer resources.  

 

Legislators could also consider variations on the incentive offered through Right to Shop if they are a 

better fit for the Texas ERS and TRS models. For instance, if cash rebates are legally or administratively 

cumbersome for the agencies to administer, the state might look at rebates in the form of premium or 

out-of-pocket discounts for enrollees who choose best value care.  Policy Recommendation 3, below, 

would ease the ability of the state and private insurance companies to offer these types of incentive 

models. 

 

3. Policy Recommendation:  Revise Regulations that Stifle Innovation  
 

While state leaders should not mandate that private businesses implement any type of profit-sharing, 

lawmakers should ensure that no existing laws or regulations prevent private businesses from 

employing innovative initiatives aimed at engaging consumers in better healthcare decisions.    

 

One particular section of the Texas Insurance Code warrants further exploration and a possible revision 

to make certain that employers and insurers can implement Right to Shop-like programs if they so 

choose.  The Texas Insurance Code § 541.056 is an anti-inducement statute and serves a valid purpose in 

preventing potentially unscrupulous practices in selling insurance policies.  However, a portion of the 

existing code could be construed to prevent companies from utilizing incentive or shared-savings 

models.  Subsection (a) reads, in part (emphasis added):  

 

....it is an unfair method of competition or an unfair or 

deceptive act or practice in the business of insurance to... 

directly or indirectly pay, give, or allow or offer to pay, give, 
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or allow as inducement to enter into a life insurance contract, 

life annuity contract, or accident and health insurance contract 

a rebate of premiums payable on the contract, a special favor or 

advantage in the dividends or other benefits of the contract, or 

a valuable consideration or inducement not specified in the 

contract...  

 

Statute does provide for limited exceptions to these prohibitions, such as health-related services and 

premium adjustments for group insurance policies,60 but does not appear to clearly allow for a shared-

savings arrangement. In addition, the 80th Legislature passed HB 1847 (Hancock/ Sp: Averitt) to allow 

health plans to offer certain “noninsurance benefits” to enrollees.  State statute defines this type of 

benefit as being “reasonably related to the type of policy or certificate issued” and provides the 

following examples: 

 

 

(1)  discount cards for health care programs, vision care 

programs, dental care programs, prescriptions, physical fitness 

programs or facilities, or other similar programs; 

(2)  financial planning, will preparation, or similar 

services; and 

(3)  contributions for educational savings on behalf of a 

policyholder or certificate holder.61 

 

While TDI did adopt administrative rules that allow the agency to examine and determine “reasonable 

relation” outside of the specific examples provided by law,62 there is no mention or exception for a Right 

to Shop- type program.  Because shared-savings models were not prevalent when this statue and 

associated rules were adopted, it makes sense that current law might not allow for such innovation.  

Since these models are becoming more commonplace, the Legislature should consider amending 

current statute, and directing TDI to amend rules, to clarify that shared-savings programs (whether 

actual shared savings, or out-of-pocket cost reductions), as set forth in a model similar to the Right to 

Shop concept, do not violate anti-inducement or anti-rebate laws.   
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IV. Addressing Ongoing Needs in TRS-Care  
 

The Teacher Retirement System of Texas (TRS) manages the retirement and related benefits of the 

state’s active and retired teachers. The system currently serves approximately 1.6 million individuals,63   

and is expected to pay out more than $35 billion in retirement and healthcare benefits in upcoming the 

FY 2022-23 biennium.64 As part of its responsibilities, TRS operates healthcare benefits for this 

population through two programs: TRS-Care covers about 220,000 retired public education employees 

and their dependents, while TRS-Active Care covers an estimated 473,000 active educators and their 

dependents.65 

 

While both the retirement and healthcare portions of the TRS pension fund have been challenged with 

growing unfunded liability balances over the past several years, TRS-Care has become a particular 

concern. This issue is not unique to Texas, or even specifically to TRS. Although retirement benefits are 

the costlier, and generally the higher profile items in public pension funds, the American Legislative 

Exchange Council (ALEC) explains that “state governments offer public employees Other Post-

Employment Benefits (OPEB), including health insurance, life insurance, Medicare Supplemental 

Insurance and more.”66 State OPEB liabilities have continued to grow and, as of 2019, totaled about $1 

trillion nationwide, with Texas ranking 47th, outranking only New York, New Jersey, and California in the 

amount of its state unfunded OPEB liability.67 

 

Total Unfunded OPEB Liabilities by State- 2019 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: American Legislative Exchange Council68 
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Solvency Issues for TRS-Care 

 

Although the challenges facing TRS-Care had been building for some time, they reached a fever pitch 

during the 85th Legislative Session, when lawmakers scrambled to avoid a significant shortfall by pouring 

an additional $484 million into the system for the FY 2018-2019 biennium and pairing that increase with 

higher enrollee out-of-pocket costs and elimination of the $0 premium plan option.69 After state leaders 

continued to hear from retired educators about problems in the system and increased costs, they 

appropriated an additional $212 million during the 85th 1st Called Special Session.70 

 

Yet, despite these attempted stop-gap measures, 

the average retiree contribution still increased by 

about 50% in 2018, causing about 36,000 retired 

educators and their dependents to voluntarily 

leave TRS-Care to pursue less expensive Medicare 

plans on their own.71 In comparison, the number 

of enrollees leaving the system in prior years was 

about 1,500 or fewer.72 The chart to the right, 

taken from TRS’ 2020 Popular Financial Report73 

, shows how TRS-Care enrollment has continued 

to decline, albeit at a slower rate.                                                                                                                 

 

Unfortunately, even with decreasing enrollment, 

the funding needs of TRS-Care continued into the 

86th Session, with the Legislature ultimately 

appropriating an additional $263.6 million GR funds for the 2020-21 biennium to maintain FY 2019 

premium and benefit levels.74 The 86th Legislature took additional steps to address the program’s 

insolvency, passing SB 1682 (Huffman/ SP: Bonnen, Greg), which required TRS to establish a contingency 

reserve capable of funding an average of 60 days’ worth of average projected TRS-Care claims and 

administrative costs.  

