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1. Letter from Chair 

To: Governor Abbot, Members of the Legislature, and the HHS Commissioner: 

Palliative Care is patient-centered, family-focused care that provides a patient 

with relief from the symptoms, pain, and stress of serious illness; is provided by an 

interdisciplinary team offering an additional layer of support to the patient and 

family; and is appropriate for a patient of any age and at any stage of a serious 

illness.  Supportive Palliative Care that is provided concurrent with curative 

treatment can help a patient recover from a serious illness more quickly and easily 

and also reduce medical costs. Similarly, Hospice Palliative Care can help a 

patient facing the end of life make that transition with a lesser pain and symptom 

burden, with greater comfort and a better life nearing its end. 

The 2015 84th Texas Legislature, HB 1874 (Zerwas), established the Health and 

Human Services Commission’s Palliative Care Interdisciplinary Advisory Council 

(PCIAC), charging the Council with assessing and defining relevant clinical, system, 

educational and policy issues regarding the availability of palliative care in Texas 

along with promoting professional and public education about palliative care in 

order to enhance Texans’ access to high-quality and continuously improving 

palliative care services. Patients and their families will be more aware of and have 

access to supportive palliative care that is informed by the best available scientific 

evidence and delivered by appropriately educated and skilled interdisciplinary 

healthcare professionals.  To fulfill those charges, the Council has published two 

biennial reports in 2016 and 2018; and now submits this 2020 third report to 

update, inform and advise the Commission, the Governor, and the 87th Legislature. 

The Council’s initial 2016 report offered a number of recommendations that became 

action items and then accomplishments of the charges: 

● Developed and launched the Texas Health and Human Services (HHS) 

system palliative care website resource for patients, families, and 

professionals 

● Developed and conducted an annual palliative care interdisciplinary 

continuing professional education event starting in 2017; established a 

repository of education resources linked within the HHS palliative care 

website 

● Established methods and means to track and report on key measures of 

palliative care access 

● Advanced a statewide, population-based data collection initiative to assess 

completion of advance care planning documents in Texas 
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● Elevated the profile of serious illness care as a significant area of opportunity 

for raising overall healthcare quality in Texas 

● Adapted and collaborated with the national Center to Advance Palliative Care 

to monitor ongoing Texas metrics pertaining to palliative care 

A cornerstone concept of the first report was the Council’s recommendation to 

refine the language of palliative care to broaden application beyond end-of-life care. 

This spurred favorable statewide discussion among healthcare professionals and 

positioned Texas as a leader in this growing national trend. 

In the second biennial report in 2018, the Council recommended codifying the 

defining language into law as a prelude to demonstrating the enhanced value-based 

care that is possible at any stage of serious illness. In addition, the Council 

continued emphasis on Advance Care Planning which is paramount to helping 

palliative care services meet the individual and personal expressed needs of 

patients and families. That report summarized efforts and progress of the Council’s 

efforts and delineated recommendations for further advancements that were then 

accomplished: 

● Adopted statutory language for Supportive Palliative Care 

● Prioritized Advance Care Planning 

● Addressed palliative care provider shortages 

● Expanded Supportive Palliative Care programs as a Value-Based Model 

● Established a statewide palliative care dashboard 

● Supported a balanced response to the opioid crisis 

This third biennial report summarizes continued efforts and progress over the 

interim since the previous report, builds upon the foundational efforts documented 

in the first two reports, and delineates recommendations for further advancements, 

including the following policy issues: 

● Policy Issue: Enhancing Family Caregiver Support 

● Policy Issue: Adoption of a Medicaid Supportive Palliative Care Benefit 

● Policy Issue: Utilizing Telemedicine for Supportive Palliative Care 

● Policy Issue: Amending the language around House Bill 3703 to change 

eligibility requirements for the use of low-THC cannabis for cancer patients 

The Council has invested extensive thought and deliberation into the “Why?” and 

“How?” of these issues, and those considerations are detailed in the text related to 

the respective topics. The specified recommendations of the Council offer good faith 

solutions reflecting multiple stakeholders to help our state move forward toward a 

goal that all Texas patients and families facing serious illness have the information 

and opportunity to choose care that fits their individual circumstances and values; 
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and, care that is of the highest possible quality based upon excellent 

interdisciplinary education and training opportunities. And, finally, we offer 

thoughtful considerations about appropriate palliative care in the setting of our 

communities, requiring conscientious efforts by healthcare professionals and 

systems along with prudent public policy to ensure that adequate services and 

supports are being provided to caregivers and patients alike. 

Since 2015, Texas has seen substantial growth in numbers of healthcare 

professionals focusing on palliative care along with increased availability of clinical 

services for inpatients and outpatients alike. The work of this Council has been 

integral to the multifaceted enhancement of palliative care in Texas, as we 

endeavor to advance Texas as a model of excellence. Those efforts are well stated 

in this report. 

The Council offers this report for thoughtful review and reflection, and for sound 

consideration of the recommendations. Please contact us any time for any further 

information, explanation, or discussion. 

Sincerely, 

 

Larry C. Driver, MD 

Chair, Palliative Care Interdisciplinary Advisory Council 
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2. About the Palliative Care Interdisciplinary 

Advisory Council 

House Bill (HB) 1874, 84th Legislature, Regular Session, 2015, established the 

Palliative Care Interdisciplinary Advisory Council (PCIAC).1 By rule (Texas 

Administrative Code §351.827) the Council assesses the availability of patient-

centered and family-focused interdisciplinary team-based palliative care in Texas 

for patients and families facing serious illness. The Council works to ensure that 

relevant, comprehensive, and accurate information and education about palliative 

care is available to the public, health care providers, and health care facilities. This 

includes information and education about complex symptom management, care 

planning, and coordination needed to address the physical, emotional, social, and 

spiritual suffering associated with serious illness. 

The Palliative Care Council performs the following tasks: 

1. Consults with and advises the Health and Human Services Commission 

(HHSC) on matters related to the establishment, maintenance, operation, 

and outcome evaluation of the palliative care consumer and professional 

information and education program established under Texas Health and 

Safety Code §118.011; 

2. Studies and makes recommendations to remove barriers to appropriate 

palliative care services for patients and families facing serious illness in Texas 

of any age and at any stage of illness; and 

3. Pursues other deliverables consistent with its purpose as requested by the 

Executive Commissioner or adopted into the work plan or bylaws of the 

Council. 

4. Hosts Annual Continuing Education (CE) Events. This aim is imperative to the 

purposes of the PCIAC. Since 2017, CE events have been held annually and 

developed to award CE credits to interdisciplinary professionals on current 

topics for palliative care and include ethics credits. 

5. Implementing Senate Bill (SB) 916, 86th Texas Legislature, 2019 which 

requires an assessment of the potential improvements of supportive 

palliative care (SPC) on health quality, health outcomes, and cost savings 

from the availability of SPC services in Medicaid. Additionally, the study will 

include an evaluation and comparison of other states that provide Medicaid 

reimbursement for SPC. 

                                       

1 For more on House Bill 1874, 84th Texas Legislature, 2015 see Texas Legislature Online: 

https://capitol.texas.gov/BillLookup/History.aspx?LegSess=84R&Bill=HB1874 
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4. Executive Summary 

A majority of people with a serious illness wish to spend as much time as possible 

in a non-hospital setting, among loved ones, free from pain and other distressing 

symptoms. To help achieve this vision, House Bill 1874 (84th Texas Legislature, 

Regular Session, 2015) established the Palliative Care Interdisciplinary Advisory 

Council and the Palliative Care Information and Education Program. Together, the 

Council and program work to make Texas a national leader for providing 

appropriate, compassionate, and high quality palliate care to patients and families. 

Supportive Palliative Care (SPC) is not end of life care. It offers specialized, multi-

disciplinary support to relieve a patient’s symptoms, pain, and stress at any stage 

of a life-threatening illness. While hospice care (HC) helps patients in the terminal 

stage of serious illness, supportive palliative care is most effective when started 

early as part of an individual’s overall treatment plan. The best available evidence 

shows that supportive palliative care improves quality of life, reduces patient and 

caregiver burden, and lowers medical costs. 

A check on results five years out from passage of House Bill 1874 sees the state 

advancing in its efforts to increase access to palliative care. For the first time, the 

state has launched a central website resource to provide critical information and 

education to patients, families, and professionals and is monitoring relevant 

indicators of progress and performance. Awareness of the benefits of palliative care 

is on the rise as is the number of multi-disciplinary specialty providers, medical 

fellows, and inpatient palliative care programs. A standardized definition of 

supportive palliative care has recently been passed, largely as a result of the work 

of this committee. However, even with this initial momentum, substantial gaps in 

access to palliative care persist. Service levels and professional resources remain 

below rates found in most other states. Moreover, some Texas communities, such 

as the Rio Grande Valley, El Paso, and rural areas generally, appear particularly 

disadvantaged with regard to palliative care infrastructure. 

With this background in mind, the Council releases its third biennial report to the 

Texas Legislature with ideas to improve access to patient and family-centered 

supportive palliative care. The recommendations that follow (see below), all 

adopted without a dissenting vote, offer good faith solutions to help the state move 

forward toward a goal that all Texas patients and families facing serious illness 

have the information and opportunity to choose care that fits their individual 

circumstances and values, and care that is of the highest possible quality based 

upon excellent interdisciplinary education and training opportunities. 
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Recommendations 

Enhancing Family Caregiver Support 

1. Develop and implement effective mechanisms within Texas Medicaid to 

ensure that family caregivers of both adults and children are routinely 

identified and that their needs are assessed and supported in the delivery of 

health care services. To improve accountability and efficiency in care 

delivery, family-centered care alongside person-centered care should be 

prioritized in delivery system reform—validating the importance of the roles 

of family caregivers and better supporting their involvement in caring for 

individuals with serious illnesses. In addition, Texas Medicaid should provide 

reimbursement for in-home respite services to family caregivers who care for 

individuals receiving supportive palliative care services. This could be 

executed by adopting a supportive palliative care benefit in Texas Medicaid 

which includes providing in-home respite services to family caregivers. 

Achieving these goals will require the development of structured processes 

that will standardize the identification, assessment, and supports for family 

caregivers throughout the care delivery process by: 

a. Identifying family caregivers in the care recipient's medical record; 

b. Screening family caregivers to identify those who may be at risk 

themselves, or whose circumstances place the individuals they assist in 

harm's way; 

c. Assessing at-risk caregivers' needs, limitations, strengths, and personal 

risks across the full range of their expected caregiving tasks (medical 

care, personal care, and care coordination) and that, at a minimum, asks 

family caregivers about their own health and well-being, level of stress, 

and types of training and supports they might need to continue their role; 

d. Developing a standardized process for identification, screening, and 

training for appropriate caregiver assessment that occurs at each point in 

care delivery for the care recipient—including delivery of publicly funded 

LTSS, annual wellness exams, provider visits, admission and discharge for 

hospitals and emergency rooms, and chronic care coordination and care 

transition programs; and 

e. Developing a system of training and reimbursement for in-home respite 

services for family caregivers who care for individuals with a serious 

illness. 

2. Texas policy should promote an increase in the training and capacity of 

health care and social service providers to recognize and engage family 

caregivers and to provide them evidence-based supports and referrals to 

services in the community. Additionally, the Council recommends a 

supportive palliative care awareness bill with language that includes 1) 
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education for all interdisciplinary teams on the differences between 

supportive palliative care and hospice, 2) documentation for discussion of 

options with the medically capacitated patient and/or medical 

surrogate/medical power of attorney, and 3) advance care planning 

discussions with documentation completion. Often the primary caregivers 

ask, “Why was I not told about supportive palliative care and hospice 

before?” 

3. To ensure high-quality person and family-centered care by the healthcare 

workforce, family caregivers must be seen as a partner and as someone who 

may need additional information, training, care, and support. The following 

recommendations address core proficiencies for effectively incorporating 

family caregivers as part of a patient’s overall care team: 

a. Provide specific educational information for healthcare professionals 

focused on the family caregiver's value as an additional partner in the 

delivery of care; 

b. Implement protocols to assess the caregiver’s degree of ability and 

availability to best participate in overall care; 

c. Engage, educate, and share available resources. This would include 

collaboration with social services/care coordination to assist with 

appropriate referrals or application processes for patient and caregiver 

needs identified; 

d. Identify caregiver health care and support needs; 

e. Help caregivers obtain needed support by referring caregivers to 

appropriate services; and  

f. Develop a system of reimbursement or paid leave for family caregivers 

who are temporarily removed from the job force as a result of the need to 

deliver around-the-clock primary caregiving services for their loved ones. 

g. Given the growing diversity of the supportive palliative care population as 

well as their caregivers, cultural competence in exercising these skills is 

essential to their effectiveness. 

Adoption of a Medicaid community-based palliative care benefit 

4. Texas Medicaid should adopt a supportive palliative care benefit which 

includes reimbursement for palliative care evaluation and management 

services, including pain and symptom management. In addition, the benefit 

should include emotional and spiritual care, counseling, training, and respite 

services for patients and family caregivers to enhance maintenance of the 

patient’s condition at home. Telehealth care services for all aspects of 

palliative care, including advance care planning should also be included in the 

benefit. The Council also recommends giving signature authority for 

Advanced Practice Providers (APRN and PA) for in and out of hospital 



14 

DNR/DNI documents, schedule II medications for symptom management, 

and to allow handicap placards to be signed. The Council acknowledges that 

all health care providers are in high demand and are being called to care for 

seriously ill patients regardless of their normal practice population and 

setting. Whether board certified in supportive palliative care and hospice care 

or not, health care providers are encountering an increasingly high volume of 

SPC and HC patients. Allowing health care providers (APRN, DO, MD and PA) 

to sign death certificates is recommended whether or not the patient is 

officially under the SPC or HC direct service line title. A recommendation to 

adopt an SPC benefit in Medicaid can be accomplished by: 

a. Developing policies to encourage MCOs to pay for palliative care services 

for individuals with a serious illness on Medicaid using value-based 

payment models; 

b. Establishing eligibility criteria for who can be provided the benefit; 

c. Identifying billing codes to be used for the eligible conditions; and 

d. Establishing the supportive palliative care services that the benefit will 

offer 

Promote the use of Telemedicine for Supportive Palliative Care 

5. Texas policy should promote the use of telehealth and telemedicine to 

provide high quality interdisciplinary supportive palliative care services, 

especially in rural areas. Additionally, Texas Medicaid should consider 

adopting a Medicaid benefit for supportive palliative care that includes 

coverage of telemedicine services. Commercial insurance and other payers 

can also reap the benefits of telemedicine and should also be encouraged to 

support its use and provide adequate reimbursement. Ongoing telehealth 

service reimbursement for the entire interdisciplinary SPC team should also 

be permanently adopted. The pathway for increasing access to supportive 

palliative care through the use of telehealth and telemedicine includes: 

a. Promoting the use of telemedicine for the discussion of advance care 

planning (ACP) and completion of advance directives/living will, medical 

power of attorney, in and out of hospital DNR forms, and other patient 

centered healthcare directives. As stated in the Council’s previous report, 

information from ACP conversations should be entered into written and 

signed advance directives and recorded in the medical records of each 

patient seen at least annually, no matter the purpose of a visit; 

b. Utilizing telemedicine to expand the capabilities of providers in both rural 

and urban areas to refer patients to specialists via telemedicine 

consultations; and 

c. Enabling providers to conduct peer to peer consultations, trainings, and 

mentoring via telehealth to enhance the palliative care workforce. 
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Amend the language of HB 3703 to expand cancer patient eligibility 

6. The Texas legislature should amend House Bill 3703, 86th Legislature, 

Regular Session, to replace “terminal cancer” with the words “cancer of any 

stage with symptoms the physician believes may be improved by low-THC 

prescription medical cannabis.  These symptoms may include pain, anorexia, 

nausea, anxiety, myalgia, fatigue, or any other symptom or symptom 

complex the physician determines appropriate for a trial of low-THC medical 

cannabis.” 
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5. Introduction 

Beginning with its first meeting in February 2016, the Palliative Care 

Interdisciplinary Advisory Council (“Council”) has pursued a mission to increase the 

availability of patient and family focused palliative care in Texas. As part of this 

charge, every two years, this multi-stakeholder committee reports consensus 

findings and recommendations to the Executive Commissioner of the HHS system 

and the Texas Legislature. In its first report, the Council addressed the frequent 

misunderstanding by health care professionals and the public alike that palliative 

care is synonymous with end of life care. Palliative care is not end of life care. It 

offers specialized, multidisciplinary support to relieve a patient’s symptoms, pain, 

and stress at any stage of a life-threatening illness. While hospice palliative care 

(HPC) helps patients in the terminal stage of serious illness, supportive palliative 

care (SPC) is most effective when started early as part of an individual’s overall 

treatment plan. A growing body of evidence shows that SPC improves quality of life, 

reduces patient and caregiver burden, and lowers medical costs. In some cases, 

SPC may be combined with curative treatments that extend life or promote 

recovery from serious illness. The Council’s second report addressed increasing the 

availability of patient and family focused palliative care in Texas with an emphasis 

on advance care planning. The Council also recommended and was successful in 

helping to develop statutory language for supportive palliative care enacted into law 

by the Texas Legislature. This third report will highlight recommendations and 

guidance for enhancing caregiver support, adoption of a Medicaid supportive 

palliative care benefit, increasing utilization of telemedicine, and changing eligibility 

requirements for the use of low-THC cannabis for cancer patients. 

