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Executive Summary 

Senate Bill (S.B.) 1857, 82nd Legislature, Regular Session, 2011, amended the Texas Human 

Resources Code relating to the administration of medications for persons with intellectual and 

developmental disabilities (IDD). It directed the Texas Department of Aging and Disability 

Services (DADS) and the Texas Board of Nursing (BON) to develop and conduct a pilot 

program to evaluate licensed vocational nurses (LVNs) providing on-call services by telephone 

to individuals receiving services in the Home and Community-based Services (HCS) and Texas 

Home Living (TxHmL) Medicaid waivers and in intermediate care facilities for individuals with 

an intellectual disability or related condition (ICFs/IID) with 13 or fewer beds. This report covers 

the time period following the interim report on the pilot published in December 2012 and offers a 

final evaluation of the pilot which ended August 31, 2015. 

Milestones Achieved 

 DADS conducted advisory committee meetings on a regular basis to keep the committee 

apprised of findings and issues. 

 DADS and BON conducted surveys of participating and non-participating providers in 

the pilot.  

 DADS and BON developed a system to evaluate the pilot with input from the advisory 

committee based on a random sample of chart reviews and reviews of all deaths. 

 In response to input from the advisory committee, DADS and BON modified operational 

and communication protocols. 

 DADS provided training in response to issues identified during evaluation of the pilot, in 

partnership with BON. 

 BON and DADS increased communication among staff regarding nursing practice in 

pilot settings. 

 DADS led development of an LVN Educator Toolkit aimed to assist in preparing new 

LVNs for practice in community and long term care settings. 

For a list of milestones achieved prior to December 2012, see the interim report.  

Challenges 

 Providers were often non-responsive to DADS requests for records. 

 The lack of documentation by both nursing and direct care staff when an incident 

occurred made it difficult to evaluate if a nurse followed communication and operational 

protocols correctly. 

 Processes for DADS to obtain and review records and for DADS and BON to conduct 

mortality reviews are labor intensive. 

 Turnover of personnel at DADS and BON led to gaps in pilot management. 

http://www.dads.state.tx.us/news_info/publications/legislative/SB1857Report.pdf
http://www.dads.state.tx.us/news_info/publications/legislative/SB1857Report.pdf
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 Turnover of personnel at provider organizations led to potential gaps in training in pilot 

protocols. 

 Understanding of the LVN’s scope of practice varied among providers 

 LVNs who participated in the pilot may be unaware the pilot ended. 

 Providers have difficulty recruiting, hiring and retaining RNs as reported by advisory 

committee provider members.  

 Training in management of a critical incident or death varied from provider to provider. 

 No funding was appropriated to administer the pilot. 

Lessons Learned 

 Nurses and providers were unaware of continuing education and certification for nurses 

who care for individuals with IDD is available through the Developmental Disabilities 

Nurses Association. 

 Direct and frequent communication among direct care providers and the nurse on-call is 

essential for safe care of individuals.  

 Providers employing nurses must understand scope of practice for RNs and LVNs. 

 Based on a survey of providers, the most frequently cited reason for not participating in 

the pilot was the need to have an RN available to the LVN for consultation while taking 

calls.  

Recommendations 

 BON does not recommend expansion of the LVN scope of practice in the community 

setting of HCS/TxHmL and ICF/IID, including the provision of on-call services by 

telephone. 

 The state should convene a workgroup consisting of DADS, BON, and IDD stakeholders 

to identify and resolve issues involving nursing scope of practice in community settings. 

 The state should develop training to improve the ability of direct care staff to recognize 

deterioration in status in individuals who have chronic medical diagnosis. 

 Direct care staff should contact nursing staff directly to communicate client health care 

needs and status changes as opposed to through a third party such as a house 

administrator. 

 Nursing orientation at a provider level should include training on documentation in the 

IDD care setting. 