 

These actions appear to have curtailed the significant losses TRS-Care had been experiencing. In TRS’ 

recent Legislative Appropriations Request (LAR) for the 2022-23 biennium, the agency notes that, while 

its request includes an additional $39.5 million in GR over base spending for TRS-Care, it does not 

anticipate a need for any additional funding in the 87th Legislature for the program, explaining:  

 

TRS does not anticipate that additional funding will be needed to maintain TRS-Care benefits at 

current levels through the 2022-23 biennium. This is a result of the additional $236.3 million 

appropriated by the 86th Legislature to TRS-Care above statutorily required amounts and the re-

procurement of major health administrator contracts, which will generate an estimated $754 

million in savings across both TRS-Care and TRS-ActiveCare in the next three to five years.75  

 

https://www.trs.texas.gov/TRS%20Documents/popular_annual_financial_report_2020.pdf
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB01682F.pdf#navpanes=0
https://www.trs.texas.gov/TRS%20Documents/LAR-2022-2023.pdf
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While the tide has hopefully been stemmed, concern remains that TRS-Care repeatedly required influxes 

of cash, even as enrollment continued to decline. This merits examination of innovative policy solutions 

to place TRS-Care on a solid path towards continued stability and solvency.  

 

1. Policy Recommendation: Study the Feasibility and Cost-Effectiveness of 

Allowing TRS-Care Enrollees to Purchase Private Medicare Plans  

 

Government entities in some states have begun to turn to private insurance options for growing retiree 

costs, allowing enrollees to use money that would have gone to more expensive government-funded 

programs to purchase lower-cost care through private marketplaces.76  The City of Memphis, Tennessee,  

began exploring this idea in 2016 and, as of reporting in early 2019, had since dropped its obligation for 

retired employee health benefits by $300 million.77  As one city official explained, “The volatility we 

would have had by having retirees on our group insurance plan would have been much higher[.] Now 

we're able to better predict what our annual payments are."78   

 

One of the greatest success stories of such a model is the Ohio Public Employees Retirement System 

(OPERS).  Beginning in 2016, OPERS contracted with a vendor to create its own private Medicare 

exchange (different from an ACA exchange), also known as a Connector.79 Under this system, Medicare-

eligible retirees and their dependents are provided a monthly subsidy via a health reimbursement 

account (HRA) to cover premium and other qualified out-of-pocket costs, and are provided with benefit 

counselors to choose the best Medicare Advantage plan option based on the member’s needs.80  

According to a case study conducted by the administrator of Ohio’s Medicare Connector, about 143,000 

individuals transitioned to the Medicare marketplace and were able to find more personalized plan 

options at equal to, or in many cases, lower costs than the state’s original plan.81  Prior to OPERS’ 

transition to the Medicare Connector, the state’s monthly premium cost for these plans was almost 

$400, compared to an average of less than $200 for a typical Medicare gap and Part D drug coverage 

plan.82 Since allowing eligible to retirees to use an allocation to purchase more individualized coverage, 

OPERS has saved about $600 million annually and has reduced the system’s postemployment benefits 

liabilities by $12 billion.83 OPERS officials have also indicated that their data shows the program to be a 

successful among members.84 

 

Although TRS-Care appears to be headed towards a course correction, it is worth examining whether 

additional alternatives could help the program remain on this course. Lawmakers should direct TRS to 

study the feasibility of allowing Medicare-eligible retirees and their dependents to use funds allocated 

to TRS-Care to purchase lower-cost supplemental Medicare coverage on the private market. HB 1461 

(Parker) would direct TRS to produce a one-time study examining the use of such a model.  

 

 

 

https://capitol.texas.gov/tlodocs/87R/billtext/pdf/HB01461I.pdf#navpanes=0
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V. Expanding Access to Care 
 
(Note: The following section contains some crossover information that is also available in TCCRI’s 
Medicaid Study Group Report released in February 2021, which always examines potential budgetary 
savings if APRNs are better utilized in the Medicaid program) 

 

A. Medical Care 
 

The onset and spread of the coronavirus over the past year has highlighted the heroic efforts of frontline 

healthcare workers who continue to selflessly put their own needs and fears aside to care not only for 

those with COVID-19, but also their regular patients with strep throat, appendicitis, broken limbs, 

cancer, and all of the other maladies they fight on a daily basis. However, the health care needs of the 

last ten months have also underscored a significant healthcare provider shortage- an issue that Texas 

have experienced for years and which is only exacerbated by current circumstances. 

 

This state’s physician shortage is well-documented and indisputable.  A 2015 Merritt-Hawkins study 

focused on the physician workforce needs of Texas found that 35 of Texas’ 254 counties had no 

practicing physician and 80 had five or fewer.85 Fifty-seven percent of Texas’s practicing physicians 

operate in the urban counties of Dallas, Tarrant, Travis, and Bexar,86 and 2.2 million Texans live in small 

counties that are served by only 2.5 percent of the physician workforce.87 While this study is worth 

examining because it is Texas-focused, it is also growing outdated. Unfortunately, more recent studies 

show this trend is headed in the wrong direction.88 Later studies have found that Texas ranks near the 

bottom of the nation in having an adequate number of physicians to meet patient need, compounded 

by the fact that almost 30% of Texas physicians are nearing retirement age.89 While the state has 

invested in new medical schools and residency slots, one academic, who is also a medical doctor, 

posited that even if every Texas medical school graduate stayed within the state to practice medicine, it 

still would not meet the state’s demand.90 State research seems to support this analysis; a 2018 study by 

the Texas Department of State Health Services (DSHS) found that by 2030, additional need for primary 

care physicians across the state will grow by 67 percent.91 And these circumstances were present before 

the additional stressors placed on our already teeming system by the coronavirus. 

 
The maps below, based on data from the federal Health Resources & Services Administration (HRSA), 

show the extent of primary care shortages in Texas. Counties may be designated by HRSA as a “whole” 

or “partial” health professional shortage area (HPSA), with either the entire county experiencing a 

shortage (show in dark blue) or only a portion of the county (show in medium blue). Counties meeting 

HRSA’s defined primary care access needs are shown in light blue. 