Since inception, the Council has worked with the state’s Palliative Care Information 

and Education program to catalyze a sustained quality improvement effort that 

aims to make Texas a national leader for providing appropriate, compassionate, 

and high quality palliative care to patients and families at any stage of serious 

illness. To date, significant activities and accomplishments from this endeavor 

include: 

● Publishing two inaugural legislative reports,2,3 and now a third report; 

                                       

2 Texas Palliative Care Interdisciplinary Advisory Council (November 2016). Texas Palliative Care 

Interdisciplinary Advisory Council Recommendations to the 85th Texas Legislature. Retrieved from 
https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2016/tx-

palliative-care-interdisciplinary-advisory-council-recs-85th-leg-nov2016.pdf 

3 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care 

Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 
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● Launching the first Texas Health and Human Services (HHS) system palliative 

care website resource for patients, families, and professionals;4 

● Developing, conducting, and supporting annual palliative care continuing 

education events starting in 2017, awarding about 900 continuing education 

hours to date for interdisciplinary professionals; 

● Establishing methods to track and report on key measures of palliative care 

access;  

● Advancing a statewide, population-based data collection initiative to assess 

completion of advance care planning documents in Texas;5 and 

● Elevating the profile of serious illness care as a significant area of opportunity 

for raising overall healthcare quality in Texas.6 

In its initial assessment, the Council concluded that the available evidence 

supported the Legislature’s belief, as described in HB 1874,1 that broad advances in 

access to palliative care are possible in Texas. Most recently, the Council has been 

charged with aiding HHSC in implementing SB 916. This requires conducting a 

study to assess the potential improvements of SPC on health quality, health 

outcomes, and cost savings from the availability of SPC services in Medicaid. 

Additionally, the Council will aid in developing a study that will include an 

evaluation and comparison of other states that provide Medicaid reimbursement for 

SPC. Study findings will be due by September 1, 2022. 

So far, the Council has provided input on the development of this two-part study. 

Part one of the study explores community-based innovations in supportive palliative 

care. This study phase aims to conduct an inpatient analysis on health quality, 

health outcomes, and cost savings of supportive palliative care services in Texas. 

Additionally, a community-based analysis is being conducted to include a 

retrospective data analysis on Medicaid beneficiaries to help identify the most 

common causes of death for Medicaid patients and their inpatient and emergency 

department utilization in the 18 months prior to death. Part two of the study will 

focus on conducting an evaluation and comparison of other states, such as 

California, that provide Medicaid reimbursement for palliative care services. 

Findings from the two-part study will help inform the possible development of a 

                                       

https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-
presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 

4 See Texas Health and Human Services Webpage on Palliative Care 
https://hhs.texas.gov/services/health/palliative-care 

5 Texas Department of State Health Services (2018). Texas Behavioral Risk Factor Surveillance 

System Questionnaire. p. 38. Retrieved from 
https://www.dshs.texas.gov/chs/brfss/attachments/2018-Texas-BRFSS-Survey.pdf 

6 See Texas Health and Human Services Healthcare Quality Plan on the Medicaid and CHIP Quality and 
Efficiency Improvement website: https://hhs.texas.gov/about-hhs/process-improvement/medicaid-

chip-quality-efficiency-improvement 
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Medicaid benefit for supportive palliative care services in Texas. Study findings are 

expected to be published by September 1, 2022. 

HHSC analyzed two questions from the 2018 Behavioral Risk Factor Surveillance 

System (BRFSS) Texas addendum. Tables 6-11 contain the data and can be found 

in the appendix. The weighted data that were analyzed focused on adults 65 and 

older living in Texas. The two “yes or no” response questions used to assess the 

completion of advanced care planning were, “Do you have a written advance 

directive” and “If a terminal illness or serious accident left you unable to 

communicate, would a family member, friend, doctor, or other person know your 

medical or health care treatment preferences?” Based on analysis of the survey 

results, we found that the data showed concerning results. 

Only about half (51%) of Texans aged 65 and older said that yes, they have a 

written advance directive. Among those individuals reporting a disability, fewer than 

half (47%) had completed an advance directive. Additionally, of the estimated 

population ever diagnosed with a chronic condition or serious illness risk factors, a 

small majority said they had written advance directives (52% any chronic condition, 

57% cancer, 59% heart disease, 59% cardiovascular disease, and 45% diabetes). 

Clear differences also are evident by demographics and geography. Survey 

estimates indicate that 61% of White, Non-Hispanic individuals have a written 

advance directive while only 38% of Black individuals and 31% of Hispanic 

individuals do. Additionally, females are more likely than males to respond yes to 

having written advance directives (55% vs 46%). Regarding geographical variation, 

the highest response for yes was in Regions 1 & 2 (Panhandle/North Texas) at 63% 

and Region 7 (Central Texas) at 57% with the lowest rate of yes responses in 

Region 8 & 11 (South Texas) at 45%. These discrepancies point to a need for 

greater education and awareness on the importance of completing written advance 

directives for certain geographical regions, males, and Black and Hispanic 

individuals. Please note that some neighboring public health regions were combined 

to obtain more reliable estimates. 

It is important to have an advance directive in the event that an individual no 

longer has the mental or physical capacity to speak for themselves on decisions 

regarding their health. Having a written advance directive allows an individual to 

create written, legal instructions that record preferences for medical care and 

identify a proxy decision maker for a time when a person is unable to make 

decisions for him or herself. By planning ahead, a person can avoid unwanted or 

unnecessary suffering and relieve caregivers and loved ones of decision-making 

burdens during moments of crisis or grief. Therefore, advance directive discussions 

should occur when a patient is not ill or when his or her symptoms are under 

reasonable control. 
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Fortunately, results were more promising when respondents were asked, “if a 

terminal illness or serious accident left you unable to communicate, would a family 

member, friend, doctor or other person know your medical or health care treatment 

preferences?” About 83% of respondents reported that a person would have 

knowledge of their preferences, indicating that a large majority of Texans have at 

least had conversations with someone they trust about their medical care 

preferences in the event that they are unable to communicate for themselves. 

However, similarly to the survey question about written advance directives, a 

higher rate of females than males said yes regarding knowledge of their medical 

preferences (85% vs 79%) and more White individuals said yes than Black or 

Hispanic individuals (88% vs 66% vs 75%). In addition, regional variation is 

evident in the survey results, indicating that survey respondents from metropolitan 

statistical areas were more likely to have responded yes to having a conversation 

with someone about their medical care preferences (85% vs 74%). Regarding 

geographical variation, the highest estimates for yes were in Regions 1 &2 

(Panhandle/North Texas) at 91% and Region 3 (Northeast Texas) at 89% with the 

lowest estimates for yes in Region 4 & 5 (East Texas) at 74% and Region 7 (Central 

Texas) at 77%. This further illustrates the need for providing greater education and 

awareness on the importance of completing advance care planning, with a greater 

focus towards certain geographical regions (including rural areas), males, Black and 

Hispanic individuals. 

Over the past four years, indicators of SPC access tracked by the Council have 

shown improvement. For example, for inpatient services, the Council previously 

reported that in 2014 only about 42% of Texas hospitals with 50 or more beds 

provided SPC.7 Texas performance significantly trailed the 2014 national rate of 

67%, as calculated by the Center to Advance Palliative Care (CAPC), earning the 

state a “C” report card rating compared to the nation’s “B” rating overall. 

CAPC publishes state level results only periodically, so the Council requested that 

HHSC staff provide routine monitoring using Texas specific data collected as part of 

the American Hospital Association (AHA) Annual Survey of Hospitals. The AHA 

survey, administered for Texas by the Department of State Health Services, is the 

primary-- though not the only-- source used by CAPC to compile its report card 

metric. Using only the AHA data the Texas staff largely corroborated the earlier 

CAPC results for the state and have followed emerging trends through 2018 (see 

Table 1). CAPC recently published its updated results using 2017 data.  The new 

results show that since 2014, 20 Texas hospitals added a palliative care program, 

and the state CAPC rate now stands at 52%. Nevertheless, despite the gains, the 

                                       

7 The National Palliative Care Report Card is available at www.capc.org and www.npcrc.org. 
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Texas CAPC rate in 2017 still trailed the 2017 CAPC national rate by 20 percentage 

points. 

Table 1. Texas vs. CAPC Grade 

Source Data 
Year 

Grade Total 
Programs/ 

Hospitals 
(≥ 50 beds) 

> 300 beds 

CAPC National 2012/ 
2013 

67% (1,591/2,393) 90% (659/732) 

CAPC National  2017 72% (1,723/2,409) 93.7 (671/716) 

CAPC Texas 2012/ 

2013 

43% (85/198) 66% (37/56) 

CAPC Texas 2017 52% (105/201) 75% (46/61) 

In-house 
Texas 

2014 42% (86/205) 71% (42/59) 

In-house 
Texas 

2015 46% (96/207) 71% (41/58) 

In-house 

Texas 

2016 49% (98/201) 76% (44/58) 

In-house 

Texas 

2018 49% (100/204) 75.4% (46/61) 

Note: Results are based on the CAPC defined hospital cohort.8  

                                       

8 Analyses were limited to general medical and surgical, cancer, or heart hospitals with fifty or more 
licensed beds based on data from the American Hospital Association Annual Survey of Hospitals.  

Veterans Administration and Indian Health Service facilities were excluded.  The CAPC method does 
not clearly distinguish hospital run palliative care programs from contracted services. Data collected 

from: https://reportcard.capc.org/wp-content/uploads/2019/09/CAPC_ReportCard19-Digital_9_19.pdf 
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Figure 1. Texas Palliative Care Programs by Public Health Region (PHR), 2018 

   

 Table 2. Texas Palliative Care Programs by Public Health Region (PHR), 2018 

PHR # Hospitals (50 

or more beds) 

# with PC 

Program 

% with PC 

Program 

1 6 5* 83% 

2 5 2 40% 

3 60 33****** 55% 

4 13 4 31% 

5 8 3* 38% 

6 41 19*** 51% 

7 24 15**** 58% 

8 18 8 44% 

9 6 2 33% 

10 7 2 29% 

11 16 6* 35% 

Total 204 100 49% 

HHSC staff also reviewed the AHA data to provide a more granular analysis of the 

availability of hospital palliative care programs in Texas, which revealed that access 

to inpatient palliative care services varies significantly from community to 

community. As shown above (Figure 1), a much lower percentage of hospitals in 

Public Health Region (PHR) 4 (East Texas), PHR 9 (West Texas), and PHR 10 (West 

Texas) offer palliative care services than hospitals in other parts of the state. While 

most regions clearly trail the nation, PHR 1 (Panhandle) has a rate that is above the 

national average and PHR 7 (Austin/Central) also shows a relatively high 

performance. Both regions added hospital programs from 2014 to 2018, including 
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four new programs in PHR 7 (Table 2). Other regions adding programs include PHR 

1 (Panhandle) and PHR 11 (Rio Grande Valley) with one, PHR 6 (Houston) with 

three, PHR 7 with four, and PHR 3 with six. 

As with hospitals, more interdisciplinary professionals are entering the field of 

palliative care (Table 3). Between 2015 and 2019, Texas physicians with a hospice 

and palliative medicine (HPM) specialty increased by 38%, including a 75% jump 

for doctors listing HPM as their primary specialty; certified Advanced Practice 

Registered Nurses increased by 107%; Certified Hospice Medical Directors by 

147%; and palliative medicine fellows by 40%. 

Table 3. Growth by Palliative Care Profession, Texas, 2015 - 2019 

Professional 

Category 

Number 

2015 

Number 

2017 

Number 

2019 

% 

Increase 
from 2015 

- 2019 

Physicians with 

Palliative Specialty 

275 332 379 38% 

Primary 51 78 89 75% 

Secondary 224 254 290 29% 

Certified APRN 46 73 95 107% 

Certified Hospice 
Medical Director 

19 26 47 147% 

Palliative Medicine 

Fellow 

20 27 28 40% 

Source: Health Professions Resource Center, Center for Health Statistics, DSHS 

Table 4. Physicians with Primary or Secondary Specialty in Hospice and Palliative 

Medicine (HPM), by PHR, 2015 - 2019 

Public 

Health 
Region 

# HPM 

Physicians 
2015 

# HPM 

Physicians 
2017 

# HPM 

Physicians
2019 

# per 

100,000 
population 

(age 18 
years and 

older), 
2019  

# per 

100,000 
population 

(age 65 
years and 

older), 
2019 

1 9 12 11 1.65 8.4 

2 7 8 10 2.31 9.8 

3 62 77 97 1.63 10.2 

4 12 16 14 1.58 6.5 

5 10 15 15 2.5 10.9 

6 74 89 98 1.8 11.7 

7 41 46 51 1.9 11.6 
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Public 

Health 
Region 

# HPM 

Physicians 
2015 

# HPM 

Physicians 
2017 

# HPM 

Physicians
2019 

# per 

100,000 
population 

(age 18 
years and 

older), 

2019  

# per 

100,000 
population 

(age 65 
years and 

older), 

2019 

8 36 39 51 2.2 11.8 

9 11 9 8 1.6 9.2 

10 3 4 5 0.8 4.2 

11 10 17 19 1.15  6.4 

Totals 275 332 379 1.8 10.4 

Source: Health Professions Resource Center, Center for Health Statistics, DSHS 

Table 5: Number of Hospice and Palliative Credentialing Center (HPCC) certificates 

for ACHPNs in Texas, by Public Health Region (PHR), 2020 

 

Public 
Health 

Region 

Total number 
of HPCC 

certificates 

2020 

1 5 

2 4 

3 16 

4 3 

5 0 

6 31 

7 26 

8 12 

9 4 

10 1 

11 4 

Source: Hospice and Palliative Care Nurses Association 

The increase in palliative care workforce is broadly distributed across Texas (Table 

4). Only three regions, the rural regions of PHR 9 (West Texas), PHR 4 (Northeast 

Texas), and PHR 1 (North Texas) experienced a decline in palliative care physicians. 

Two regions with significant needs, PHR 2 (North Central Texas) and PHR 10 (West 

Texas), saw small but positive growth in HPM specialists relative to 2017. 