 BON should continue educational offerings aimed to teach LVN scope of practice. 
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S.B. 1857, 82nd Legislature, Regular Session, 2011, required the Texas Board of Nursing (BON) 

and the Texas Department of Aging and Disability Services (DADS) to conduct a pilot program 

to evaluate an expansion of licensed vocational nurses’ (LVNs) scope of practice to include on-

call services by telephone to individuals receiving services in the Home and Community-based 

Services (HCS) and Texas Home Living (TxHmL) Medicaid waiver programs and in 

intermediate care facilities for individuals with an intellectual disability or related conditions 

(ICFs/IID) with 13 or fewer beds. The provision of on-call telephone services means: providing 

telephone services any time of the day or night, to handle non-urgent, urgent, and emergent 

conditions an individual may experience; making a telephone assessment; providing instructions 

to an unlicensed person over the phone regarding that condition; and reporting those instructions 

to a registered nurse (RN) clinical supervisor. The LVN On-Call Pilot Program was developed to 

determine the impact of allowing LVNs to function with an expanded scope of practice on the 

quality of care provided to individuals served in the designated intellectual and developmental 

disability (IDD) programs. The pilot began September 1, 2011, and concluded August 31, 2015. 

Scope of Report 

This report, in addition to the interim report issued December 2012, outlines findings of the pilot 

and provides recommendations based on those findings.  It focuses on the time period after the 

interim report was published up to the conclusion of the pilot.  The report describes details of the 

pilot (e.g., data collection) and evaluation, challenges encountered and lessons learned. 

Background 

BON rules in Title 22, Texas Administrative Code (TAC) Section 217.11 (2) and (3) indicate 

that on-call services provided by telephone are within the scope of practice of the RN but not 

within the scope of practice of the LVN. The RN scope of practice and the LVN scope of 

practice, while different, are based upon the educational preparation in the RN or LVN programs 

of study. The Texas Occupations Code, Chapter 301 (Nursing Practice Act), Section 301.353 

(Supervision of Vocational Nurse) and 22 TAC, 217.11(2) states that the LVN practice is a 

directed scope of practice and must be supervised by an RN, physician, physician assistant, 

dentist or podiatrist.  

There is a growing need for nursing services to individuals with IDD who are living in the 

community and an insufficient number of RNs who choose to work in this setting. Because of 

the difficulty in employing RNs, some LVNs informally began performing certain functions 

outside their legal scope of practice, including telephone on-call services. The purpose of this 

pilot was to formally test the concept of allowing LVNs to perform on-call services provided by 

telephone without negatively affecting quality of care.  

S.B. 1857 required BON and DADS to conduct the pilot. Both agencies entered into a 

memorandum of understanding establishing the pilot on July 6, 2011 (See Appendix A).  
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Advisory Committee 

S.B. 1857 required that the pilot be developed in coordination with public and private providers 

and RNs and LVNs employed by ICFs/IID with 13 or fewer beds and HCS/TxHmL waiver 

program providers. BON and DADS formed an advisory committee to function in this capacity 

(see Appendix C for Advisory Committee membership).  Regular meetings were held to keep the 

advisory committee informed of the results of evaluations of the pilot and challenges 

encountered.  Adjustments to the operational and communication protocols were discussed in the 

meetings.  The advisory committee was given opportunity to review and to provide input on 

DADS communications to the provider community regarding the pilot.  

Training/Protocol Development 

Initial training was conducted in the fall of 2011 based on the operational and communications 

protocol.  Additional training was then conducted during the pilot to educate participants on 

issues that surfaced during the evaluation (See Appendix B). 

An operational protocol was developed as a framework for the pilot to include essential 

requirements necessary to provide support and safety to individuals receiving services. The 

operational protocol described the goal, purpose, data collection, documentation, outcome 

measures, participation requirements and evaluation criteria that were used in the pilot program. 

The operational protocol was revised throughout the pilot to accommodate feedback from the 

advisory committee and providers (See Appendix D). 

The communication protocol described how the LVN would provide on-call telephone services 

and when to communicate with the RN clinical supervisor. In the absence of any existing 

standardized and validated protocols for LVNs providing on-call services in these care settings, 

the communication protocol was developed using current standards of practice and evidence-

based references with input from the advisory committee. The communication protocol identified 

a new model to define the collaborative relationship between the LVN and the RN. This new 

model was intended to maximize communication between the LVN and the RN to develop a 

team approach for meeting the ongoing and emergent needs of individuals in these programs 

(See Appendix D). 