 
The map on the left reflects HRSA’s 2017 designations for the State of Texas, while the map on the right 

presents the most up-to-date version of this data, released in October 2020. Although much of the state 

had some degree of access challenges in 2017, fewer than half of the counties were “whole” health 

professional shortage areas. In only three years almost all of the “partial” designations have transitioned 

to “whole county” shortage areas and only five counties now meet their residents’ primary care needs. 

https://dshs.texas.gov/legislative/2018-Reports/SB-18-Physicians-Workforce-Report-Final.pdf
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It is clear from this comparison that Texas is moving in the wrong direction on access to primary care, 

and immediate action is needed in the 87th Legislative Session.  

 
 

 

 

 

 

 

 

 

 

 

 

Source: Rural Health Information Hub92 

 

While some are quick to offer Medicaid or Medicare coverage expansions, this myopic approach fails to 

understand the basic premise that coverage does not equal access to care. Even if government 

programs were expanded to cover every person in Texas, this imprudent, and expensive, act would do 

absolutely nothing to ensure that anyone could actually be treated, irrespective of whether the 

government or a private sector plan was paying for the services.  

 

Understanding these dynamics, Governor Abbott took swift and decisive action early in 2020 to make it 

easier for Texans to get the medical care they need including easing regulatory burdens for out-of-state 

health care providers in good standing to practice in Texas,93 opening up the pipeline for qualified 

nursing students to enter the workforce,94 and easing telehealth95 and pharmacy96 regulations. While 

the Governor’s leadership undoubtedly helped to mitigate the effects of the coronavirus pandemic on 

Texas’ own health care system, these waivers are only temporary in times of disaster.  

 

As TCCRI has discussed throughout the work of its Task Forces over the last interim, disasters often offer 

a unique opportunity to strip away politics and truly examine whether certain laws and regulations 

should be there in the first place. And nowhere is this opportunity greater than in addressing Texas’ 

provider shortage. While not all waivers of laws during times of disaster should be made permanent, 

state lawmakers should follow Governor Abbott’s example and give serious consideration to waiving 

existing rules which hinder patient access to care while not improving public safety in any way.  

 

https://gov.texas.gov/news/post/governor-abbott-fast-tracks-licensing-for-out-of-state-medical-professionals
https://gov.texas.gov/news/post/governor-abbott-takes-action-to-expand-nursing-workforce
https://gov.texas.gov/news/post/governor-abbott-takes-action-to-expand-nursing-workforce
https://www.tdi.texas.gov/news/2020/telemedicine-emergency-rule.html
https://gov.texas.gov/news/post/governor-abbott-waives-regulations-to-support-pharmacy-operations-allow-telephonic-consultations
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The strain on our current health care infrastructure is not likely to ease anytime soon. A Centers for 

Disease Control and Prevention (CDC) study found that, as of July 31, 2020, more than 40% of adults in 

the U.S. had delayed or foregone medical care due to the pandemic.97 With statistics like these, our 

system will be playing catch-up for the foreseeable future, and our need for a growing health care 

workforce will only continue to increase. As state leaders navigate the 87th Legislative Session in the 

time of COVID-19, now is the time to build upon Governor Abbott’s work and comprehensively address 

Texas’ health care provider shortage.  

 

1. Allowing Non-Physician Providers to Practice at the Top of Their Licensees   

 

One key solution to address this issue that is fully within the state’s purview is expanding the ability of 

certain qualified non-physician providers to practice at the top of their licenses- meaning to fully 

exercise the education, training, and scope conferred by their current licensure- thereby allowing these 

providers to expand access to healthcare. Research shows that voters broadly support this policy, which 

a November 2020 poll finding that almost 70% of voters across party lines support allowing practitioners 

to exercise a full scope of practice.98  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Foundation for Government Accountability99 

 

While such policies have been pursued in past sessions, they have yet to be successful. This session, 

however, is a critical opportunity to embrace these reforms and entrust qualified providers to do the 

jobs for which they are trained and licensed.  

 

Advanced Practice Registered Nurses  

 

In past sessions multiple bills have been several bills filed to permit Advanced Practice Registered Nurses 

(APRNs) to practice with independent authority, allowing these practitioners to fully exercise the 

medical licenses for which they are trained. Since their emergence in the 1960s to address access-to-

care needs, ARPNs have become an integral part of the U.S. primary care system.100 In 2017, there were 

https://www.cdc.gov/mmwr/volumes/69/wr/mm6936a4.htm
https://thefga.org/poll/expand-scope-of-practice-polling/
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about 230,000 APRNs across the country, an increase of more than 100,000 since 2009, with about 90% 

of these professionals trained in primary care.101 

 

Currently, APRNs in Texas may practice and see patients, but must do so under the delegation of a 

licensed physician. As such, APRNs generally may only contract with a health insurer if their delegating 

physician is also contracted with that plan.  The Legislature did take an important step in helping 

Medicaid enrollees better access APRN care by passing SB 654 (85R) (Seliger/ SP: Smithee). While SB 654 

does not grant an APRN any additional scope of practice authority, it does allow APRNs to contract 

directly with Medicaid managed care plans and see Medicaid patients, regardless of whether or not the 

delegating physician is in that plan’s network. While this is a critical first step, more can be done to 

create increase health care access across the state, in both the Medicaid and private sector 

marketplaces.  

 

Some additional bills filed in the past would have taken additional steps to increase access to care. The 

original version of SB 654’s companion bill, HB 1225 (Smithee), would have allowed  APRNs to contract 

not only with Medicaid health plans, but also with commercial HMOs and preferred provider benefit 

plans regardless of whether the APRN’s delegating physician was in network. While this would have 

been preferable to the status quo, HB 1792 (Klick) and SB and SB 2438 (Rodríguez) in the 86th Legislative 

Session, would have placed Texas on par with a significant number of other states, federal health care 

services, and all branches of the military102 by allowing APRNs to practice without physician delegation 

authority.   

 

Proponents of expanded APRN practice authority argue that the current system of regulations really 

amounts to a requirement that APRNs sign expensive delegation agreements with physicians, up to 

$120,000 per year in some cases, in order to see their patients and write prescriptions.103  of 

independent practice argue that these expensive delegation requirements put Texas at a distinct 

disadvantage to neighboring states that don’t require delegating physicians, such as New Mexico.104 The 

following map, produced by the American Academy of Nurse Practitioners in October 2020,105 provides 

an overview of how APRNs are able to practice across the nation, and clearly shows how Texas could 

lose to some surrounding states in recruiting these providers; only one adjacent state, Oklahoma, 

restricts the practice of APRNs to the same degree as Texas. 