Additionally, Table 5 shows the geographic distribution of the number of Texas 

Advanced Practice Registered Nurses (APRNs) who have become nationally boarded 
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as advanced certified hospice and palliative nurses (ACHPNs). The national board 

certification is from the Hospice and Palliative Credentialing Center (HPCC). Overall, 

the extraordinary 107% growth in certified APRNs seen from 2015-2019 provides 

insight that APRNs have recognized the heath care needs for some of the most 

vulnerable Texans and are joining in efforts to help bridge the health care gap for 

supportive palliative care patients and families in Texas. 

Even with this initial progress, the Council recognizes that substantial gaps in care 

persist. Service levels and professional resources for palliative care remain below 

rates found in most other states, and, as leading experts point out, demand for 

patient-centered and family-focused palliative care will only continue to grow.9 The 

state still faces notable challenges to expand the availability of palliative care 

services to the national average. Moreover, within Texas, some communities, such 

as the Rio Grande Valley, El Paso, and rural areas generally, appear particularly 

disadvantaged with regard to the availability of palliative care infrastructure. 

Over the past four years, the Council has heard from a wide variety of healthcare 

professionals, subject matter experts, and stakeholders and reviewed a wide array 

of research and literature to create the recommendations discussed in this report. 

The report highlights the need for enhancing caregiver supports and services, 

adopting a Medicaid SPC benefit which includes reimbursement for telehealth/ 

telemedicine and respite care, increasing utilization of telehealth/telemedicine in 

Medicaid and for other payers, and changing eligibility requirements for the use of 

low-THC cannabis for cancer patients. 

The recommendations that follow, all adopted with no dissenting votes from the 

Council’s interdisciplinary members, reflect these findings and offer good faith 

solutions to meet the goals established by the Texas Legislature in HB 1874.10 The 

Council looks forward to continuing its service to the state of Texas and to helping 

ensure that all Texas families facing serious illness have the information and 

opportunity to choose care that fits their individual circumstances and values, and 

care that is of the highest possible quality based upon excellent interdisciplinary 

education and training opportunities. 

                                       

9 Lupu, D., Quigley, L., Mehfoud, N., and Salsberg, E.S. (April 2018). The Growing Demand for 
Hospice and Palliative Medicine Physicians: Will the Supply Keep Up?. Journal of Pain and Symptom 

Management. 55(4). 

10 One member, Jennifer Allmon, abstained from the vote on low-THC prescription medical cannabis. 
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6. Recommendations 

Policy Issue: Enhancing Family Caregiver Support 

The majority of healthcare providers do not assess the health, skills, employment, 

and willingness of family caregivers to take care of individuals with a serious illness. 

Family caregivers are often provided little, if any, training and educational 

information on how to properly carry out complex medical procedures, personal 

care, and care coordination tasks they are expected to provide as the primary 

caregiver. The current lack of standardized assessment of family participation in 

healthcare not only affects the experience of caregivers and care recipients, it also 

prevents the ability to assess how caregiver involvement influences the quality of 

clinical care and social services, limits the ability to create and spread evidence-

based interventions that strengthen the well-being of family caregivers and their 

ability to promote and provide quality care, and undermines credible accounting of 

the value that family caregivers bring to the health care delivery system and to 

society. 

Recommendation 1: 

Develop and implement effective mechanisms within Texas Medicaid to ensure that 

family caregivers of both adults and children are routinely identified and that their 

needs are assessed and supported in the delivery of health care services. To 

improve accountability and efficiency in care delivery, family-centered care 

alongside person-centered care should be prioritized in delivery system reform—

validating the importance of the roles of family caregivers and better supporting 

their involvement in caring for individuals with serious illnesses. In addition, Texas 

Medicaid should provide reimbursement for in-home respite services to family 

caregivers who care for individuals receiving supportive palliative care services. This 

could be executed by adopting a supportive palliative care benefit in Texas 

Medicaid, which includes providing in-home respite services to family caregivers. 

Achieving these goals will require the development of structured processes that will 

standardize the identification, assessment, and supports for family caregivers 

throughout the care delivery process by: 

● identifying family caregivers in the care recipient's medical record; 

● screening family caregivers to identify those who may be at risk themselves, 

or whose circumstances place the individuals they assist in harm's way; 

● assessing at-risk caregivers' needs, limitations, strengths, and personal risks 

across the full range of their expected caregiving tasks (medical care, 
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personal care, and care coordination) and that, at a minimum, asks family 

caregivers about their own health and well-being, level of stress, and types 

of training and supports they might need to continue their role; 

● developing a standardized process for identification, screening, and 

appropriate caregiver assessment that occurs at each point in care delivery 

for the care recipient—including delivery of publicly funded LTSS, annual 

wellness exams, physician visits, admission and discharge for hospitals and 

emergency rooms, and chronic care coordination and care transition 

programs; and 

● Develop a system of reimbursement for in-home respite services for family 

caregivers who care for individuals with a serious illness. 

Discussion 

In Texas, there is a lack of standardized processes of identification, screening, and 

assessment being done on family caregivers who care for individuals receiving 

supportive palliative care services. In addition to the lack of training and 

educational information available to caregivers, they may live in rural areas that 

lack respite services and public transportation systems that can bring in providers 

from other communities. Therefore, it is important for caregivers to be identified, 

screened, assessed, and provided with the necessary supports in order to ensure 

they are able to provide the highest quality of care for the care recipient. 

When caregivers do not provide the support necessary to adequately care for 

individuals with serious illnesses, health outcomes worsen, and healthcare costs 

rise. In fact, costly hospital readmissions for care recipients have been found to be 

related to the level of appropriate family caregiver support. In a survey of 178 

Medicare-certified home care agencies, stressors related to hospital readmission 

were acute illness of the patient, lack of caregiver support, and unsuitable home 

environment. Inadequate social support was also found to be a contributing factor 

in 21% of preventable hospital readmissions. In this study, greater use of tangible 

forms of social support by the caregiver was significantly related to fewer hospital 

readmissions of patients with chronic illness.11 Therefore, it is evident that family 

caregivers play a pivotal role in maintaining the health of care recipients and 

preventing costly hospital readmissions. It is essential that caregivers are identified, 

screened, and assessed to ensure that they have the capacity and support systems 

in place to adequately care for individuals with a serious illness. 

                                       

11 Schwarz KA, Elman CS. Identification of factors predictive of hospital readmissions for patients with 

heart failure. Heart Lung. 2003;32(2):88-99. doi:10.1067/mhl.2003.15 
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Reimbursing family caregivers who care for individuals with a serious illness for in-

home respite services would not only improve the health outcomes of the care 

recipient and caregiver, but also reduce overall healthcare costs for both the 

caregiver and the care recipient. Currently, an estimated 3.4 million family 

caregivers in Texas provide day-to-day care for people who are older, sick, or who 

have disabilities. These caregivers help keep their family members out of costly 

facilities such as hospitals or nursing homes. The unpaid work of Texas family 

caregivers is valued at about $35 billion annually.1 Additionally, in 2009, about 42.1 

million family caregivers in the United States provided care to an adult with 

limitations in daily activities at any given point in time, and about 61.6 million 

provided care at some time during the year. The estimated economic value of their 

unpaid contributions was approximately $450 billion in 2009, up from an estimated 

$375 billion in 2007. This amount ($450 billion) is more than total Medicaid 

spending in 2009, including both federal and state contributions for both health 

care and LTSS ($361 billion).12 However, family caregivers who don’t take time for 

themselves have been found to develop chronic health problems at nearly twice the 

rate of non-caregivers. Additionally, a recent survey of Texans age 45 or older 

found that one in six caregivers report being emotionally stressed.13 Family 

caregivers also consistently report more stress than non-caregivers. Chronic stress 

is associated with adverse health outcomes such as high blood pressure, poorer 

immune status, and mortality.14 Therefore, there is a clear need for reimbursement 

for in-home respite services for caregivers to give them some time to take care of 

themselves and reduce their own healthcare risks so that they can continue to 

provide their valuable services. 

Recommendation 2: 

Texas policy should promote an increase in the training and capacity of health care 

and social service providers to recognize and engage family caregivers and provide 

them with evidence-based supports and referrals to services in the community. 

Additionally, the Council recommends a supportive palliative care awareness bill 

with language that includes 1) education for all interdisciplinary teams on the 

                                       

12 Feinberg, Lynn, et al. "Valuing the invaluable: 2011 update, the growing contributions and costs of 

family caregiving." Washington, DC: AARP Public Policy Institute 32 (2011): 2011. 

13 AARP Research (2016). 2016 AARP Texas Caregiving Survey: Overwhelming Support for Lifespan 
Respite Care. AARP Texas. Retrieved from: https://hhs.texas.gov/sites/default/files/documents/about-

hhs/community-engagment/atw/atw-issue-brief-respite.pdf  

14 Fredman L, Cauley JA, Hochberg M, Ensrud KE, Doros G; Study of Osteoporotic Fractures. Mortality 

associated with caregiving, general stress, and caregiving-related stress in elderly women: results of 
caregiver-study of osteoporotic fractures. J Am Geriatr Soc. 2010;58(5):937-943. doi:10.1111/j.1532-

5415.2010.02808.x 

https://hhs.texas.gov/sites/default/files/documents/about-hhs/community-engagment/atw/atw-issue-brief-respite.pdf
https://hhs.texas.gov/sites/default/files/documents/about-hhs/community-engagment/atw/atw-issue-brief-respite.pdf
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differences between SPC and hospice, 2) documentation for discussion of options 

with medically capacitated patient and/or medical surrogate/medical power of 

attorney and 3) advance care planning discussions with documentation completion. 

Often the patient and primary caregivers ask, “Why was I not told about supportive 

palliative care and hospice before?” 

To ensure high-quality person and family-centered care by the healthcare 

workforce, family caregivers must be seen as a partner and as someone who may 

need additional information, training, care, and support. The following 

recommendations address core proficiencies for effectively incorporating family 

caregivers as part of a patient’s overall care team: 

● Provide specific educational information for healthcare professionals focused 

on the family caregiver's value as an additional partner in the delivery of 

care; 

● Implement protocols to assess the caregiver’s degree of ability and 

availability to best participate in overall care; 

● Educate, engage, and share information with the caregiver; 

● Identify caregiver health care and support needs; 

● Help caregivers obtain needed support by referring caregivers to appropriate 

services; and  

● Develop a system of reimbursement or paid leave for family caregivers who 

are temporarily removed from the job force as a result of the need to deliver 

around-the-clock primary caregiving services for their loved ones. 

Given the growing diversity of the supportive palliative care population as well as 

their caregivers, cultural competence in exercising these skills is essential to their 

effectiveness. 

Discussion: 

Family caregivers are often undervalued and ill-equipped with the training and 

knowledge necessary to appropriately care for their loved ones with serious 

illnesses. Caregivers may not have the personal capacity to cope with the stress 

and additional burden that can come with caregiving. For example, research shows 

that family caregivers of people living with dementia-related conditions, such as 

Alzheimer’s disease, may experience more stress than other caregivers due to the 

challenging behaviors that frequently accompany these conditions.3,4,5 

Additionally, many caregivers feel they have no choice about taking on caregiving 

responsibilities (49%). This sense of obligation is even higher in caregivers that 

provide 21 or more hours of care per week (59%) and live-in caregivers (64%). 

Sixty percent of caregivers in 2015 were employed at one point while also 
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caregiving.15 A recent study showed even trained nurses that were providing a 

dual role as a professional nurse and caregiver at home caregiving for an ill spouse 

for more than 9 hours per week revealed a significant increased risk of myocardial 

infraction or cardiac death.16 Most caregivers at home are not trained professional 

nurses and the health literacy and working knowledge of medical and physical care 

are substantial. 

Improving awareness of supportive palliative care services can lead to better 

outcomes in addition to improved fiscal stewardship by providing the desired care 

at the right time. These quality and cost-benefits for early supportive palliative care 

services have persistent, meaningful, and positive impacts on the patient, family, 

and health care team. Study findings are consistent in showing that adult serious 

illness patients receiving palliative care have lower hospital costs.16 One study 

found that hospital patients who received palliative care incurred on average 

$6,900 less in hospital costs during an admission than a matched group of patients 

who received usual care without the benefit of supportive palliative care services.17 

A similar meta-analysis study showed that hospital patients receiving a palliative 

care consultation within three days of admission had a statistically significant 

reduction in costs averaging $3,237 lower in total cost of care compared to usual 

care patients.17  

Therefore, providers must be trained to increase their awareness and engagement 

with family caregivers and available support resources. Providers should be aware 

of how to make an appropriate referral and what care coordination resources are 

available to their patients/caregivers in efforts to provide enhanced creative 

resource allocation and augmented support for the patient/caregiver/provider team. 

Understanding options regarding caregiving responsibilities for serious illness as 

well as information on how to care for their loved ones will provide an added layer 

of support during a period of high stress. Evidence shows that family caregivers 

often struggle to perform at optimal levels in their jobs as a result of caregiving. In 

fact, 70% of working caregivers suffer work-related difficulties due to their dual 

roles, and 69% of working caregivers report having to rearrange their work 

schedule, decrease their hours, or take unpaid leave in order to meet their 

                                       

15 National Alliance for Caregiving and AARP. (2015). Caregiving in the U.S. 
https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-
revised.pdf  

16 May P, Normand C, Cassel JB, et al. Economics of Palliative Care for Hospitalized Adults With 
Serious Illness: A Meta-analysis. JAMA Intern Med. 2018;178(6):820-829. 
doi:10.1001/jamainternmed.2018.0750 

17 Morrison RS, Dietrich J, Ladwig S, et al. Palliative care consultation teams cut hospital costs for 

Medicaid beneficiaries. Health Aff (Millwood). 2011;30(3):454-463. doi:10.1377/hlthaff.2010.0929 

https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
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caregiving responsibilities.18 This illustrates a clear need for the promotion of 

increased training, provider capacity, and awareness of supportive palliative care 

services in Texas. 

Policy Issue: Adoption of a Medicaid Community-based 

supportive palliative care benefit 

As detailed in the Council’s previous reports, individuals with a serious illness most 

often desire to be cared for in their home by family members and to have their pain 
and symptom burden managed to better improve their quality of life.19 Supportive 

palliative care (SPC) offers pain and symptom management services to help 

balance comfort and function, can be combined with disease modifying treatments 

to cure illness or extend life, and is most effective when delivered from both a 

patient and family centered perspective. In addition to improved positive quality 
outcomes, SPC provides opportunities for cost control and fiscal stewardship if 

started in the early stages of disease.20 However, in Texas, individuals with a 

serious illness who are on Medicaid are not able to be reimbursed for receiving SPC 

services in the earlier stages of their serious illness. Hospice care; however, is a 

reimbursable medical benefit that supports individuals and their families through 
the terminal stage of serious illness with a prognosis of six months or less, should 

the terminal illness follow the natural disease trajectory. The literature shows that 

SPC services are beneficial, and when properly utilized, can increase the quality of 

life for the patient, family, and health care team while supporting and honoring the 

patient’s wishes to be cared for by loved ones in their home versus in the hospital.21 

SPC is not dependent on prognosis or treatment. Utilization of SPC services has also 
been found to reduce hospital admissions and resource use among patients 

receiving these services.22 Additionally, SPC patients who were discharged from the 

hospital had significantly lower direct costs per admission when compared to usual 

care patients, demonstrating a significant cost savings benefit of utilizing palliative 

                                       

18 AARP Public Policy Institute. (2011). Valuing the Invaluable: 2011 Update– The Economic Value of 
Family Caregiving in 2009. https://www.caregiver.org/caregiver-statistics-work-and-caregiving  
19 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care 

Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 
https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-
presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 

20 Sinclair, S., and Meier, D. (2017). How States Can Expand Access to Palliative Care. Health Affairs. 
Retrieved from http://healthaffairs.org/blog/2017/01/30/how-states-can-expand-access-to-
palliativecare/ 

21 Davis MP, Temel JS, Balboni T, Glare P. A review of the trials which examine early integration of 
outpatient and home palliative care for patients with serious illnesses. Ann Palliat Med. 2015;4(3):99-
121. doi:10.3978/j.issn.2224-5820.2015.04.04 

22 Riolfi M, Buja A, et al. Effectiveness of palliative home-care services in reducing hospital admissions 

and determinants of hospitalization for terminally ill patients. Palliat Med. 2014 May;28(5):403-411 

https://www.caregiver.org/caregiver-statistics-work-and-caregiving
https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf
https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf


31 

care services.23,24  When patients have the right care, at the right time, for the right 

reason, everyone benefits. The improved fiscal stewardship is an additional benefit 
of providing early supportive palliative care services. The average return on 

investment for community based SPC is $3 for every $1 spent.18 Additionally, 

inpatient cost savings, depending on patient diagnosis, averages $2,000 to $4,000 

per patient/per stay whenever patients receive palliative care services.18 An SPC 

benefit for Texas Medicaid would consist of patient and family-centered care that 

optimizes quality of life by anticipating, preventing, and treating suffering. 