Pilot Participation Requirements 

Providers who utilized LVNs for telephone on-call services were required to participate in the 

statewide pilot; those who chose not to participate in the statewide pilot were required to use 

RNs to provide on-call services. Each participating provider and its nursing staff (RNs and 

LVNs) were required to sign an agreement with DADS that indicated full understanding and 

intent to comply with the terms of the pilot. Participating providers were required to attend a 

DADS-sponsored training or complete the computer based training posted on the DADS website. 

Because of nursing personnel turnover, it was difficult to track the number of nurses 
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participating in the pilot at a given time.  The contracts listed refer to a single provider location 

rather than a corporate entity, which could hold multiple contracts. 

 Total number of 

contracts participating 

as of December 2012 

Total number of 

contracts participating 

as of August 2015 

Total number of 

contracts with DADS 

as of June 2015 

(active billing) 

ICF/IID Contracts 376 326 812 

HCS Contracts 94 63 827 

TxHmL Contracts 44 33 411 

Total 514 422 2,050 

 

In August and September 2013, DADS asked both non-participating providers and participating 

providers to complete a survey of their reasons for not participating or their experiences with the 

pilot, respectively (See Appendix E).  

 

Of the 35 nurse participants who responded: 

 43% reported that communication between LVN and RN improved when the required 

communication protocol was followed; 

 74% of nurses worked between 8-40 hours per week on-call and 50% of those did not 

receive compensation; 

 78% reported they have not completed the required training (i.e., annual face to face or 

computer-based training); 

 9% reported they did not meet the minimum number of years of experience required to 

participate in pilot; and 

 Respondents offered comments that were both positive (e.g., “I believe everyone feels we 

are more of a team because we are more knowledgeable about our clients”) and negative 

(e.g., “The pilot is cumbersome and time consuming and has not improved the quality of 

care that I provide”). 

 

Responses to the non-participating provider and nurse version of the survey indicated more than 

half of the 100 respondents reported it was more cost-effective to hire RNs for on-call telephone 

services than to participate in the pilot study. 

 

Data Collection and Evaluation 

The December 2012 interim report discussed the data collection method used to gather 

information about each on-call encounter and subsequent evaluation that was completed by an 

LVN.  Due to limitations in DADS automated reporting infrastructure and stakeholder input 

about the process, the decision was made to discontinue this aspect of the pilot. DADS notified 

providers through an alert dated June 10, 2013. 

DADS subsequently issued Provider Letter 2013-21 Random Sampling and Deceased Individual 

Information Needed for the Licensed Vocational Nurse (LVN) On-Call Pilot Program and 
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Information Letter 2013-47 Random Sampling for the Licensed Vocational Nurse (LVN) On-

Call Pilot Program, in August 2013. These were used to inform providers participating in the 

pilot of the new method of evaluation.  Form letters with the required documents for review were 

created and reviewed by the advisory committee.  Using the list of participating providers and 

the individuals under their care, a random sample was generated for each month and the records 

for those individuals were requested.  After the records were received, they were sent to 

registered nurses in the DADS Quality Monitoring Program to review and enter into a database.  

BON was responsible for collection and analysis of the data.  Data was collected from October 

2013 to June 2015. 

In addition, the charts for all individuals under the care of participating providers who died while 

in their care were reviewed using the same data collection elements (See Appendix F). 

The following table depicts the ongoing cumulative results of the mortality and random record 

reviews.  Noteworthy trends of both samples include: 

 Ongoing noncompliance with following the operational and communication protocols; 

and 

 Lack of documentation to reflect care provided, notification of, and follow-up with the 

RN as required in the pilot protocols. 
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Challenges Encountered 

 Difficulty obtaining records from providers for random sample:  DADS administrative 

staff was responsible for obtaining records from providers.  The providers did not always 

send records in a timely manner which delayed completion of record review by DADS 

nursing staff.   

 Lack of documentation by both nursing and direct care staff:  When an incident occurred, 

it was difficult to evaluate if a nurse acted correctly. Early in the record review process, it 

was identified by DADS nurses that, although all the records had been sent as requested, 

it was difficult to evaluate the incident with the client.  Direct staff did not always 

complete a note when they called a nurse.   The nurse did not always document the 

telephonic evaluation. The LVN infrequently charted when or if a call was placed to the 

RN to report an incident and whether the incident was resolved as required by the 

communication protocol. 