 

https://capitol.texas.gov/tlodocs/85R/billtext/pdf/SB00654F.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/85R/analysis/pdf/HB01225H.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/HB01792I.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB02438I.pdf#navpanes=0
https://www.aanp.org/advocacy/state/state-practice-environment
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2021 Nurse Practitioner State Practice Environment 
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Physician Assistants  
 
Currently in Texas, PAs, like APRNs, are required to practice under the supervisory authority of a 

physician.107 However, also like APRNs, this does not mean that physicians must always be physically 

present where PA services are being provided.  The American Academy of Physician Assistants explains 

the vital role filled by these providers: 

 
PAs perform physical examinations, diagnose and treat illnesses, order and interpret lab tests, 

perform procedures, assist in surgery, and often serve as a patient’s principal healthcare 

provider. Numerous studies have found that PAs provide high-quality care. 
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In many practices, PAs manage their own patients; in some cases, they are the only medical 

provider on site. Other practices use a model in which physicians and PAs together care for 

patients. In that model, each provider manages some patients on their own, and they manage 

others together. This model reinforces continuity for patients when their usual provider is not 

available.108 

 
An article in Nurse Journal goes on to describe the training and patient care approach of PAs and APRNs, 

explaining that, while the amount of education and number of classroom and clinical training hours are 

similar (PAs actually require more in some instances), APRNs are typically trained more in a preventive/ 

wellness approach to primary care (with an option to specialize in certain populations) in nursing school, 

while PAs often take a more physician-based approach of specializing in a certain medical specialty or 

disease pathology.109    

 
Pharmacists  

 

While pharmacists have traditionally been associated strictly with filling prescriptions, over the years 

that role has evolved to greater patient interaction and a larger responsibility as part of the patient care 

team. Data from the most recent National Pharmacist Workforce Survey released in 2019 found that 

approximately 90 percent of community pharmacists now administer vaccines (up from 15 percent in 

2004); more than 80 percent assist in drug level monitoring and therapeutic drug interchange; 73 

percent order laboratory tests; almost 70 percent provide medication therapy management services; 

and a majority also play a key part in dispensing and counseling on drugs to reverse the effects of opioid 

overdose.110,111  

 

The delivery of immunizations is a key example of how pharmacists have increased access to a 

healthcare service with a proven benefit, not only to the individuals receiving the immunization, but to 

the wellbeing of the general population at large. However, pharmacists are uniquely placed to be better 

utilized to provide even more in-depth services.  According to a 2017 article in the North Carolina 

Medical Journal entitled “The Role of the Pharmacist in Health Care: Expanding and Evolving”:  

 

In addition to the expanding role of the pharmacist in the delivery of health care in a variety of 

practice settings, the community pharmacist has more opportunities to make a significant 

impact on the populations they serve. As the needs of society have changed in relation to the 

provision of health care, the pharmacist is positioned as one of the most accessible health 

professionals and his/her role has evolved to provide a variety of services for the health of both 

individuals and the community.112 

 

Given the fact that medication misuse, be it over- or under-utilization, is responsible for about $300 

billion in costs in the U.S. each year,113 and that in any given month patients may have more regular 

interaction with a pharmacist than other provider types, it only makes sense that pharmacist’s role 

would grow into one that encompasses preventive and disease management. By actively helping to 

ensure that patients are using medications appropriately, pharmacists can play a vital role not only in 

https://www.aacp.org/sites/default/files/2020-03/2019_NPWS_Final_Report.pdf
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reducing hospital admissions and readmissions for conditions that can be managed by proper 

medication usage, but they can also contribute to combatting the nation’s opioid crisis.114  

 

 A 2017 article in the Journal of Family Practice reported that greater collaboration between physicians 

and pharmacists has already proven successful in better management of chronic diseases such as 

hypertension and diabetes, and the study goes on to suggest that similar benefits would likely extend to 

collaboration on other health conditions.115 A more recent study conducted in 2019 supported these 

findings, reporting that, “[c]ollaborative care between pharmacists and physicians has been recognized 

to improve pharmacotherapeutic outcomes and provide increased value and efficiency to the health 

care system,” also finding applications for better disease management across an array of chronic 

conditions.116 

 

Healthcare payers have also begun to recognize the opportunity to better utilize pharmacists in a care 

management role by extending value-based contracting (e.g., pay-for-performance) arrangements to 

these providers. Medicare has embraced this trend in its Part D Enhanced Medication Therapy 

Management Model, which “tests whether providing Part D sponsors with additional payment 

incentives and regulatory flexibilities promotes enhancements in the MTM program, leading to 

improved therapeutic outcomes, while reducing net Medicare expenditures.”117 While Medicare is one 

of the first to test this model on a large scale, pharmacists are beginning to see a shift to more value-

based payment arrangements across the country.118 

 

Most states allow pharmacists some degree of authority to administer injectable drugs beyond 

immunizations. According to the American Pharmacists Association (APhA), the following non-

immunization medications are appropriate for pharmacists to administer:  antipsychotics, 

anticoagulants, immunological agents, erythropoietics/hematopoietics, androgen, calcium regulators, 

vitamin B12, naltrexone, and certain antineoplastic agents.119  As shown in the map below, while the 

majority of states allow pharmacists to administer non-immunization drugs to some degree, Texas is one 

of the more restrictive states in this regard.   
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Source: Pharmacy Today120 

 
One example where pharmacists have been able to increase patient adherence and outcomes is in 

administering long-acting injectable mental health drugs.121 Research presented at the APhA 

Stakeholder Conference on Improving Patient Access to Injectable Medications found that “[p]atients 

who receive their long-acting antipsychotic medications at an alternative injection center, typically a 

pharmacy, and remained in the program for more than 6 months were 4.5-fold more likely to be 

adherent to their medication than those within the program who did not select the medication 

administration offering.”122 

 

Optometrists 

 

It will come as no surprise that traditional physician offices are not the only locations where patients 

often wait to receive care. Other providers experience similar challenges, including those treating critical 

eye conditions that, if left unattended, can result in permanent damage.  