Recommendation 

Texas Medicaid should adopt a supportive palliative care benefit that reimburses for 

palliative care evaluation and management services, including pain and symptom 

management. In addition, the benefit should include emotional and spiritual care, 

counseling, training, and respite services for patients and family caregivers to 

enhance maintenance of the patient’s condition at home. Telemedicine services for 

all aspects of palliative care, including advance care planning should be included in 

the benefit. The Council also recommends giving signature authority for Advanced 

Practice Providers (APRN and PA) for in and out of hospital DNR/DNI documents, 

schedule II medications for symptom management, and allowing handicap placards 

to be signed. The Council acknowledges that all health care providers are in high 

demand and are being called to care for seriously ill patients regardless of their 

normal practice population and setting. Whether board certified in SPC and HC or 

not, health care providers are encountering an increasingly high volume of SPC and 

HC patients. Allowing health care providers (APRN, DO, MD and PA) to sign death 

certificates is recommended whether or not the patient is officially under the SPC or 

HC direct service line title. 

A recommendation to adopt an SPC benefit in Medicaid can be accomplished by: 

● Developing policies to encourage MCOs to pay for palliative care services for 

individuals with a serious illness on Medicaid using value-based payment 

models; 

● Establishing eligibility criteria for who can be provided the benefit; 

● Identifying billing codes to be used for the eligible conditions; and 

● Establishing the palliative care services that the benefit will offer. 

                                       

23 Morrison RS, Penrod JD, Cassel JB, et al. Cost savings associated with US hospital palliative care 

consultation programs. Arch Intern Med. 2008;168(16):1783-1790. 
doi:10.1001/archinte.168.16.1783 

24 Penrod JD, Deb P, Dellenbaugh C, et al. Hospital-based palliative care consultation: effects on 

hospital cost. J Palliat Med. 2010;13(8):973-979. doi:10.1089/jpm.2010.0038 
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Discussion 

The Council has been working with HHSC staff to develop a retrospective claims 

analysis to help determine potential eligibility criteria for those wishing to receive 

the SPC benefit. This study closely follows an analysis that California performed to 

determine eligibility criteria for its palliative care benefit, implemented through 

California’s Senate Bill 1004.25 

Eligibility Criteria 

1. The beneficiary is likely to or has started to use the hospital or emergency 

department as a means to manage his/her advanced disease. This refers to 

unanticipated decompensation and does not include elective procedures. 

2. The beneficiary has an advanced illness, as defined in section B below, with 

appropriate documentation of continued decline in health status, and is not 

eligible for or declines hospice enrollment. 

3. The beneficiary’s death within a year would not be unexpected based on 

clinical status.  

4. The beneficiary has either received appropriate patient-desired medical 

therapy or is a beneficiary for whom patient-desired medical therapy is no 

longer effective.  

5.  The beneficiary and, if applicable, the family/patient-designated support 

person, agrees to:  

a. Attempt, as medically/clinically appropriate, in-home, residential-based, 

or outpatient disease management/palliative care instead of first going to 

the emergency department; and  

b. Participate in Advance Care Planning discussions, although completion of 

an Advance Directive must not be required (as per Federal law). 

Disease-Specific Eligibility Criteria 

1. Stage 3+ Congestive Heart Failure (CHF)  

2. Stage 3+ Chronic Obstructive Pulmonary Disease (COPD) 

3. Advanced Cancer 

4. End Stage Liver Disease 

5. Middle/Moderate Stage Dementia 

6. Geriatric frailty 

                                       

25California’s Department of Health Care Services SB 1004 Medi-Cal Palliative Care Policy November 2017 Update. 
Retrieved from: https://www.dhcs.ca.gov/provgovpart/Documents/SB1004PalliativeCarePolicyDoc11282017.pdf 
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Supportive Palliative Care Services  

When a beneficiary meets the minimum eligibility criteria for palliative care, MCOs 

must authorize palliative care without regard to age. Palliative care must include, at 

a minimum, the following nine services when medically necessary and reasonable 

for the palliation or management of a qualified serious illness and related 

conditions: 

1. Advance Care Planning: Advance care planning for beneficiaries includes 

documented discussions between a provider (MD/DO, APRN or PA) or other 

qualified healthcare professional and a patient, family member, or legally-

recognized decision-maker. It starts with a Goals of Care discussion in which 

patient/surrogate understanding of illness is assessed, prognosis is shared, 

patient hopes, fears/worries, and trade-offs are explored, and 

recommendations are made. Counseling that takes place during these 

discussions addresses, but is not limited to, completion of advance 

directives/living will, Medical Power of Attorney (MPOA), Texas Out of 

Hospital DNR (OOHDNR) and evidence-based communication tools such as 

the Serious Illness Conversation Guide. Telehealth/Telemedicine services 

may be used as a reimbursable benefit to perform advanced care planning.  

2. Supportive Palliative Care Assessment and Consultation: Palliative care 

assessment and consultation services may be provided at the same time as 

advance care planning or in subsequent patient conversations. The palliative 

care consultation aims to collect both routine medical data and additional 

personal information not regularly included in a medical history or health risk 

assessment. During an initial and/or subsequent palliative care consultation 

or assessment, topics may include, but are not limited to: 

a. Assessment of symptom burden to include patient perceptions of quality 

of life and recommendations for palliation of the symptom burden 

b. Assessment of patient/surrogate understanding of illness progression and 

treatment options. 

c. Treatment plans, including palliative care and curative care  

d. Pain and symptom management with review of risk vs benefits and 

alternatives including medication side effects 

e. Emotional and social challenges 

f. Spiritual concerns 

g. Patient goals 

h. Advance Care Planning, such as the Medical Power of Attorney (MPOA), 

Advanced Directive/ Living Will, Durable Power of Attorney (DPOA) and in 

and out of hospital Do Not Resuscitate forms. 

i. Legally recognized decision maker per Texas Hierarchy of Signatures. 
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3. Plan of Care: A plan of care should be developed with the engagement of the 

beneficiary and/or his/her representative(s) in its design. If a beneficiary 

already has a plan of care, that plan should be updated to reflect any 

changes resulting from the palliative care consultation or advance care 

planning discussion. A beneficiary’s plan of care must include all authorized 

palliative care, including but not limited to pain and symptom management 

and curative care. 

4. Interdisciplinary Palliative Care Team: The palliative care team is an 

interdisciplinary health care team who work together to meet the physical, 

medical, psychosocial, emotional, and spiritual needs of beneficiaries and 

their families and are able to assist in identifying sources of pain and 

discomfort for the beneficiary. This may include problems with breathing, 

fatigue, depression, anxiety, insomnia, bowel or bladder, dyspnea, nausea, 

etc. The SPC team will also address other issues such as medication services, 

psychosocial resources, spiritual care, and allied health needs. The team 

members must provide all authorized palliative care. The Council 

recommends that the palliative care team include, but is not limited to the 

following team members, a prescribing healthcare clinician (physician, APRN, 

PA), a registered nurse or license vocational nurse, a social worker, a 

chaplain, and any other persons/professionals who can enhance the quality 

of life for both the SPC patient and his/her family (pharmacist, 

physical/speech/occupational therapist, child life specialist, nutritionist, 

psychologist, etc.). 

5. Care Coordination: A member of the palliative care team should provide 

coordination of care, ensure continuous assessment of the beneficiary’s 

needs, and implement the plan of care. 

6. Pain and Symptom Management: Adequate pain and symptom management 

is an essential component of SPC. Prescription drugs, physical therapy, and 

other medically necessary services may be needed to address beneficiary 

pain and other symptoms. The beneficiary’s plan of care must include all 

services authorized for pain and symptom management. 

7. Mental Health and Medical Social Services: Counseling and social services 

must be available to the beneficiary and family caregiver to assist in 

minimizing the stress and psychological problems that arise from a serious 

illness, related conditions, and the dying process. Counseling services 

facilitated by the SPC team may include, but are not limited to: 

psychotherapy, bereavement counseling, medical social services/care 

coordination, and discharge planning as appropriate. 

8. Training and Respite Services for Family Caregivers: Training on proper care 

of the patient must be available to the family caregiver to aid in appropriate 

care and symptom management of the patient as well as to reduce stress on 
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the caregiver. Additionally, respite services must be provided to reduce 

caregiver burnout and ensure proper care of the patient. 

9. Use of telemedicine to provide supportive palliative care services: 

Telemedicine should be used as an alternate service delivery method to 

minimize travel burden on the patient and improve access to the SPC team. 

Policy Issue: Promote the Use of Telehealth and 

Telemedicine for Supportive Palliative Care 

Telehealth and telemedicine are important tools to provide supportive palliative 

care (SPC) services and can significantly improve access and availability of health 

care providers to their patients as well as to each other, especially in rural areas. 

Telehealth refers to a broad collection of electronic and telecommunications 

technologies and services that support at-a-distance healthcare delivery and 

services. Telehealth technologies and tactics support virtual medical, health, and 

education services.26 Telemedicine on the other hand, is defined as the practice of 

medical care using technology to deliver care at a distance, over a 

telecommunications infrastructure, between a patient at an originating (spoke) site 

and a prescribing clinician (physician, APRN, PA), at a distant (hub) site. Telehealth 

for SPC can be used to facilitate remote provider training and peer to peer provider 

mentoring to promote a stronger SPC workforce.27 Telemedicine for SPC can be 

used for advance care planning consultations, provider consultations with patients 

who are home-bound or living in rural areas, and for patient referrals to 

telemedicine consultations with specialists. Utilizing telemedicine as an alternate 

method of service delivery has been shown to provide a cost-savings benefit to 

both the patient and provider by eliminating the cost of travel for the patient, 

reducing frequency of emergency department visits, and reducing the overall cost 

of care.28,29 Additional studies have shown that when early advanced care planning 

is conducted for nursing home residents cost savings equal $2 for every $1 

                                       

26 Telehealth and Telemedicine Policies. Retrieved from: 
https://www.aafp.org/about/policies/all/telemedicine.html 

27 Kidd L, Cayless S, Johnston B, Wengstrom Y. Telehealth in palliative care in the UK: a review of the 

evidence. J Telemed Telecare. 2010;16(7):394-402.  

28 Watanabe, Sharon M., et al. Improving access to specialist multidisciplinary palliative care 
consultation for rural cancer patients by videoconferencing: report of a pilot project. Supportive Care 

in Cancer. 2013;21(4):1201-1207.  

29 Telebehavioral Health: The ROI for Long-Term Care (2018). Rossiter, L., Austin, W., & Gammon, J. 

https://www.aafp.org/about/policies/all/telemedicine.html
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spent.30,31 In addition, using telemedicine to facilitate advance care planning 

consultations eliminates the need for travel, thereby increasing patient access to a 

provider, overall patient satisfaction, and an increase in the number of patients who 

complete advanced directive documents during a telemedicine visit.32  

Recommendation  

Texas policy should promote the use of telehealth and telemedicine to provide high 

quality interdisciplinary supportive palliative care services, especially in rural areas. 

Additionally, Texas Medicaid should consider adopting a Medicaid benefit for 

supportive palliative care that includes coverage of telemedicine services. 

Commercial insurance and other payers can also reap the benefits of telemedicine 

and should also be encouraged to support its use and provide adequate 

reimbursement. Ongoing telehealth service reimbursement for the entire 

interdisciplinary SPC team should be permanently adopted. The pathway for 

increasing access to supportive palliative care through the use of telehealth and 

telemedicine includes: 

● Promoting the use of telemedicine for the discussion of advance care 

planning (ACP) and completion of advance directives/living will, medical 

power of attorney, in and out of hospital DNR forms, and other patient 

centered healthcare directives. As stated in the Council’s previous report, 

information from ACP conversations should be entered into written and 

signed advance directives and recorded in the medical records of each 

patient seen at least annually, no matter the purpose of a visit;33 

● Utilizing telemedicine to expand the capabilities of providers in both rural and 

urban areas to refer patients to specialists via telemedicine consultations; 

and 

● Enabling providers to conduct peer to peer consultations, trainings, and 

mentoring via telehealth to enhance the palliative care workforce. 

                                       

30 Molloy DW, Guyatt GH, Russo R, et al. Systematic implementation of an advance directive program 
in nursing homes: a randomized controlled trial. JAMA. 2000;283(11):1437-1444.  

31 Hammes BJ, Rooney BL. Death and end-of-life planning in one midwestern community. Arch Intern 
Med. 1998;158(4):383-390.  

32 Stinson, Matt, et al. Compassionate Technology: Palliative Care Telemedicine in the Rural Hospital 

Setting (QI741). Journal of Pain and Symptom Management 57.2 (2019): 478. 

33 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care 

Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 
https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-

presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 
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Discussion 

Telemedicine should be utilized for advance care planning discussions with patients 

and providers to discuss their serious illness and its impact on preferences for 

health care treatment options, and patient centered goals of care. Advance Care 

Planning should be a fluid and flexible process to help patients with decision-making 

capacity guide future health care decisions in case they become unable to 

participate directly in their care.34 The process involves four steps: (1) thinking 

through one's relevant values and preferences, (2) talking about one's values and 

preferences with one’s representative, family members, and health care providers, 

(3) documenting them with advance directives, and (4) reviewing and updating 

them periodically.18 If advance care plans have not been discussed, patients who 

become incapacitated have little control over their medical treatment plan and are 

more likely to undergo unwanted treatments and tests that are often non-beneficial 

at end of life, which can cause more hurt than help. Unwanted care is a burden not 

only for patients and families, but also for the health care system. By encouraging 

the use of telemedicine to conduct advance care planning consultations, patients 

have the opportunity to ensure that their goals of life and goals for treatment are 

understood and clearly documented before a crisis occurs. While the importance of 

advance care planning is now gaining national recognition, studies show that 4 in 

10 Americans age 65 and older do not have advance directives if a time comes 

when they cannot speak on their own.35 Additionally, minority populations and 

those with lower incomes or education levels are less likely to complete advance 

directives, another important reason for Texas to support provider reimbursement 

using telemedicine consultations for advance care planning.36,37 By adopting a 

Texas Medicaid SPC benefit that includes telehealth and telemedicine 

reimbursement for ACP structured similarly to what is now allowed under Medicare, 

Texas would improve access to this vital service, especially to individuals in rural 

areas. 