 Labor intensive for DADS staff to obtain records:  After the gap in time with providers 

sending back records was identified, a process was put into place to send follow-up 

letters and to terminate the provider contract from the pilot if the provider did not submit 

the requested information.   

 Turnover of personnel at DADS and BON: The project manager for the pilot 

implementation changed once, and key personnel at DADS and BON who implemented 

the training and initiated the pilot resigned from their positions. This left both new and 

remaining staff without historical information to make the most informed adjustments to 

achieve optimal implementation.   

 Understanding of the LVN scope of practice varied between providers: Despite training 

during the pilot, BON and DADS continued to receive inquiries from nurses and 

providers as to what an LVN could or could not do. 

 Turnover at provider organizations:  Nursing and administrative personnel turnover in the 

provider organizations similarly challenged implementation.  While the computer based 

training on the DADS website provides useful and detailed information, that forum can 

never replace face-to-face training which offers the opportunity for in-person discussion.  

As a result, it was difficult to ensure that all providers and nursing staff have received the 

same level of information and understanding.  

 LVNs who participated in the pilot may be unaware the pilot ended.  Although DADS 

has sent communications to the distribution lists of all potential providers, it is uncertain 

if that information has been passed from provider to staff because DADS does not have a 

way to communicate directly with nursing staff. 

 Providers have difficulty recruiting, hiring and retaining RNs as reported by advisory 

committee provider members. In the quarterly advisory committee meetings, the provider 

associations brought up the issue of difficulty with RN hiring.  The inability to hire RNs 

to supervise the LVNs on staff was a limiting factor in participation in the pilot. 
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 Training in management of a critical incident or death varied from provider to provider. 

Review of submitted patient documentation showed variation in what steps the direct care 

staff and nursing staff took in critical incident. No funding was appropriated to administer 

the pilot. 

Lessons Learned 

 Need for improved training in management of a critical incident or death:  Record 

reviews revealed inconsistency among providers in documentation of a critical incident, 

including a death.  In some cases, an incident form was filled out; in others, direct care or 

nursing staff, or both, filled out a progress note.  In some instances, staff was empowered 

to call emergency services prior to supervisors, but in other documentation stated that the 

supervisor was called first and then instructed staff to call.   

 The survey of providers not participating in the pilot indicated the most common reason 

was the need to have an RN available to the LVN for consultation while taking calls: At 

the time of legislative approval, it was thought by some stakeholders that the pilot would 

enable LVNs to take telephone calls unsupervised by RNs.  When the operational and 

communication protocols were established that emphasized the RN supervisory 

relationship with the LVN, the interest in participating in the pilot decreased. 

 There is a need for providers employing nurses to understand LVN and RN scope of 

practice.  At the onset of the pilot, there was a lack of understanding of the differences 

between what an LVN and an RN could do in their clinical practice among some of the 

participating providers.  The BON and DADS collaborated to provide educational 

resources to clarify the distinction. 

 Increase information sharing about existing educational materials: DADS and BON in 

partnership with provider associations should increase efforts to inform nurses and 

providers about continuing education and certification for nurses who care for individuals 

with IDD that is available through the Developmental Disabilities Nurses Association. 

 Direct and frequent communication among direct care providers and the nurse on-call is 

essential for safe care of individuals. The review of patient documentation from the 

providers had instances where the staff noted an issue but did not communicate with the 

nurse on-call in a timely manner.  

Recommendations 

 BON does not recommend expansion of the LVN scope of practice in the community 

setting of HCS, TxHmL and ICFs/IID to include providing on-call services by telephone.  

o Results of chart reviews do not support the safety or efficiency of expanding the 

LVN scope of practice to provide on-call telephone services in this setting.   

o Reviews demonstrated the need for continued training in documentation of nurses 

in community settings. 
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 The state should establish a workgroup composed of DADS, BON and IDD stakeholders 

to identify and resolve issues involving nursing scope of practice in community settings. 

 Training should be developed to improve the ability of direct care staff to recognize 

deterioration in status in individuals who have chronic medical diagnosis. 