 

State statute defines the conditions that an optometrist may treat and restricts the treatments and 

prescriptions an optometrist may administer.123 Texas ranks among the top states in the number of 

restrictions placed on optometrists, adversely impacting patients’ ability to access eye care.124 Under the 

current system, optometrists are the point of access for most non-emergent eye conditions, but must 

refer patients to an ophthalmologist if the condition is “restricted” or will require treatment (e.g., 

prescription drug therapy) that optometrists are not authorized to provide. Given that there are fewer 

than 2,000 licensed ophthalmologists in the state, compared to about 4,000 optometrists, patients are 
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often left to wait weeks or months for a referral visit or seek costly care in an emergency department if 

that wait becomes too long.125 While optometrists are not educated and trained to treat every 

condition, many conditions could be safely addressed in an optometry office prior to reaching a critical 

status, which would reduce costs and stressors on both the patient and the healthcare system as a 

whole. And, like APRNs, optometrists in Texas may decide that moving to a bordering state with a 

friendlier practice environment is the optimal choice for their career.  

 

2. Policy Recommendation:  Allow the Independent Practice of Advanced 

Practice Registered Nurses 

 
While the passage of SB 654 in the 85th Legislative Session was a positive start in better utilizing APRNs, 

the time has come to place Texas on par with most of our neighboring states. The 87th Legislature should 

pass legislation allowing the independent practice of advance practice registered nurses, as set forth in 

last session’s HB 1792 (Klick) and SB 2438 (Rodríguez).   

 
These bills would have made various changes to laws governing APRNs, most significantly allowing them 

to practice as independent practitioners. The legislation does not alter the scope of practice of these 

providers, meaning that an APRN would still have had to operate under current requirements regarding 

education, training, and certification standards, and to adhere to the Texas Nursing Practice Act and 

Board of Nursing (BON) rules.126 However, this policy change would remove the requirement that APRNs 

practice under a delegation agreement with a licensed physician and would have centralized the 

regulation of APRNs at the BON (APRNs are currently regulated by both the BON and Texas Medical 

Board).  

 

While the Texas Medical Association (TMA) has historically favored of what it calls a “team approach” 

with physicians and APRNs, under current regulations APRNs are not required to be located in the same 

city as their delegating physicians, nor are the physicians required to see any patients treated by an 

APRN.127 In addition, research supports the safety and efficacy of APRN care. An in-depth study looking 

at the role of APRNs in helping to fill primary care needs examined multiple studies on APRN safety and 

patient satisfaction, finding the following:   

 

Several studies consider the quality of care or clinical outcomes provided by NPs and the existing 

literature suggests that NPs provide a quality of care almost on par with physicians. A meta-

analysis of NPs in primary care found that in studies, controlling for patient risk in a non- 

randomized way, patient satisfaction and resolution of pathological conditions were greater for 

NP patients and NPs were equal to physicians in the majority of variables in controlled 

studies.128 

 

Although some opponents might argue that allowing this independent practice could place patient 

safety at risk because there is no physician oversight, this policy change would alter little in the actual 

manner in which APRNs care for their patients. Rather, this legislation removes a cumbersome and 

https://capitol.texas.gov/tlodocs/86R/billtext/pdf/HB01792I.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB02438I.pdf#navpanes=0
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costly hurdle to practice and is a critical step towards increasing access to care in certain areas of the 

state. 

 

3. Policy Recommendation:  Examine Other Providers Able to Help Fill Access 
to Care Needs 

 
There is a clear precedent established in other states to allow the independent practice of APRNs, but 

the Legislature should also explore how physician assistants and pharmacists could be better utilized to 

deliver care.  The need within Texas is certainly present and will only continue to grow as the population 

increases.  

 
Physician Assistants  

 

Given that PAs have similar, and in some cases more, education and practice hours than APRNs, it may 

well be appropriate to allow PAs greater autonomy in their areas of practice specialty.  For example, one 

policy option short of independent practice authority would be to at least revise the relationship 

between PAs and physicians to be less supervisory and more collaborative in nature.   

 
Pharmacists 

 
The 86th Legislature adopted SB 1056 (Zaffirini/ SP: Raney), which allows pharmacists to assume a more 

collaborative role in drug therapy modification under the delegation of the treating physician. In the 87th 

Session, lawmakers should examine whether any state laws and regulations restrict a pharmacist’s 

ability to play a larger role in preventive and primary care, both through increased MTM and in 

delivering certain injectable medications. The latter can keep patients out of the hospital and potentially 

prevent a mental health crisis in both privately and publicly funded programs. 

 

4. Policy Recommendation: Allow Optometrists to Fully Treat Diseases of the 
Eye for Which They Have Been Trained 

 
State lawmakers should allow licensed optometrists to fully diagnose and treat diseases of the eye for 

which they have been trained. Doing so will place Texas on a path to compete with other states in 

attracting quality eye care professionals; allow patients to access lower-cost “primary” eye care; prevent 

the escalation of some conditions to critical emergency care; and permit ophthalmologists to focus more 

on complex diseases of the eye and the cases that require their specialized training.  

 

5. Policy Recommendation: Consider Opportunities to Increase Medical 
Licensure Reciprocity  

 
Although the practice of certain professions can vary widely from state to state depending on a state’s 

individual laws, the practice of medicine is not as reliant on regional statutes. The standard of care- or 

“the informal or formal guidelines that are typically accepted in the medical community for the 

https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB01056F.pdf#navpanes=0
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treatment of a disease or a condition”129- provided by health care professionals is developed by their 

respective national organizations, such as the American College of Obstetrics and Gynecology, the 

American Academy of Pediatrics, and the American College of Psychiatrists. So, while states may have 

differing malpractice laws or facility regulations, the best practice guidelines for treating strep throat, 

delivering a baby, setting a broken arm, or even treating cancer remain the same.  

 

The Texas Board of Nursing130 and the Texas Behavioral Health Executive Council131 each take part in 

interstate compacts that allow eligible registered nurses (RNs), licensed vocational nurses (LVNs), and 

psychologists to more easily practice within participating states. However, no such programs exist for 

advanced practice registered nurses (APRNs) or professionals licensed by the Texas Medical Board 

(TMB). A similar national compact does exist for physicians with 28 participating states, but Texas is not 

one of them. 