Utilizing telemedicine as an alternative service delivery method for SPC allows 

providers in both rural and urban areas to have greater access to patients and 

provide referrals for telemedicine consultations with specialists. Studies have shown 

                                       

34 Advance Care Planning & Advance Directives. Retrieved from: 

https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/54 

35 Pew Research Center, “Views on End-of-Life Medical Treatments,” November 2013, 
http://www.pewforum.org/2013/11/21/views-on-end-oflife-medical-treatments/ 

36 Anne Wilkinson, Neil Wenger, and Lisa R. Shugarman. Literature Review on Advance Directives. 
HHS Office of the Assistant Secretary for Planning and Evaluation, June 2007. Retrieved from: 
http://aspe.hhs.gov/daltcp/reports/2007/advdirlr.pdf 

37 Carr D. Racial differences in end-of-life planning: why don't Blacks and Latinos prepare for the 

inevitable?. Omega (Westport). 2011;63(1):1-20. 
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improved continuity of care, improved clinical effectiveness, reduced costs, and 

more efficient use of resources and specialist staff, as well as improved reliability 

and accuracy of the information exchanged when telemedicine services were 

used.38,39 Additionally, telemedicine conducted by a hospital SPC specialist through 

videoconferencing was comparable to hospital referral for face-to-face medicine.40
 

Therefore, adopting a telemedicine benefit for Texas Medicaid as well as 

encouraging commercial insurance and other payers to reimburse all SPC team 

providers for telemedicine services would achieve a cost-savings benefit while 

maintaining high-quality care for the patient.  

Telehealth is a valuable tool that can provide faster access to health professionals, 

better use of time, and improved efficiency of service delivery.41 Telehealth also 

reduces travel burden and the problems associated with access to care for 

individuals living in rural areas.42,43 Additional research has shown that telehealth 

can be a valuable resource for disseminating best practice information and can 

serve as a cost-effective and feasible alternative for offering regular and timely 

training and support for SPC team professionals.44,45 In Texas, policies should be 

established that promote the delivery of SPC via telehealth for performing 

videoconferencing for interactive case discussions, provider mentoring, and training 

and education of SPC and other related health care staff. This would ensure that 

SPC team providers are supported and provided with continuous education. 

                                       

38 Marie Curie Cancer Care. Telemedicine Supporting Delivering Palliative Care Services and Education 
in Rural Wales. Press Release. Marie Curie Cancer Care, 2008 

39 Young, G. Implementing a patient administration system. European Journal of Palliative Care 7.1 

(2000): 26-28. 

40 Di Cerbo A, Morales-Medina JC, Palmieri B, Iannitti T. Narrative review of telemedicine consultation 
in medical practice. Patient Prefer Adherence. 2015;9:65-75. Published 2015 Jan 13. 

41 Brigden, M , Minty, A , Pilatzke, S , della Vedova, L , Sherrington, L , McPhail, K . Strengths and 

weaknesses of teleoncology. Oncology Exchange 2008;7:8–12 

42 Higginson, Irene J., et al. Scoping exercise on generalist services for adults at the end of life: 
research, knowledge, policy and future research needs. London: National Coordinating Centre for 

Service Delivery and Organisation (NCCSDO) (2007). 

43 Campbell, NC , Iversen, L , Farmer, J , Guest, C , MacDonald, J . A qualitative study in rural and 
urban areas on whether–and how–to consult during routine and out of hours. BMC Fam Pract 

2006;7:26. 

44 Marie Curie Cancer Care . Telemedicine Supporting Delivering Palliative Care Services and Education 
in Rural Wales. Press Release. Marie Curie Cancer Care, 2008. 

45 Regnard, Claud. Using videoconferencing in palliative care. Palliative Medicine 14.6 (2000): 519-

528. 
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Policy Issue: Amending the language around House Bill 

3703 to change requirements for the use of low-THC 

cannabis for cancer patients 

Pain and symptom management is vital to ensuring the best quality of life for 

individuals facing serious illness, including cancer. Improved pain and symptom 

management may be one reason that early Supportive Palliative Care is associated 

with improved survival in metastatic cancer. Unfortunately, a relatively new tool in 

the pain and symptom management tool kit, low-THC medical cannabis, is currently 

available under HB 3703, 86th Legislature, Regular Session, 2019 only for terminal 

(late-stage) cancer patients. This limitation makes little sense as high dose 

synthetic THC is available at any stage of cancer. Low-THC medical cannabis should 

be allowed to be prescribed for all cancer patients at all stages of disease, just as 

high dose synthetic THC is. 

Recommendation 

The Texas legislature should amend House Bill 3703, 86th Legislature, Regular 

Session, to replace “terminal cancer” with the words “cancer of any stage with 

symptoms the physician believes may be improved by low-THC prescription medical 

cannabis.46 These symptoms may include pain, anorexia, nausea, anxiety, myalgia, 

fatigue, or any other symptom or symptom complex the physician determines 

appropriate for a trial of low-THC medical cannabis.” 

Discussion 

This recommendation represents the desire for amending HB 3703 to replace the 

restriction of low-THC medical cannabis from terminal patients only to all cancer 

patients under medical supervision to improve access to pain and symptom 

management treatments in Texas. 

                                       

46 HB 3703. Retrieved from: https://legiscan.com/TX/text/HB3703/id/2027375/Texas-2019-HB3703-

Enrolled.html 

https://legiscan.com/TX/text/HB3703/id/2027375/Texas-2019-HB3703-Enrolled.html
https://legiscan.com/TX/text/HB3703/id/2027375/Texas-2019-HB3703-Enrolled.html
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7. Conclusion 

The 84th Texas Legislature (2015) established the Palliative Care Interdisciplinary 

Advisory Council to provide objective evaluation and consensus recommendations 

to increase the availability of patient and family-focused palliative care in Texas and 

to assist the HHS system with the establishment and operation of a palliative care 

information and education program. Since launching this ongoing initiative, the 

state has made discernable progress toward increasing awareness of palliative care 

and developing capabilities to deliver services across the state. To build on this 

momentum, the Council convened four times during 2020 in Austin as well as 

virtually to develop the findings and recommendations published in this 2020 

report. The meetings occurred in full public view and in partnership with the many 

stakeholders committed to improving palliative care services in Texas. The Council's 

assessment reaffirms the Legislature's original belief that significant and broad 

improvements in palliative care are possible in Texas and such improvements will 

contribute to better outcomes, higher satisfaction, and smarter spending for 

patients, families, and payers. The Council hopes its third report can serve as a 

renewed catalyst for a sustained quality improvement effort and looks forward to 

continuing its work to make Texas the national leader for providing appropriate, 

compassionate, and high quality palliative care to patients and families at any age 

and at any stage of serious illness. 
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List of Acronyms 

Acronym Full Name 

ACS American Care Society 

ACP Advance Care Planning 

AHA American Hospital Association 

APRN Advanced Practice Registered Nurse 

ARU Acute Rehabilitation Unit 

ASCO American Society of Clinical Oncology 

CAPC Center to Advance Palliative Care 

CDC Centers for Disease Control 

CPR Cardiopulmonary Resuscitation 

CPT Current Procedural Terminology 

DNR Do Not Resuscitate 

DO Doctor of Osteopathic Medicine 

ED Emergency Department 

EMS Emergency Medical Service 

ESAS Edmonton Symptom Assessment Scale 

HB House Bill 

HC Hospice Care 

HHSC Health and Human Service Commission 

HPC Hospice Palliative Care 

HPM Hospice Palliative Medicine 

HR House Resolution 

ICU Intensive Care Unit 

IOM Institute of Medicine 

LTCF Long Term Care Facility 

LTAC Long Term Acute Care 

MCO Managed Care Organization 

MD Doctor of Medicine 

NAM National Academy of Medicine 
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Acronym Full Name 

NEJM New England Journal of Medicine 

NSAID Nonsteroidal Anti-Inflammatory Drug 

NP Nurse Practitioner 

OOHDNR Out of Hospital Do-Not-Resuscitate 

PA Physician Assistant 

PC Palliative Care 

PCIAC Palliative Care Interdisciplinary Advisory Council 

PHR Public Health Region 

PPS Palliative Performance Scale 

SB Senate Bill 

SPC Supportive Palliative Care 

TPCIAC Texas Palliative Care Interdisciplinary Advisory Council 
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Appendix 

Table 6: Behavioral Risk Factor Surveillance System, 2018 

Medical Preferences, Adults 65+ 

Question: If a terminal illness or serious accident left you unable to 

communicate, would a family member, friend, doctor, or other person 

know your medical or health care treatment preferences? 

Demographics Sample 

Size 

% 95% CI % 95% CI 

Sex: Male 1,242 79.4 (73.1 - 84.6) 20.6 (15.4 - 26.9) 

Sex: Female 1,992 85.1 (79.1 - 89.5) 14.9 (10.5 - 20.9) 

Race/Ethnicity: White, Non-

Hispanic 

2,434 88.2 (84.7 - 90.9) 11.8 (9.1 - 15.3) 

Race/Ethnicity: Black, Non-
Hispanic 

228 66.3 (45.4 - 82.3) 33.7 (17.7 - 54.6) 

Race/Ethnicity: Hispanic 410 75.4 (64.3 - 83.9) 24.6 (16.1 - 35.7) 

Race/Ethnicity: 

Other/Multiracial, Non-Hispanic 

109 67.6 (40.1 - 86.7) R (. - .) 

Education: Less than high 
school 

360 72.5 (60.2 - 82.1) 27.5 (17.9 - 39.8) 

Education: High school 
graduate and some college 

1,654 84.6 (79.0 - 88.9) 15.4 (11.1 - 21.0) 

Education: College graduate 1,230 89.0 (84.7 - 92.3) 11.0 (7.7 - 15.3) 

Income: <$25,000 742 80.5 (72.0 - 86.9) 19.5 (13.1 - 28.0) 

Income: $25,000 to <$50,000 683 83.5 (74.9 - 89.6) 16.5 (10.4 - 25.1) 

Income: $50,000+ 1,044 88.2 (83.1 - 91.9) 11.8 (8.1 - 16.9) 

Marital Status: Married 1,586 83.6 (78.3 - 87.9) 16.4 (12.1 - 21.7) 

Marital Status: Unmarried 1,649 82.1 (75.1 - 87.5) 17.9 (12.5 - 24.9) 

Disability: Yes 1,508 79.0 (71.3 - 85.0) 21.0 (15.0 - 28.7) 

Disability: No 1,706 86.1 (82.0 - 89.4) 13.9 (10.6 - 18.0) 

Health Insurance: Yes 3,174 84.8 (80.8 - 88.1) 15.2 (11.9 - 19.2) 

Health Insurance: No 66 41.7 (22.9 - 63.3) 58.3 (36.7 - 77.1) 

Chronic Condition: Yes 3,022 83.0 (78.6 - 86.7) 17.0 (13.3 - 21.4) 

Chronic Condition: No 229 79.4 (67.6 - 87.6) 20.6 (12.4 - 32.4) 

Total 3,252 82.8 (78.6 - 86.2) 17.2 (13.8 - 21.4) 

Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 

30%, estimate unreliable and not displayed. All reported rates are weighted for Texas demographics 
and the probability of selection. Prepared by: Center for Health Statistics, Texas Department of State 

Health Services 
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Table 7: Texas Behavioral Risk Factor Surveillance System, 

2018 

Medical Preferences by Risk Factor, Adults 65+ 

Question: If a terminal illness or serious accident left you unable to 

communicate, would a family member, friend, doctor, or other person 

know your medical or health care treatment preferences? 

Ever Diagnosed with 

Any Cancer? 

Sample Size % Yes Yes 95% CI % No No 95% CI 

Yes 1,044 86.4 % (75.4 - 92.9) R (. - .) 

No 2,179 81.4 % (76.7 - 85.3) 18.6 % (14.7 - 23.3) 

 

Heart Disease? Sample Size % Yes Yes 95% CI % No No 95% CI 

Yes 603 80.2 % (70.6 - 8733) R (. - .) 

No 2,595 83.5 % (78.7 - 87.4) 16.5 % (12.6 - 21.3) 

 

Cardiovascular 

Disease? 

Sample Size % Yes Yes 95% CI % No No 95% CI 

Yes 758 78.9 % (69.9 - 85.8) R (. - .) 

No 2,439 84.1 5 (79.2 - 88.1) R (. - .) 

 

Diabetes? Sample Size % Yes Yes 95% CI % No No 95% CI 

Yes 824 83.8 % (77.2 - 88.7) R (. - .) 

No 2,420 82.3 % (77.0 - 86.7) R (. - .) 

Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 
30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services 
Commission 
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Table 8: Texas Behavioral Risk Factor Surveillance 

System, 2018 

Medical Preferences by Region, Adults 65+ 

Question: If a terminal illness or serious accident left you unable to 

communicate, would a family member, friend, doctor, or other person 

know your medical or health care treatment preferences? 

Variable Sample 

Size 

% 

Yes 

Yes 95% CI % 

No 

No 95% CI 

Public Health Region – Texas: 

1/2 

296 90.7 (79.0 - 96.2) N (.-.) 

Public Health Region – Texas: 
3 

631 88.9 (84.5 - 92.2) R (.-.) 

Public Health Region – Texas: 

4/5 

379 73.5 (57.0 - 85.3) R (.-.) 

Public Health Region – Texas: 
6 

389 83.3 (70.9 - 91.1) N (.-.) 

Public Health Region – Texas: 

7 

841 77.3 (63.1 - 87.2) R (.-.) 

Public Health Region – Texas: 

8/11 

421 82.7 (72.9 - 89.5) R (.-.) 

Public Health Region – Texas 
9/10 

164 83.3 (69.9 - 91.4) N (.-.) 

Border: Yes 316 80.1 (69.9 - 87.5) R (.-.) 

Border: No 2,805 83.8 (79.6 - 87.3) 16.2 (12.7 - 20.4) 

Metro Statistical Area: Yes 2,627 85.4 (81.54 - 88.7) 14.6 (11.3 - 18.6) 

Metro Statistical Area: No 494 73.9 (61.7 - 83.2) R (.-.) 

Total 3,121 83.5 (79.7 - 86.8) 16.5 (13.2 - 20.3) 

Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 
30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services 
Commission 
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Table 9: Texas Behavioral Risk Factor Surveillance System, 

2018 

Advance Directive, Adults 65+ 

Question: Do you have a written advance directive? 

Demographics Sample 
Size 

% 
Yes 

Yes 95% CI % No No 95% CI 

Sex: Male 1,246 46.3 (39.8 - 52.9) 53.7 (47.1 - 60.2) 

Sex: Female 1,998 54.8 (49.3 - 60.3) 45.2 (39.7 - 50.7) 

Race/Ethnicity: White, Non-
Hispanic 

2,431 60.5 (55.6 - 65.1) 39.5 (34.9 - 44.4) 

Race/Ethnicity: Black, Non-

Hispanic 

227 38.3 (22.3 - 57.2) 61.7 (42.8 - 77.7) 

Race/Ethnicity: Hispanic 423 30.6 (22.9 - 39.5) 69.4 (60.5 - 77.1) 

Race/Ethnicity: Other/Multiracial, 
Non-Hispanic 

111 40.7 (22.3 - 62.1) 59.3 (37.9 - 77.7) 

Education: Less than high school 374 30.2 (21.8 - 40.2) 69.8 (59.8 - 78.2) 

Education: High school graduate 

and some college 

1,656 54.1 (48.5 - 59.6) 45.9 (40.4 - 51.5) 

Education: College graduate 1,223 67.5 (61.6 - 72.9) 32.5 (27.1 - 38.4) 

Income: <$25,000 751 41.5 (33.0 - 50.5) 58.5 (49.5 - 67.0) 

Income: $25,000 to <$50,000 683 50.0 (41.6 - 58.4) 50.0 (41.6 - 58.4) 

Income: $50,000+ 1,043 61.1 (53.6 - 68.2) 38.9 (31.8 - 46.4) 

Marital Status: Married 1,592 49.0 (43.2 - 54.9) 51.0 (45.1 - 56.8) 

Marital Status: Unmarried 1,650 54.4 (48.2 - 60.5) 45.6 (39.5 - 51.8) 

Disability: Yes 1,516 47.2 (40.5 - 53.9) 52.8 (46.1 - 59.5) 

Disability: No 1,705 55.7 (50.2 - 61.1) 44.3 (38.9 - 49.8) 

Health Insurance: Yes 3,184 52.7 (48.3 - 57.0) 47.3 (43.0 - 51.7) 

Health Insurance: No 69 R (. - .) 74.1 (53.6 - 87.7) 

Chronic Condition: Yes 3,031 51.7 (47.2 - 56.2) 48.3 (43.8 - 52.8) 

Chronic Condition: No 229 48.2 (35.3 - 61.2) 51.8 (38.8 - 64.7) 

Total 3,261 51.4 (47.1 - 55.7) 48.6 (44.3 - 52.9) 

Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 

30%, estimate unreliable and not displayed. Prepared by: Center for Health Statistics, Texas 
Department of State Health Services 
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Table 10: Texas Behavioral Risk Factor Surveillance 

System, 2018 

Advance Directive by Risk Factor, Adults 65+ 

Question: Do you have a written advance directive? 