 Providers should require direct care staff to contact nursing staff directly to communicate 

client health care needs and status changes as opposed to a third party such as a house 

administrator. 

 Provider nursing orientation should include training for nurses on appropriate 

documentation in the IDD care setting. 

 BON should continue educational offerings aimed to teach LVN scope of practice. 
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APPENDIX A 

MEMORANDUM OF UNDERSTANDING
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APPENDIX B 

TRAINING 

Texas Board of Nursing Sponsored: 

BON: LVN Scope of Practice Workshop – Houston – April 30, 2014 

BON: LVN Scope of Practice Workshop – Arlington – September 10, 2014 

BON: LVN Scope of Practice Workshop – Austin – November 13, 2014 

BON: Documentation Webinar – June 18, 2014* 

BON: LVN Scope of Practice Webinar – December 18, 2014 

BON: LVN Scope of Practice Webinar – May 21, 2015 

BON Presentation to Providers Alliance for Community Services in Texas on Nursing Scope of 

Practice and the LVN On-Call Pilot Program – September 18, 2014 San Marcos 

BON Presentation to Texas Association of Vocational Nurse Educators on LVN On-Call Pilot 

Update – October 30, 2014 

BON Presentation to Private Providers Association of Texas on Nursing Scope of Practice and 

the LVN On-Call Pilot Program – November 13, 2014 Austin 

BON maintained LVN On-Call Pilot Program resource email address 

Texas Department of Aging and Disability Services Sponsored: 

BON Presentation at DADS Webinar Series Part I Nursing in Community IDD Programs - Texas 

Board of Nursing: Requirements for Documentation and BON rules – January 28, 2015 

BON Presentation at DADS Webinar Series, Part II Nursing in Community IDD Programs, Part 

II - Texas Board of Nursing: Requirements for Delegation and BON rules – February 26, 2015 

BON Participation in DADS Webinar Series, Part III Nursing Practice related to ICF/IID 

Policies and Regulations – April 22, 2015 

BON Participation in DADS Webinar Series, Part IV Nursing and HCS and TxHmL Policies and 

Regulations – April 27, 2015 

*A recording of this webinar has been made available to pilot participants asynchronously since 

August 2014 
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APPENDIX C 

ADVISORY COMMITTEE COMPOSITION 

 

The advisory committee included staff from: 

 Private Providers Association of Texas (PPAT) 

 Texas Board of Nursing (BON) 

 Texas Nurses Association (TNA) 

 The Arc of Texas  

 Texas Department of Aging and Disability Services (DADS) 

 Texas Council of Community Centers 

 Texas Council for Developmental Disabilities (TCDD) 

 Provider Alliance for Community Services of Texas (PACSTX) 

 Vocational Nursing Education 
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APPENDIX D 

DOCUMENTS ASSOCIATED WITH PILOT 

HCS/TxHmL Frequently Asked Questions  

• ICFs/IID Frequently Asked Questions  

• LVN On-Call Pilot Program Operational Protocol  

• LVN On-Call Communications Protocol  

• Online Training for LVN On-Call Pilot Program computer-based training  

• Forms and Sample Templates  

o Form 8496 Nursing On-Call Services Log (discontinued) 

o Form 8584 Nursing Comprehensive Assessment  

o Form 8590 Agreement for Licensed Vocational Nurses On-Call Services Pilot Program 

(discontinued) 

o Form 8591 Verification of Eligibility to Participate in Licensed Vocational Nurses On-

Call Services Pilot program (discontinued) 

• Provider/ Information Letters  

o IL 13-47 Random Sampling for the Licensed Vocational Nurse on call pilot 

o PL 13-21 Random Sampling and Deceased Individual Information needed for the 

LVN on call pilot 

o PL 13-22/IL 13-46 Licensed Vocational Nurse On Call Pilot Participation Survey 

o IL 14-46/PL 14-03 Licensed Vocational Nurse On Call Pilot Program 

Requirements 

o IL 15-24/PL 15-05 LVN On Call Pilot Program Ends September 1, 2015 
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APPENDIX E 

PARTICIPATING AND NON-PARTICIPATING SURVEY QUESTIONS
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APPENDIX F 

RANDOM SAMPLE/DEATH CHART REVIEW EVALUATION QUESTIONS
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