 

Lawmakers should examine any opportunities to permanently ease this process for out-of-state 

physicians or APRNs who are actively licensed and in good standing in their home states. Doing so could 

not only result in more providers physically within our state, but also in additional providers who are 

located elsewhere being able to treat Texans via telemedicine visits.  

 

B. Telehealth  
 
Though the demand for telemedicine visits had been increasing prior to the outbreak of COVID-19, 

mandatory lockdowns in many areas of the country catapulted telehealth to the primary method in 

which providers saw many of their patients for several months. U.S. News and World Report has been 

tracking the increase in telehealth utilization during the pandemic and found that between March 2019 

and March 2020 telehealth claims increased by 4,374% nationally,132 with about 4.5 million Texans 

utilizing telehealth over the past several months.133 Though more patients are now seeing providers 

face-to-face, there is no question that the telehealth modality is here to stay and will play a larger role in 

how we interact with our providers on a regular basis post-coronavirus. This has particular promise in 

Texas where a smart phone or laptop could provide areas of the state with virtual visits to primary care 

providers or specialists located hundreds of miles away. Behavioral health is another area that could be 

greatly expanded by telehealth and is generally very well suited for telehealth visits.  

 

Looking towards the 87th Session, TCCRI’s Healthcare & Human Services Task Force devoted time over 

the interim to studying this issue and any changes Texas could enact to better utilize telehealth in safe, 

efficient, and cost-effective ways for patients and payers alike. The Task Force was joined by multiple 

experts on the topic of telehealth, including the John Locke Foundation, which, in conjunction with the 

Brookings Institute, released a May 2020 report centered on removing barriers to telemedicine in the 

age of COVID-19.134 Although the pandemic certainly informed some of the report’s findings, the 

suggested reforms would have positive ongoing effects even outside the context of an emergency 

declaration. While there are acknowledged issues, such as a lack of broadband access in some areas- a 

challenge of which many in rural Texas are keenly aware- there are items that state leaders can 

https://www.acog.org/
https://www.aap.org/en-us/Pages/Default.aspx
https://www.acpsych.org/
https://comphealth.com/resources/interstate-medical-licensure-compact/
https://www.johnlocke.org/app/uploads/2020/05/Removing-barriers-to-telehealth-before-and-after-COVID-19_PDF.pdf
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proactively undertake to increase the use of telehealth and telemedicine services. Issues highlighted in 

the John Locke Foundation/ Brookings Institute report include: 

 

• allowing the practice of telehealth across state lines;  

• increasing the types of providers and sites that may offer telehealth services;  

• establishing parameters that discourage opportunities for fraud, waste, and abuse;   

• allowing greater innovation for payers to design benefits and coverage utilizing telehealth; and 

• eliminating or rejecting payment parity mandates between telehealth and face-to-face care.  

 

The findings of this report should come as no surprise to those who champion free-market principles; 

the key to success in improving the adoption of telehealth technology lies in shrinking government 

intrusion, including those laws that require payment parity with face-to-face visits.135 Such mandates, 

while generally well-meaning, can actually have an adverse impact, creating higher costs and greater 

hesitance in widespread adoption. 

 

As always, the goal of any legislation aimed at increasing access to, or use of, telehealth should be to 

reduce burdensome regulations rather than adopt additional mandates.  

 

1. Policy Recommendation: Examine and Adopt Policies to Encourage the 

Secure and Cost-Effective Adoption and Use of Telehealth Technology  

 

As lawmakers look to the continued use of telehealth as a first-line treatment modality, the 87th 

Legislature should examine the recommendations in the John Locke/Brookings report to determine if 

these policies are applicable to Texas. Focusing on broad guidelines that should exist in state law, and 

unnecessary restrictions that should be eliminated, will allow private sector market forces to drive 

quality and innovation while decreasing costs. Such policies will help establish a strong telehealth 

infrastructure that will serve the health care needs of Texans far beyond COVID-19. 

 

2. Policy Recommendation: Reject Payment Parity Laws 
 
Equally critical to adopting broad guidelines that allow space for innovation and competition is rejecting 

mandates that stifle this freedom. While payment parity laws are offered with the goal of expanding the 

use of telehealth, these measures actually run counter to the objective. On this topic, researchers at 

John Locke and Brookings found: 

 

While state parity laws have been implemented with good intention to attempt a more uniform 

use and regulation of telehealth reimbursement, payment parity laws in practice may not 

produce the intended effects. The main problem with payment parity laws is that they are 

contradictory to telehealth’s cost-effectiveness. If telehealth can help reduce costs of using the 

health-care system and reduce doctor visits, it is contradictory to mandate that a service 

provided through telehealth be paid for at the same rate as if it were provided in a doctor’s 

office.136 



 

35 

Texas Conservative Coalition Research Institute                                                        Limited Government – Individual Liberty 
                                         txccri.org                                                                                                 Free Enterprise – Traditional Values  

 

 

Lawmakers should reject such payment parity mandates in the 87th Session and allow the free market to 

shape competitive reimbursement rates for telehealth services.  

 

C. Dental Care 
 
Dental care is another area in which Texas lags behind other states in the use of ancillary providers to 

increase patient access.  While cosmetic dentistry and certain orthodontics are a luxury, there are both 

economic and wellness arguments behind obtaining regular, preventive oral care, such as cleanings. The 

cost savings of maintaining oral health could be significant, not only on the healthcare system, but in 

other sectors as well. The CDC reports that children miss about 34 million school hours annually due to 

unplanned emergency dental visits; the U.S. workforce experiences about $45 billion in lost productivity 

because of untreated dental diseases; and, in just one year, more than 2.2 million Americans visited 

costly emergency rooms for emergency dental care.137  

 

Though access to dental care in Texas is not as dire as that in primary care, the map below clearly shows 

a sizeable, mostly rural, area of the state that is considered by and large a dental health professional 

shortage area.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Source: Rural Health Information Hub138 

 
Two steps the state could take to remove barriers and increase access to general and preventive oral 

health visits are to allow dental hygienists to administer local anesthesia under the authority and 

delegation of a licensed dentist, and to increase the availability of oral care via teledentistry services.    
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Allowing Hygienists to Administer Local Anesthesia 
 
Allowing dental hygienists who have been properly trained to administer local anesthesia (the numbing 

of teeth and gums) without having to wait for the dentist to come by and administer the medication, 

would increase the efficiency of the dental office (and make the process more convenient for the 

patient). This could also increase access to routine oral care in some areas. Dental hygienists in Texas are 

able to practice independently to a limited degree in certain settings, with the goal of increasing access 

to oral health care. These settings include school-based health centers, nursing facilities, and community 

health centers. 139 The authority to administer local numbing could allow hygienists practicing in these 

settings to perform routine oral care that they might not otherwise be able to provide because it would 

be too uncomfortable for the patient without anesthesia.   