Ever Diagnosed with Any 
Cancer? 

Sample 
Size 

% 
Yes 

Yes 95% CI % 
No 

No 95% CI 

Yes 1,035 57.3 (49.2 - 65.0) 42.7 (35.0 - 50.8) 

No 2,199 49.1 (44.1 - 54.2) 50.1 (45.8 - 55.9) 

 

Heart Disease? Sample 
Size 

% 
Yes 

Yes 95% CI % 
No 

No 95% CI 

Yes 602 59.1 (49.7 - 67.8) 40.9 (32.2 - 50.3) 

No 2,605 50.7 (45.8 - 55.5) 49.3 (44.5 - 54.2) 

 

Cardiovascular Disease? Sample 
Size 

% 
Yes 

Yes 95% CI % 
No 

No 95% CI 

Yes 755 58.8 (50.5 - 66.7) 41.2 (33.3 - 49.5) 

No 2,450 50.4 (45.4 - 55.5) 49.6 (44.5 - 54.6) 

 

Diabetes? Sample 

Size 

% 

Yes 

Yes 95% CI % 

No 

No 95% CI 

Yes 830 45.2 (37.2 - 53.4) 54.8 (46.6 - 62.8 

No 2,423 54.0 (49.0 - 59.0) 46.0 (41.1 - 51.0) 

Prepared by: Texas Health and Human Services Commission 
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Table 11: Texas Behavioral Risk Factor Surveillance 

System, 2018 

Advance Directive by Region, Adults 65+ 

Question: Do you have a written advance directive? 

Variable Sample 
Size 

% 
Yes 

Yes 95% CI % 
No 

No 95% CI 

Public Health Region – 
Texas: 1/2 

298 62.7 (45.9 - 77.0) R (.-.) 

Public Health Region – 

Texas: 3 

630 54.9 (47.5 - 62.1) 45.1 (37.9 - 52.5) 

Public Health Region – 
Texas: 4/5 

376 R (.-.) 60.2 (45.8 - 73.1) 

Public Health Region – 

Texas: 6 

388 51.5 (40.0 - 62.8) 48.5 (37.2 - 60.0) 

Public Health Region – 

Texas: 7 

841 57.2 (46.5 - 67.3) 42.8 (32.7 - 53.5) 

Public Health Region – 
Texas: 8/11 

426 44.8 (35.1 - 54.9) 55.2 (45.1 - 64.9) 

Public Health Region – 

Texas: 9/10 

169 R (.-.) 58.4 (42.5 - 72.7) 

Border: Yes 328 R (.-.) 69.9 (57.6 - 79.8) 

Border: No 2,800 53.2 (48.7 - 57.7) 46.8 (42.3 - 51.3) 

Metro Statistical Area: Yes 2,638 51.3 (46.7 - 56.0) 48.7 (44.0 - 53.3) 

Metro Statistical Area: No 490 50.1 (38.3 - 61.9) 49.9 (38.1 - 61.7) 

Total 3,128 51.1 (46.8 - 55.5) 48.9 (44.5 - 53.2) 

Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 

30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services 

Commission 
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Texas Palliative Care Interdisciplinary 

Advisory Council (PCIAC) Personal Statement 

As an appointed member of the Palliative Care Interdisciplinary Advisory Council, I 

have worked with my colleagues on the Advisory Council to improve supportive 

palliative care (SPC) and identify some of the barriers to increasing access, 

education, workforce and awareness of supportive palliative health care services for 

the citizens of Texas. The attached 2020 Legislative Report is the result of the 

Council’s efforts to continue to provide meaningful, innovative recommendations 

while mindful of appropriate fiscal stewardship during appropriation considerations 

in this unprecedented time. 

Based on research for the 2020 report and the interprofessional experiences of the 

Council, Texas continues to advance SPC and is now recognized nationally by the 

Center to Advance Palliative Care and the National Academy of State Health Policy. 

Texas is now considered one of the “pioneers” in SPC as we make consistent strides 

and efforts for the most vulnerable Texans. I am very appreciative of the legislative 

body in creating a standalone definition of SPC that clearly delineates the service 

line from the hospice care service line in the Texas Health and Safety Code. The 

recent legislation passed in the 86th session by Senator Johnson and Chairman 

Zerwas has assisted in decreasing the fragmentation of care from clinicians and 

unnecessary emotional, physical, spiritual and financial stressors among 

consumers. 

Texans living with serious and life-limiting illnesses, their caregivers and the 

clinicians who make every effort to improve their quality of life during high stress 

times are in need of more legislative help. Specifically, there needs to be a more 

distinct recognition in the form of a SPC awareness bill complemented with the 

formal creation and adoption of a comprehensive SPC-benefited service line in the 

Texas Medicaid program. COVID-19 has shed a brighter spotlight upon the high 

volume of SPC clinician workforce needs and the crescendoing and ever-evolving 

complex needs of vulnerable Texans. COVID-19 has also produced more complex 

and serious illness patients who need SPC. 

The Council acknowledged in the current pandemic secondary to COVID-19 that all 

health care providers are in high demand and are being called to care for primary, 

specialty and seriously ill patients regardless of their normal practice population, 

service lines and settings. The Council appreciated the Texas legislative waiver 

efforts during this unprecedented time. As the volume in Texas health care needs 

continue to escalate in parallel with primary, specialty and serious and often life 

limiting illness, we encourage the Texas legislature to utilize all available human 
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capital to their full extent of education, training, licensure and certification thereby 

increasing access to high quality and affordable health care across the settings and 

life continuum. Allowing and supporting creative innovation by advancing telehealth 

assists health care clinicians in improving access to our large and vast state. This 

improves the overall health outcome and quality of life of both consumers and 

clinicians while improving creative resource allocation and decreasing cost to 

Texans and the state. 

Texas has a proven and fiscally responsible SPC blueprint for creation of a new SPC 

benefit in the Texas Health and Human Services Medicaid program. The outlined 

SPC blueprint can realistically meet the needs of consumers and clinicians while 

improving awareness, service line utilization and fiscal burden. The SPC blueprint 

outlined in the 2020 report is based on recognition of a multidimensional and 

comprehensive SPC benefit line for clinicians, consumers and payors. 

From inpatient to community-based care, SPC has a proven record of success in 

enhancing quality of life for the consumer and relieving burden on the clinician, 

while improving fiscal medical resources. The economic case is clear. Improved 

fiscal stewardship is the fringe benefit of providing early gold-standard SPC 

services. The average community-based palliative care savings is $3 to $1 

(Community Palliative Care Pilot Expansion Program, 2017). When early advanced 

care planning is done, the average cost savings is $2 to $1 (Molloy, et al, (2000); 

Hammes & Rooney, 1998). The inpatient cost savings, depending on diagnosis, 

averages $2k to $4k per patient/per stay (Morrison, et al, 2018). 

Achieving high quality SPC requires teams to operate under the gold standard with 

evidenced-based interdisciplinary teams which were outlined in the 2018 report. 

This language remains aspirational for now until more moving variables can be 

secured in place for Texans. These nationally accepted standards of SPC practice 

help ensure standardization, quality, and safety to support positive patient 

outcomes across Texas. When patients are aware and afforded early access to 

evidenced based SPC the benefits to the patient, family, caregiver, health care 

teams and health care systems are tremendously positive. When patients have the 

right care, at the right time, for the right reason, everyone positively benefits. 

Texans with serious illness have associated complex comorbidities that benefit from 

high quality SPC consultations which necessitate complex communication, 

education and palliation within the patient-centered care goals of care. 

The Texas SPC workforce is making significant strides to meet the needs in Texas 

with access, affordability and quality. Texas requires more fiscally responsible 

human capital. The Texas advanced practice registered nurses (APRNs) growth 

seen at 107% since 2015 is extraordinary. This brings the total to 95 APRNs who 

are nationally board certified in palliative care and hospice care as of 2019. Texas 
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APRNs are moving forward in this subspecialty to help bridge and close the gaps for 

these vulnerable Texans. As some have shared before, “It should not matter the zip 

code you live in to determine the access to high quality, affordable healthcare one 

receives and the associated quality of life and prognosis.” 

Texas advanced practice providers (APRNs and PAs) are ready, willing and joined in 

with the interdisciplinary team to bring all hands on deck with more human capital. 

By removing barriers to practice and allowing APRNs and PAs the ability to fully 

practice to their education, training and certification these vulnerable Texans have 

more access to high quality and affordable health care. Removing barriers to 

practice allows APRNs and PAs to process and complete administrative taskings 

such as signatures for handicap placards, in and out of hospital do not resuscitate 

forms, death certificates and signing for controlled substances. Thereby we utilize 

the human capital already in Texas with APRNs and PAs. By alleviating barriers to 

practice, Texas will increase fiscal stewardship, increase access and decrease the 

negative emotional, fiscal, physical and spiritual distress of consumers who are 

caught in statute red tape. 

Texas has a unique opportunity to improve the quality of life for some of the most 

vulnerable patients and improve healthcare work flow in the upcoming 87th 

legislative session. The Council of SPC experts reached unanimous consensus on 

the legislative recommendations and processes to achieve them. By increasing 

awareness through education, improving work force and access to care, and 

adopting a SPC benefit line all of Texas wins.  

It is my sincere hope that the members of the Legislature will recognize in the 2020 

PCIAC report the progress Texas has made in regards to advancing SPC across the 

state and the further assistance Texans still need. The PCIAC team efforts with 

stakeholders at the local, state and national level have aided our endeavors to help 

more Texans who need SPC and those who care for them. 

I am honored to work diligently among colleagues on this Council. I am so 

appreciative of the Council and legislature’s time and consideration to help better 

the global quality of life for what Texans need and deserve during the most 

vulnerable and sacred time in their lives. 

Warmest Regards, 

Dr. Erin Perez, DNP, APRN, ANP-C, AGNP-C, ACHPN 

Vice-Chair Texas Palliative Care Interdisciplinary Advisory Council 

University Health System- Palliative Care Nurse Practitioner 

erin.perez@UHS-SA.com/ (210)792-9613 

“You treat a disease, you win, you lose. You treat a person, I guarantee you, you’ll 

win, no matter what the outcome”. -Patch Adams 


	Structure Bookmarks
	Document
	Figure
	 
	Texas Palliative Care 
	Texas Palliative Care 
	Texas Palliative Care 
	Texas Palliative Care 
	Texas Palliative Care 
	Texas Palliative Care 
	Interdisciplinary 
	Advisory Council 
	Recommendations to 
	the 87th Texas 
	Legislature
	 



	As Required by H.B. 1874, 84th Legislature, Regular Session, 2015 
	As Required by H.B. 1874, 84th Legislature, Regular Session, 2015 
	As Required by H.B. 1874, 84th Legislature, Regular Session, 2015 


	Health and Human Services Commission 
	Health and Human Services Commission 
	Health and Human Services Commission 
	October 2020 




	About This Report 
	This report was prepared by members of the Texas Palliative Care Interdisciplinary Advisory Council. The opinions and recommendations expressed in this report are the members’ own and do not reflect the views of the Texas Health and Human Services Commission Executive Council or the Texas Health and Human Services Commission. 
	The information contained in this document was discussed and voted upon at regularly scheduled meetings in accordance with the Texas Open Meetings Act. Information about these meetings is available at 
	The information contained in this document was discussed and voted upon at regularly scheduled meetings in accordance with the Texas Open Meetings Act. Information about these meetings is available at 
	https://hhs.texas.gov/about-hhs/leadership/advisory-committees/palliative-care-interdisciplinary-advisory-council
	https://hhs.texas.gov/about-hhs/leadership/advisory-committees/palliative-care-interdisciplinary-advisory-council

	. 

	Report Date  October 2020 
	Contact Information For more information on this report or on the Palliative Care Interdisciplinary Advisory Council, please contact: 
	Larry C. Driver, M.D. Chair, Palliative Care Interdisciplinary Advisory Council 
	The University of Texas M.D. Anderson Cancer Center 
	UT Distinguished Teaching Professor 
	Professor, Department of Pain Medicine 
	Professor, Section of Integrated Ethics  
	Email: 
	Email: 
	ldriver@mdanderson.org
	ldriver@mdanderson.org

	  

	Table of Contents 
	Table of Contents 
	Table of Contents 
	Table of Contents 
	Table of Contents 

	................................................................
	....................... 1
	 

	1. Letter from Chair 
	1. Letter from Chair 
	1. Letter from Chair 

	................................................................
	................... 2
	 

	2. About the Palliative Care Interdisciplinary Advisory Council ................. 5
	2. About the Palliative Care Interdisciplinary Advisory Council ................. 5
	2. About the Palliative Care Interdisciplinary Advisory Council ................. 5

	 

	3. Palliative Care Interdisciplinary Advisory Council Members .................. 6
	3. Palliative Care Interdisciplinary Advisory Council Members .................. 6
	3. Palliative Care Interdisciplinary Advisory Council Members .................. 6

	 

	Voting Members 
	Voting Members 
	Voting Members 

	................................................................
	.......................... 6
	 

	Ex Officio Member 
	Ex Officio Member 
	Ex Officio Member 

	................................................................
	........................ 7
	 

	4. Executive Summary ............................................................................. 11
	4. Executive Summary ............................................................................. 11
	4. Executive Summary ............................................................................. 11

	 

	Recommendations ..................................................................................... 12
	Recommendations ..................................................................................... 12
	Recommendations ..................................................................................... 12

	 

	Enhancing Family Caregiver Support ................................................... 12
	Enhancing Family Caregiver Support ................................................... 12
	Enhancing Family Caregiver Support ................................................... 12

	 

	Adoption of a Medicaid community-based palliative care benefit .............. 13
	Adoption of a Medicaid community-based palliative care benefit .............. 13
	Adoption of a Medicaid community-based palliative care benefit .............. 13

	 

	Promote the use of Telemedicine for Supportive Palliative Care ............... 14
	Promote the use of Telemedicine for Supportive Palliative Care ............... 14
	Promote the use of Telemedicine for Supportive Palliative Care ............... 14

	 

	Amend the language of HB 3703 to expand cancer patient eligibility ........ 15
	Amend the language of HB 3703 to expand cancer patient eligibility ........ 15
	Amend the language of HB 3703 to expand cancer patient eligibility ........ 15

	 

	5. Introduction ........................................................................................ 16
	5. Introduction ........................................................................................ 16
	5. Introduction ........................................................................................ 16

	 

	6. Recommendations ............................................................................... 25
	6. Recommendations ............................................................................... 25
	6. Recommendations ............................................................................... 25

	 

	Policy Issue: Enhancing Family Caregiver Support .......................................... 25
	Policy Issue: Enhancing Family Caregiver Support .......................................... 25
	Policy Issue: Enhancing Family Caregiver Support .......................................... 25

	 

	Recommendation 1: .......................................................................... 25
	Recommendation 1: .......................................................................... 25
	Recommendation 1: .......................................................................... 25

	 

	Discussion ....................................................................................... 26
	Discussion ....................................................................................... 26
	Discussion ....................................................................................... 26

	 

	Recommendation 2: .......................................................................... 27
	Recommendation 2: .......................................................................... 27
	Recommendation 2: .......................................................................... 27

	 

	Discussion: ...................................................................................... 28
	Discussion: ...................................................................................... 28
	Discussion: ...................................................................................... 28

	 

	Policy Issue: Adoption of a Medicaid Community-based supportive palliative care benefit ................................................................................................. 30
	Policy Issue: Adoption of a Medicaid Community-based supportive palliative care benefit ................................................................................................. 30
	Policy Issue: Adoption of a Medicaid Community-based supportive palliative care benefit ................................................................................................. 30

	 

	Recommendation .............................................................................. 31
	Recommendation .............................................................................. 31
	Recommendation .............................................................................. 31

	 

	Discussion ....................................................................................... 32
	Discussion ....................................................................................... 32
	Discussion ....................................................................................... 32

	 

	Policy Issue: Promote the Use of Telehealth and Telemedicine for Supportive Palliative Care ....................................................................................... 35
	Policy Issue: Promote the Use of Telehealth and Telemedicine for Supportive Palliative Care ....................................................................................... 35
	Policy Issue: Promote the Use of Telehealth and Telemedicine for Supportive Palliative Care ....................................................................................... 35

	 

	Recommendation .............................................................................. 36
	Recommendation .............................................................................. 36
	Recommendation .............................................................................. 36

	 

	Discussion ....................................................................................... 37
	Discussion ....................................................................................... 37
	Discussion ....................................................................................... 37

	 

	Policy Issue: Amending the language around House Bill 3703 to change requirements for the use of low-THC cannabis for cancer patients ................ 39
	Policy Issue: Amending the language around House Bill 3703 to change requirements for the use of low-THC cannabis for cancer patients ................ 39
	Policy Issue: Amending the language around House Bill 3703 to change requirements for the use of low-THC cannabis for cancer patients ................ 39

	 

	Recommendation .............................................................................. 39
	Recommendation .............................................................................. 39
	Recommendation .............................................................................. 39

	 

	Discussion ....................................................................................... 39
	Discussion ....................................................................................... 39
	Discussion ....................................................................................... 39

	 

	7. Conclusion ........................................................................................... 40
	7. Conclusion ........................................................................................... 40
	7. Conclusion ........................................................................................... 40

	 

	References ............................................................................................... 41
	References ............................................................................................... 41
	References ............................................................................................... 41

	 

	List of Acronyms ...................................................................................... 43
	List of Acronyms ...................................................................................... 43
	List of Acronyms ...................................................................................... 43

	 

	Appendix .................................................................................................. 45
	Appendix .................................................................................................. 45
	Appendix .................................................................................................. 45

	 

	Table 6: Behavioral Risk Factor Surveillance System, 2018 Medical Preferences, Adults 65+ ........................................................................................... 45
	Table 6: Behavioral Risk Factor Surveillance System, 2018 Medical Preferences, Adults 65+ ........................................................................................... 45
	Table 6: Behavioral Risk Factor Surveillance System, 2018 Medical Preferences, Adults 65+ ........................................................................................... 45

	 

	Table 7: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 46
	Table 7: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 46
	Table 7: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 46

	 

	Table 8: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 47
	Table 8: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 47
	Table 8: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 47

	 

	Table 9: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 48
	Table 9: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 48
	Table 9: Texas Behavioral Risk Factor Surveillance System, 2018 ..................... 48

	 

	Table 10: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 49
	Table 10: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 49
	Table 10: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 49

	 

	Table 11: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 50
	Table 11: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 50
	Table 11: Texas Behavioral Risk Factor Surveillance System, 2018 ................... 50

	 

	Texas Palliative Care Interdisciplinary Advisory Council (PCIAC) Personal Statement ............................................................................................ 51
	Texas Palliative Care Interdisciplinary Advisory Council (PCIAC) Personal Statement ............................................................................................ 51
	Texas Palliative Care Interdisciplinary Advisory Council (PCIAC) Personal Statement ............................................................................................ 51

	 

	 

	1. Letter from Chair 
	To: Governor Abbot, Members of the Legislature, and the HHS Commissioner: 
	Palliative Care is patient-centered, family-focused care that provides a patient with relief from the symptoms, pain, and stress of serious illness; is provided by an interdisciplinary team offering an additional layer of support to the patient and family; and is appropriate for a patient of any age and at any stage of a serious illness.  Supportive Palliative Care that is provided concurrent with curative treatment can help a patient recover from a serious illness more quickly and easily and also reduce me
	The 2015 84th Texas Legislature, HB 1874 (Zerwas), established the Health and Human Services Commission’s Palliative Care Interdisciplinary Advisory Council (PCIAC), charging the Council with assessing and defining relevant clinical, system, educational and policy issues regarding the availability of palliative care in Texas along with promoting professional and public education about palliative care in order to enhance Texans’ access to high-quality and continuously improving palliative care services. Pati
	The Council’s initial 2016 report offered a number of recommendations that became action items and then accomplishments of the charges: 
	● Developed and launched the Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals 
	● Developed and launched the Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals 
	● Developed and launched the Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals 

	● Developed and conducted an annual palliative care interdisciplinary continuing professional education event starting in 2017; established a repository of education resources linked within the HHS palliative care website 
	● Developed and conducted an annual palliative care interdisciplinary continuing professional education event starting in 2017; established a repository of education resources linked within the HHS palliative care website 

	● Established methods and means to track and report on key measures of palliative care access 
	● Established methods and means to track and report on key measures of palliative care access 

	● Advanced a statewide, population-based data collection initiative to assess completion of advance care planning documents in Texas 
	● Advanced a statewide, population-based data collection initiative to assess completion of advance care planning documents in Texas 


	● Elevated the profile of serious illness care as a significant area of opportunity for raising overall healthcare quality in Texas 
	● Elevated the profile of serious illness care as a significant area of opportunity for raising overall healthcare quality in Texas 
	● Elevated the profile of serious illness care as a significant area of opportunity for raising overall healthcare quality in Texas 

	● Adapted and collaborated with the national Center to Advance Palliative Care to monitor ongoing Texas metrics pertaining to palliative care 
	● Adapted and collaborated with the national Center to Advance Palliative Care to monitor ongoing Texas metrics pertaining to palliative care 


	A cornerstone concept of the first report was the Council’s recommendation to refine the language of palliative care to broaden application beyond end-of-life care. This spurred favorable statewide discussion among healthcare professionals and positioned Texas as a leader in this growing national trend. 
	In the second biennial report in 2018, the Council recommended codifying the defining language into law as a prelude to demonstrating the enhanced value-based care that is possible at any stage of serious illness. In addition, the Council continued emphasis on Advance Care Planning which is paramount to helping palliative care services meet the individual and personal expressed needs of patients and families. That report summarized efforts and progress of the Council’s efforts and delineated recommendations
	● Adopted statutory language for Supportive Palliative Care 
	● Adopted statutory language for Supportive Palliative Care 
	● Adopted statutory language for Supportive Palliative Care 

	● Prioritized Advance Care Planning 
	● Prioritized Advance Care Planning 

	● Addressed palliative care provider shortages 
	● Addressed palliative care provider shortages 

	● Expanded Supportive Palliative Care programs as a Value-Based Model 
	● Expanded Supportive Palliative Care programs as a Value-Based Model 

	● Established a statewide palliative care dashboard 
	● Established a statewide palliative care dashboard 

	● Supported a balanced response to the opioid crisis 
	● Supported a balanced response to the opioid crisis 


	This third biennial report summarizes continued efforts and progress over the interim since the previous report, builds upon the foundational efforts documented in the first two reports, and delineates recommendations for further advancements, including the following policy issues: 
	● Policy Issue: Enhancing Family Caregiver Support 
	● Policy Issue: Enhancing Family Caregiver Support 
	● Policy Issue: Enhancing Family Caregiver Support 

	● Policy Issue: Adoption of a Medicaid Supportive Palliative Care Benefit 
	● Policy Issue: Adoption of a Medicaid Supportive Palliative Care Benefit 

	● Policy Issue: Utilizing Telemedicine for Supportive Palliative Care 
	● Policy Issue: Utilizing Telemedicine for Supportive Palliative Care 

	● Policy Issue: Amending the language around House Bill 3703 to change eligibility requirements for the use of low-THC cannabis for cancer patients 
	● Policy Issue: Amending the language around House Bill 3703 to change eligibility requirements for the use of low-THC cannabis for cancer patients 


	The Council has invested extensive thought and deliberation into the “Why?” and “How?” of these issues, and those considerations are detailed in the text related to the respective topics. The specified recommendations of the Council offer good faith solutions reflecting multiple stakeholders to help our state move forward toward a goal that all Texas patients and families facing serious illness have the information and opportunity to choose care that fits their individual circumstances and values; 
	and, care that is of the highest possible quality based upon excellent interdisciplinary education and training opportunities. And, finally, we offer thoughtful considerations about appropriate palliative care in the setting of our communities, requiring conscientious efforts by healthcare professionals and systems along with prudent public policy to ensure that adequate services and supports are being provided to caregivers and patients alike. 
	Since 2015, Texas has seen substantial growth in numbers of healthcare professionals focusing on palliative care along with increased availability of clinical services for inpatients and outpatients alike. The work of this Council has been integral to the multifaceted enhancement of palliative care in Texas, as we endeavor to advance Texas as a model of excellence. Those efforts are well stated in this report. 
	The Council offers this report for thoughtful review and reflection, and for sound consideration of the recommendations. Please contact us any time for any further information, explanation, or discussion. 
	Sincerely, 
	 
	Figure
	Larry C. Driver, MD Chair, Palliative Care Interdisciplinary Advisory Council 
	2. About the Palliative Care Interdisciplinary Advisory Council 
	House Bill (HB) 1874, 84th Legislature, Regular Session, 2015, established the Palliative Care Interdisciplinary Advisory Council (PCIAC).1 By rule (Texas Administrative Code §351.827) the Council assesses the availability of patient-centered and family-focused interdisciplinary team-based palliative care in Texas for patients and families facing serious illness. The Council works to ensure that relevant, comprehensive, and accurate information and education about palliative care is available to the public,
	1 For more on House Bill 1874, 84th Texas Legislature, 2015 see Texas Legislature Online: https://capitol.texas.gov/BillLookup/History.aspx?LegSess=84R&Bill=HB1874 
	1 For more on House Bill 1874, 84th Texas Legislature, 2015 see Texas Legislature Online: https://capitol.texas.gov/BillLookup/History.aspx?LegSess=84R&Bill=HB1874 

	The Palliative Care Council performs the following tasks: 
	1. Consults with and advises the Health and Human Services Commission (HHSC) on matters related to the establishment, maintenance, operation, and outcome evaluation of the palliative care consumer and professional information and education program established under Texas Health and Safety Code §118.011; 
	1. Consults with and advises the Health and Human Services Commission (HHSC) on matters related to the establishment, maintenance, operation, and outcome evaluation of the palliative care consumer and professional information and education program established under Texas Health and Safety Code §118.011; 
	1. Consults with and advises the Health and Human Services Commission (HHSC) on matters related to the establishment, maintenance, operation, and outcome evaluation of the palliative care consumer and professional information and education program established under Texas Health and Safety Code §118.011; 

	2. Studies and makes recommendations to remove barriers to appropriate palliative care services for patients and families facing serious illness in Texas of any age and at any stage of illness; and 
	2. Studies and makes recommendations to remove barriers to appropriate palliative care services for patients and families facing serious illness in Texas of any age and at any stage of illness; and 

	3. Pursues other deliverables consistent with its purpose as requested by the Executive Commissioner or adopted into the work plan or bylaws of the Council. 
	3. Pursues other deliverables consistent with its purpose as requested by the Executive Commissioner or adopted into the work plan or bylaws of the Council. 

	4. Hosts Annual Continuing Education (CE) Events. This aim is imperative to the purposes of the PCIAC. Since 2017, CE events have been held annually and developed to award CE credits to interdisciplinary professionals on current topics for palliative care and include ethics credits. 
	4. Hosts Annual Continuing Education (CE) Events. This aim is imperative to the purposes of the PCIAC. Since 2017, CE events have been held annually and developed to award CE credits to interdisciplinary professionals on current topics for palliative care and include ethics credits. 

	5. Implementing Senate Bill (SB) 916, 86th Texas Legislature, 2019 which requires an assessment of the potential improvements of supportive palliative care (SPC) on health quality, health outcomes, and cost savings from the availability of SPC services in Medicaid. Additionally, the study will include an evaluation and comparison of other states that provide Medicaid reimbursement for SPC. 
	5. Implementing Senate Bill (SB) 916, 86th Texas Legislature, 2019 which requires an assessment of the potential improvements of supportive palliative care (SPC) on health quality, health outcomes, and cost savings from the availability of SPC services in Medicaid. Additionally, the study will include an evaluation and comparison of other states that provide Medicaid reimbursement for SPC. 