 
As depicted in the following map, Texas is one of only five states that currently does not allow this 

practice to some degree.140  Other states began allowing hygienists to administer local anesthesia as 

early as 1971,141 and a 2005 study on this topic by researchers from the Caruth School of Dental 

Hygiene, the Baylor College of Dentistry, and the Texas A&M University System Health Science Center 

“affirmed public safety, which should be helpful to states considering statutes to allow the 

administration of local anesthetics by dental hygienists.”142 While this study is admittedly dated, it is 

generally the standard of research cited in most articles and paper on this topic, likely because, since the 

majority of other states have already adopted this policy, it is no longer under broad discussion.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Source: American Dental Hygienists’ Association143 
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Teledentistry 

 

The 85th Legislature took a historic step in increasing access to care by passing SB 1107 (Schwertner/ Sp: 

Price), which opened up direct consumer telemedicine services in this state, creating new access to care 

options for Texans in rural and other medically underserved areas. As discussed in the previous section 

on Telehealth, this option has proven invaluable during the pandemic and ensuing shutdowns.  

 

Just like telemedicine enables physicians and other providers to provide medical care for patients in all 

parts of the state, teledentistry provides similar opportunities for Texans in need of oral health care. A 

2018 report by the Texas Health Institute found that, while some (mostly urban) areas of Texas enjoy 

good access to oral healthcare, rural and border regions have the highest concentration of oral health 

concerns.144  The Abilene region, for instance, has four times more adults with “poor dental health” than 

Texas’ highest ranking urban areas; the Abilene and Wichita Falls areas both contain some of the state’s 

highest rates of oral cancer; and many rural and border regions experience “profound provider 

shortages.”145 This comports with data cited in the report, which ranks Texas 44th in rural access to 

dental care out of 47 states with rural counties.146 And even though Texas has added more dentists to its 

healthcare workforce than any other state over the last several years, all but seven percent of practicing 

dentists are located in urban areas, leaving more than four million Texans living in designated “dental 

health professional shortage areas.” 147   

 

In addition to making more dentists available directly to patients, teledentistry could also increase the 

effectiveness of care provided by dental hygienists. Under current law, a dental hygienist with at least 

two years of experience may provide up to six months of services to a patient in the certain 

aforementioned settings (school-based health centers, nursing facilities, and community health centers) 

with the express written authorization of a supervising dentist.148 At the six-month mark, the supervising 

dentist must then examine the patient before the hygienist may provide any additional services.149   

 

Teledentistry could permit these patients to be examined by the dentist remotely, removing the need 

for these patients to travel and possibly interrupt their care.  This technology could also increase 

opportunities for hygienists to remotely consult with supervising dentists on more complex cases and 

refer patients to a dentist more quickly when appropriate. Opening up the practice of teledentistry, in 

conjunction with allowing hygienists to administer local anesthesia, has the potential to bring regular 

and preventive oral healthcare to those areas of the state where dental-related healthcare problems are 

most severe.   

 

1. Policy Recommendation:  Allow Dental Hygienists to Administer Local 
Anesthesia   

 
Legislation filed last session (SB 510/ Rodriguez) would have amended the actions that a dentist may 

delegate to a hygienist by adding the administration of local anesthesia to that list. Lawmakers should 

support this this scope of practice change in the 87th Session to ensure Texas remains competitive in 

attracting qualified dental professionals. The legislation does not mandate any practice, nor does it 

https://capitol.texas.gov/tlodocs/85R/billtext/pdf/SB01107F.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB00510I.pdf#navpanes=0
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decrease a dentist’s authority over his or her hygienists or patients. On the contrary, this would simply 

allow a licensed dentist, at his or her discretion, to permit a hygienist to administer a numbing agent if 

the hygienist has received specified training. The precedent and safety of this practice is well-established 

in almost every other state, and Texas should not delay adoption of this policy any longer.   

 

2. Policy Recommendation: Promote the Use of Teledentistry to Expand 
Access to Dental Care  

 
Like traditional medical telehealth, teledentistry offers the opportunity for Texans across the state to 

access dental care that might not otherwise be available or delayed until an acute, and potentially 

dangerous and expensive, complication occurs. Lawmakers should encourage the use of this modality, 

ensuring that statute permits a dentist to supervise a hygienist in a telehealth setting (not exclusively in 

a physical dental office), and provides a framework for dentists and hygienists to establish a 

collaborative practice agreement for teledentistry services. Requirements for in-person visits typically 

serve as an impediment to making teledentistry accessible for Texans, and should be avoided.  
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VI. Prohibiting Taxpayer Support of Abortions 
 
Since Texas leaders made the principled decision to remove abortion providers from its publicly funded 

women’s health programs in 2011, elective abortion providers across the state have been working to re-

establish the footholds they once enjoyed across much of the state. Over the course of the 2019-2020 

interim, the City of Austin signed a long-term lease of a city-owned building to Planned Parenthood for 

$1 a year,150  making a clear and substantial in-kind contribution to the well-known abortion provider. 

 

While the federal Hyde Amendment already prohibits federal funding for abortions, except in cases of 

rape, incest, or when the life of the mother is in danger,151 no such prohibition was in place to prevent 

this Austin/ Planned Parenthood transaction. To respond to this growing concern during the 86th 

Legislative Session, lawmakers enacted SB 22  (Campbell/ SP: Noble), which prohibits the state or local 

governments from entering into a transaction that would allow an abortion provider or its affiliate to 

benefit from taxpayer dollars.  

 

While some may argue that such deals are simply local government leaders representing their 

respective electorates, polling across party lines indicates otherwise, clearly showing that voters 

consistently oppose taxpayer funding of abortions. For example, a national 2018 poll found that 

Americans, by a 51% to 36% margin, oppose covering abortions in government health insurance 

programs.152 More recently, a 2020 survey conducted by Marist Poll found that 60% of respondents 

oppose using taxpayer dollars to fund abortions.153 This survey is particularly notable, as it includes 

Republicans, Democrats, and Independents, with more than half of respondents identifying themselves 

as “pro-choice.”154 A news article that examined past polling on this issue found that support for public 

funding of abortion is not nearly as popular, or even acceptable, as many on the left would have the 

public believe. The author reports: 

 

But it’s not true that opposition to the Hyde Amendment has become broadly popular or a 

consensus position among Democrats. Surveys taken in the past three years debunk much of 

what the left believes, not just about public support for government-funded abortions... 

 

In every poll, a plurality of Americans opposes public funding of abortions. In every poll but one, 

that plurality is a majority. The questions vary, but the result is the same. Respondents support 

“banning federal funding for abortion” except in rape cases or to save the woman’s life 

(Politico/Morning Consult, 2019). They believe that “government health insurance programs for 

low-income women, like Medicaid,” should not “cover abortion” (PRRI, 2018). They oppose 

“using tax dollars to pay for a woman’s abortion” (Marist, 2019). They oppose allowing 

“Medicaid funds to be used to pay for abortions” (Politico/Harvard, 2016)...These polls aren’t 

close. The average gap between the pro-funding and anti-funding positions is 19 percentage 

points.155 

 

These results should not be surprising. A pregnant woman currently has the right to obtain an abortion 

under certain circumstances. However, the question of whether there should be a right to abortion is 

https://capitol.texas.gov/tlodocs/86R/billtext/pdf/SB00022F.pdf#navpanes=0
https://www.prri.org/research/young-people-set-to-impact-the-debate-on-womens-health-issues/
http://www.kofc.org/un/en/resources/news-room/polls/americans-opinions-abortion.pdf
https://www.pollingreport.com/abortion.htm
https://www.politico.com/f/?id=0000016b-4360-dc80-a3ff-f37c33ee0000
https://www.politico.com/f/?id=0000016b-4360-dc80-a3ff-f37c33ee0000
https://www.prri.org/research/young-people-set-to-impact-the-debate-on-womens-health-issues/
https://www.kofc.org/un/en/resources/communications/kofc-marist-poll-national-nature-sample-tables2017.pdf
https://www.kofc.org/un/en/resources/communications/american-attitudes-abortion-knights-of-columbus-marist-poll-slides.pdf
https://www.politico.com/f/?id=00000158-039b-d881-adda-77db04b70000
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entirely different than the question of whether taxpayers should be subsidizing the exercise of that 

right. To illustrate the same point in a different context, one should look to the issue of gun ownership. 

Most Americans would presumably object to their taxes being used to fund other Americans’ purchases 

of guns, even if ownership of those guns is a clear Second Amendment right.  

 

After defending the Planned Parenthood lease and celebrating its continuance because it was entered 

into prior to the passage of SB 22 (thereby escaping the application of the law),156 Austin city leaders 

chose to go even further by becoming the first city in the United States to fund “abortion access 

services.”157 Over the summer, Austin’s City Council approved a one-year contract with an organization 

that specializes in helping minors obtain abortions without parental notification or consent.158 The 

purpose of this new contract is “to provide logistical support services for abortion access...” including 

transportation, lodging, and childcare.159 While city leaders could attempt to hide behind Planned 

Parenthood’s other women’s health services, such as well-woman exams and STI testing, in defending 

the $1 a year lease, this latest contract provides no such cover. The sole purpose is to use taxpayer funds 

to aide women in accessing elective abortions.  

 

While the Austin contract is relatively small in terms of dollars and is currently a localized issue, it 

represents a much larger problem. Citizens may debate whether to fund a new transportation project or 

school bonds, but using public dollars to provide access to abortions is fundamentally different and far 

more dangerous. This latest move by Austin derides the decades of precedent that prevents public funds 

from paying for elective abortions, beginning with the passage of Hyde in 1976. And, if this program is 

viewed as a success, abortion proponents will undoubtedly attempt to replicate this “accomplishment” 

in other Texas cities with left-leaning local governments. Texans, regardless of their city or county of 

residence, deserve to know that their hard-earned dollars are not spent to provide or support services 

that for many, violate fundamental religious or moral tenants. When local leaders ignore the most basic 

rights of their constituencies and exceed the boundaries of common sense and decency, the state must 

step in and protect the rights of its citizens. 

 

 

1. Policy Recommendation: Pass Legislation Prohibiting the Use of Any 
Taxpayer Funds to Support Abortions or Related Services 

 

Expanding on the work of SB 22 (86R), the Legislature should pass HB 1173 (Noble) in the 87th Session to 

prohibit the use of any public dollars, be they state or local, that help support or provide access to any 

direct or indirect abortion-related services. While legislation generally cannot address contracts 

retroactively, this prohibition should apply to any agreements that come up for renewal after the 

legislation is passed to the fullest extent allowable. This does not prohibit any individual who is so 

inclined from donating personal funds to support the work of pro-abortion groups in providing such 

services. However, it does prevent members of local government from using taxpayer dollars to 

promote their own radical agendas.  

 

https://capitol.texas.gov/tlodocs/87R/billtext/pdf/HB01173I.pdf#navpanes=0
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2. Policy Recommendation: Reject Legislation Requiring Taxpayer-Funded 
Abortions in Public Programs 

 
While it is imperative that preemptive legislation be passed in the 87th Legislature to address this issue 

going forward, there are bills that have already been filed in the current session that must be rejected. 

Two bills (HB 1362 and SB 448) would require HHSC to pay for abortions for Medicaid program 

recipients with state GR dollars, as no federal funds would be permitted for such services. Should these 

bills receive hearings, lawmakers must ensure they do not leave committee.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://capitol.texas.gov/tlodocs/87R/billtext/pdf/HB01362I.pdf#navpanes=0
https://capitol.texas.gov/tlodocs/87R/billtext/pdf/SB00448I.pdf#navpanes=0
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