	3. Palliative Care Interdisciplinary Advisory Council Members 
	The Palliative Care Interdisciplinary Advisory Council consists of 18 members appointed by the Health and Human Services Commission (HHSC) Executive Commissioner who are leaders and experts in their fields, including physicians, nurses, a social worker, a pharmacist, a spiritual professional, and advocates. Larry Driver, M.D. serves as the current chair of the Council. The current vice-chair is Erin Perez, DNP, APRN, ANP‐C, AGNP‐C, ACHPN. The Council also includes ex officio, non-voting representation from 
	Voting Members
	Larry Driver, M.D., Chair The University of Texas M.D. Anderson Cancer Center UT Distinguished Teaching Professor Professor, Department of Pain Medicine  Professor, Section of Integrated Ethics Houston, Texas 
	Erin Perez, DNP, APRN, ANP‐C, AGNP‐C, ACHPN, Vice Chair Palliative Care Nurse Practitioner University Health System San Antonio Palliative Care  Live Oak, Texas 
	Jennifer Carr Allmon, M.A. Executive Director Texas Catholic Conference of Bishops Austin, Texas 
	Craig Hurwitz, M.D. Associate Professor, Pediatrics Dell Medical School Austin, TexasBruce Christensen, D.H.Sc., PA-C Clinical Assistant Professor, School of Health Professions Specialist- Hematology/Medical Oncology Mays Cancer Center  UT Health San Antonio  MD Anderson Cancer Center  San Antonio, Texas 
	Jerry Fenter System Director of Spiritual Counselors Harbor Healthcare System Beaumont, Texas 
	Robert Fine, M.D., FACP, FAAHPM Clinical Director, Office of Clinical Ethics and Palliative Care Baylor Scott & White Dallas, Texas 
	Gary Gross, M.D., FACP Immediate Past President Texas Society of Clinical Oncology Tyler, Texas
	Barbara Jones, Ph.D., M.S.W. Associate Dean for Health Affairs and Distinguished Teaching Professor,  Steve Hicks School of Social Work at the University of Texas at Austin Associate Director of Social Science and Community Based Research and Professor of Oncology, Population Health, and Psychiatry  Dell Medical School Austin, Texas 
	Heather Paterson, MS, RN Pediatric Nurse Practitioner Children’s Health Children’s Medical Center Dallas Dallas, Texas 
	Michael Ragain, M.D., M.S.Ed., FAAFP Senior Vice President and Chief Medical Officer at UMC Health System Professor of Family Medicine at Texas Tech Health Sciences Center Lubbock, Texas 
	Nat Jones Jr., R.Ph., FIACP Pharmacy Consultant Professional Compound Centers of America Spring, Texas 
	Bhavani Madisetti-Vemireddy, JD, MPH LLM Civil Attorney for Mental Health Commitments Williamson County Attorney’s Office Georgetown, Texas 
	Amy Moss, D.O., FACOI Executive Medical Director, Hospice Amedisys, Inc. Keller, Texas 
	Joshua Reed, D.O. Physician Advisor, Case Management Palliative Care Physician Hendrick Medical Center Abilene, Texas 
	Hattie Henderson, M.D., CMD Medical Doctor Independent Contractor Houston, Texas 
	Ex Officio Member Karen Hardwick, Ph.D. Coordinator, Specialized Therapies Health and Human Service Commission Austin, Texas  
	4. Executive Summary 
	A majority of people with a serious illness wish to spend as much time as possible in a non-hospital setting, among loved ones, free from pain and other distressing symptoms. To help achieve this vision, House Bill 1874 (84th Texas Legislature, Regular Session, 2015) established the Palliative Care Interdisciplinary Advisory Council and the Palliative Care Information and Education Program. Together, the Council and program work to make Texas a national leader for providing appropriate, compassionate, and h
	Supportive Palliative Care (SPC) is not end of life care. It offers specialized, multi-disciplinary support to relieve a patient’s symptoms, pain, and stress at any stage of a life-threatening illness. While hospice care (HC) helps patients in the terminal stage of serious illness, supportive palliative care is most effective when started early as part of an individual’s overall treatment plan. The best available evidence shows that supportive palliative care improves quality of life, reduces patient and ca
	A check on results five years out from passage of House Bill 1874 sees the state advancing in its efforts to increase access to palliative care. For the first time, the state has launched a central website resource to provide critical information and education to patients, families, and professionals and is monitoring relevant indicators of progress and performance. Awareness of the benefits of palliative care is on the rise as is the number of multi-disciplinary specialty providers, medical fellows, and in
	With this background in mind, the Council releases its third biennial report to the Texas Legislature with ideas to improve access to patient and family-centered supportive palliative care. The recommendations that follow (see below), all adopted without a dissenting vote, offer good faith solutions to help the state move forward toward a goal that all Texas patients and families facing serious illness have the information and opportunity to choose care that fits their individual circumstances and values, a
	Recommendations 
	Enhancing Family Caregiver Support 
	1. Develop and implement effective mechanisms within Texas Medicaid to ensure that family caregivers of both adults and children are routinely identified and that their needs are assessed and supported in the delivery of health care services. To improve accountability and efficiency in care delivery, family-centered care alongside person-centered care should be prioritized in delivery system reform—validating the importance of the roles of family caregivers and better supporting their involvement in caring 
	1. Develop and implement effective mechanisms within Texas Medicaid to ensure that family caregivers of both adults and children are routinely identified and that their needs are assessed and supported in the delivery of health care services. To improve accountability and efficiency in care delivery, family-centered care alongside person-centered care should be prioritized in delivery system reform—validating the importance of the roles of family caregivers and better supporting their involvement in caring 
	1. Develop and implement effective mechanisms within Texas Medicaid to ensure that family caregivers of both adults and children are routinely identified and that their needs are assessed and supported in the delivery of health care services. To improve accountability and efficiency in care delivery, family-centered care alongside person-centered care should be prioritized in delivery system reform—validating the importance of the roles of family caregivers and better supporting their involvement in caring 
	1. Develop and implement effective mechanisms within Texas Medicaid to ensure that family caregivers of both adults and children are routinely identified and that their needs are assessed and supported in the delivery of health care services. To improve accountability and efficiency in care delivery, family-centered care alongside person-centered care should be prioritized in delivery system reform—validating the importance of the roles of family caregivers and better supporting their involvement in caring 
	a. Identifying family caregivers in the care recipient's medical record; 
	a. Identifying family caregivers in the care recipient's medical record; 
	a. Identifying family caregivers in the care recipient's medical record; 

	b. Screening family caregivers to identify those who may be at risk themselves, or whose circumstances place the individuals they assist in harm's way; 
	b. Screening family caregivers to identify those who may be at risk themselves, or whose circumstances place the individuals they assist in harm's way; 

	c. Assessing at-risk caregivers' needs, limitations, strengths, and personal risks across the full range of their expected caregiving tasks (medical care, personal care, and care coordination) and that, at a minimum, asks family caregivers about their own health and well-being, level of stress, and types of training and supports they might need to continue their role; 
	c. Assessing at-risk caregivers' needs, limitations, strengths, and personal risks across the full range of their expected caregiving tasks (medical care, personal care, and care coordination) and that, at a minimum, asks family caregivers about their own health and well-being, level of stress, and types of training and supports they might need to continue their role; 

	d. Developing a standardized process for identification, screening, and training for appropriate caregiver assessment that occurs at each point in care delivery for the care recipient—including delivery of publicly funded LTSS, annual wellness exams, provider visits, admission and discharge for hospitals and emergency rooms, and chronic care coordination and care transition programs; and 
	d. Developing a standardized process for identification, screening, and training for appropriate caregiver assessment that occurs at each point in care delivery for the care recipient—including delivery of publicly funded LTSS, annual wellness exams, provider visits, admission and discharge for hospitals and emergency rooms, and chronic care coordination and care transition programs; and 

	e. Developing a system of training and reimbursement for in-home respite services for family caregivers who care for individuals with a serious illness. 
	e. Developing a system of training and reimbursement for in-home respite services for family caregivers who care for individuals with a serious illness. 




	2. Texas policy should promote an increase in the training and capacity of health care and social service providers to recognize and engage family caregivers and to provide them evidence-based supports and referrals to services in the community. Additionally, the Council recommends a supportive palliative care awareness bill with language that includes 1) 
	2. Texas policy should promote an increase in the training and capacity of health care and social service providers to recognize and engage family caregivers and to provide them evidence-based supports and referrals to services in the community. Additionally, the Council recommends a supportive palliative care awareness bill with language that includes 1) 


	education for all interdisciplinary teams on the differences between supportive palliative care and hospice, 2) documentation for discussion of options with the medically capacitated patient and/or medical surrogate/medical power of attorney, and 3) advance care planning discussions with documentation completion. Often the primary caregivers ask, “Why was I not told about supportive palliative care and hospice before?” 
	education for all interdisciplinary teams on the differences between supportive palliative care and hospice, 2) documentation for discussion of options with the medically capacitated patient and/or medical surrogate/medical power of attorney, and 3) advance care planning discussions with documentation completion. Often the primary caregivers ask, “Why was I not told about supportive palliative care and hospice before?” 
	education for all interdisciplinary teams on the differences between supportive palliative care and hospice, 2) documentation for discussion of options with the medically capacitated patient and/or medical surrogate/medical power of attorney, and 3) advance care planning discussions with documentation completion. Often the primary caregivers ask, “Why was I not told about supportive palliative care and hospice before?” 

	3. To ensure high-quality person and family-centered care by the healthcare workforce, family caregivers must be seen as a partner and as someone who may need additional information, training, care, and support. The following recommendations address core proficiencies for effectively incorporating family caregivers as part of a patient’s overall care team: 
	3. To ensure high-quality person and family-centered care by the healthcare workforce, family caregivers must be seen as a partner and as someone who may need additional information, training, care, and support. The following recommendations address core proficiencies for effectively incorporating family caregivers as part of a patient’s overall care team: 
	3. To ensure high-quality person and family-centered care by the healthcare workforce, family caregivers must be seen as a partner and as someone who may need additional information, training, care, and support. The following recommendations address core proficiencies for effectively incorporating family caregivers as part of a patient’s overall care team: 
	a. Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 
	a. Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 
	a. Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 

	b. Implement protocols to assess the caregiver’s degree of ability and availability to best participate in overall care; 
	b. Implement protocols to assess the caregiver’s degree of ability and availability to best participate in overall care; 

	c. Engage, educate, and share available resources. This would include collaboration with social services/care coordination to assist with appropriate referrals or application processes for patient and caregiver needs identified; 
	c. Engage, educate, and share available resources. This would include collaboration with social services/care coordination to assist with appropriate referrals or application processes for patient and caregiver needs identified; 

	d. Identify caregiver health care and support needs; 
	d. Identify caregiver health care and support needs; 

	e. Help caregivers obtain needed support by referring caregivers to appropriate services; and  
	e. Help caregivers obtain needed support by referring caregivers to appropriate services; and  

	f. Develop a system of reimbursement or paid leave for family caregivers who are temporarily removed from the job force as a result of the need to deliver around-the-clock primary caregiving services for their loved ones. 
	f. Develop a system of reimbursement or paid leave for family caregivers who are temporarily removed from the job force as a result of the need to deliver around-the-clock primary caregiving services for their loved ones. 

	g. Given the growing diversity of the supportive palliative care population as well as their caregivers, cultural competence in exercising these skills is essential to their effectiveness. 
	g. Given the growing diversity of the supportive palliative care population as well as their caregivers, cultural competence in exercising these skills is essential to their effectiveness. 





	Adoption of a Medicaid community-based palliative care benefit 
	4. Texas Medicaid should adopt a supportive palliative care benefit which includes reimbursement for palliative care evaluation and management services, including pain and symptom management. In addition, the benefit should include emotional and spiritual care, counseling, training, and respite services for patients and family caregivers to enhance maintenance of the patient’s condition at home. Telehealth care services for all aspects of palliative care, including advance care planning should also be inclu
	4. Texas Medicaid should adopt a supportive palliative care benefit which includes reimbursement for palliative care evaluation and management services, including pain and symptom management. In addition, the benefit should include emotional and spiritual care, counseling, training, and respite services for patients and family caregivers to enhance maintenance of the patient’s condition at home. Telehealth care services for all aspects of palliative care, including advance care planning should also be inclu
	4. Texas Medicaid should adopt a supportive palliative care benefit which includes reimbursement for palliative care evaluation and management services, including pain and symptom management. In addition, the benefit should include emotional and spiritual care, counseling, training, and respite services for patients and family caregivers to enhance maintenance of the patient’s condition at home. Telehealth care services for all aspects of palliative care, including advance care planning should also be inclu


	DNR/DNI documents, schedule II medications for symptom management, and to allow handicap placards to be signed. The Council acknowledges that all health care providers are in high demand and are being called to care for seriously ill patients regardless of their normal practice population and setting. Whether board certified in supportive palliative care and hospice care or not, health care providers are encountering an increasingly high volume of SPC and HC patients. Allowing health care providers (APRN, D
	DNR/DNI documents, schedule II medications for symptom management, and to allow handicap placards to be signed. The Council acknowledges that all health care providers are in high demand and are being called to care for seriously ill patients regardless of their normal practice population and setting. Whether board certified in supportive palliative care and hospice care or not, health care providers are encountering an increasingly high volume of SPC and HC patients. Allowing health care providers (APRN, D
	DNR/DNI documents, schedule II medications for symptom management, and to allow handicap placards to be signed. The Council acknowledges that all health care providers are in high demand and are being called to care for seriously ill patients regardless of their normal practice population and setting. Whether board certified in supportive palliative care and hospice care or not, health care providers are encountering an increasingly high volume of SPC and HC patients. Allowing health care providers (APRN, D
	DNR/DNI documents, schedule II medications for symptom management, and to allow handicap placards to be signed. The Council acknowledges that all health care providers are in high demand and are being called to care for seriously ill patients regardless of their normal practice population and setting. Whether board certified in supportive palliative care and hospice care or not, health care providers are encountering an increasingly high volume of SPC and HC patients. Allowing health care providers (APRN, D
	a. Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 
	a. Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 
	a. Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 

	b. Establishing eligibility criteria for who can be provided the benefit; 
	b. Establishing eligibility criteria for who can be provided the benefit; 

	c. Identifying billing codes to be used for the eligible conditions; and 
	c. Identifying billing codes to be used for the eligible conditions; and 

	d. Establishing the supportive palliative care services that the benefit will offer 
	d. Establishing the supportive palliative care services that the benefit will offer 





	Promote the use of Telemedicine for Supportive Palliative Care 
	5. Texas policy should promote the use of telehealth and telemedicine to provide high quality interdisciplinary supportive palliative care services, especially in rural areas. Additionally, Texas Medicaid should consider adopting a Medicaid benefit for supportive palliative care that includes coverage of telemedicine services. Commercial insurance and other payers can also reap the benefits of telemedicine and should also be encouraged to support its use and provide adequate reimbursement. Ongoing telehealt
	5. Texas policy should promote the use of telehealth and telemedicine to provide high quality interdisciplinary supportive palliative care services, especially in rural areas. Additionally, Texas Medicaid should consider adopting a Medicaid benefit for supportive palliative care that includes coverage of telemedicine services. Commercial insurance and other payers can also reap the benefits of telemedicine and should also be encouraged to support its use and provide adequate reimbursement. Ongoing telehealt
	5. Texas policy should promote the use of telehealth and telemedicine to provide high quality interdisciplinary supportive palliative care services, especially in rural areas. Additionally, Texas Medicaid should consider adopting a Medicaid benefit for supportive palliative care that includes coverage of telemedicine services. Commercial insurance and other payers can also reap the benefits of telemedicine and should also be encouraged to support its use and provide adequate reimbursement. Ongoing telehealt
	5. Texas policy should promote the use of telehealth and telemedicine to provide high quality interdisciplinary supportive palliative care services, especially in rural areas. Additionally, Texas Medicaid should consider adopting a Medicaid benefit for supportive palliative care that includes coverage of telemedicine services. Commercial insurance and other payers can also reap the benefits of telemedicine and should also be encouraged to support its use and provide adequate reimbursement. Ongoing telehealt
	a. Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit; 
	a. Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit; 
	a. Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit; 

	b. Utilizing telemedicine to expand the capabilities of providers in both rural and urban areas to refer patients to specialists via telemedicine consultations; and 
	b. Utilizing telemedicine to expand the capabilities of providers in both rural and urban areas to refer patients to specialists via telemedicine consultations; and 

	c. Enabling providers to conduct peer to peer consultations, trainings, and mentoring via telehealth to enhance the palliative care workforce. 
	c. Enabling providers to conduct peer to peer consultations, trainings, and mentoring via telehealth to enhance the palliative care workforce. 





	Amend the language of HB 3703 to expand cancer patient eligibility 
	6. The Texas legislature should amend House Bill 3703, 86th Legislature, Regular Session, to replace “terminal cancer” with the words “cancer of any stage with symptoms the physician believes may be improved by low-THC prescription medical cannabis.  These symptoms may include pain, anorexia, nausea, anxiety, myalgia, fatigue, or any other symptom or symptom complex the physician determines appropriate for a trial of low-THC medical cannabis.” 
	6. The Texas legislature should amend House Bill 3703, 86th Legislature, Regular Session, to replace “terminal cancer” with the words “cancer of any stage with symptoms the physician believes may be improved by low-THC prescription medical cannabis.  These symptoms may include pain, anorexia, nausea, anxiety, myalgia, fatigue, or any other symptom or symptom complex the physician determines appropriate for a trial of low-THC medical cannabis.” 
	6. The Texas legislature should amend House Bill 3703, 86th Legislature, Regular Session, to replace “terminal cancer” with the words “cancer of any stage with symptoms the physician believes may be improved by low-THC prescription medical cannabis.  These symptoms may include pain, anorexia, nausea, anxiety, myalgia, fatigue, or any other symptom or symptom complex the physician determines appropriate for a trial of low-THC medical cannabis.” 


	5. Introduction 
	Beginning with its first meeting in February 2016, the Palliative Care Interdisciplinary Advisory Council (“Council”) has pursued a mission to increase the availability of patient and family focused palliative care in Texas. As part of this charge, every two years, this multi-stakeholder committee reports consensus findings and recommendations to the Executive Commissioner of the HHS system and the Texas Legislature. In its first report, the Council addressed the frequent misunderstanding by health care pro
	Since inception, the Council has worked with the state’s Palliative Care Information and Education program to catalyze a sustained quality improvement effort that aims to make Texas a national leader for providing appropriate, compassionate, and high quality palliative care to patients and families at any stage of serious illness. To date, significant activities and accomplishments from this endeavor include: 
	● Publishing two inaugural legislative reports,2,3 and now a third report; 
	● Publishing two inaugural legislative reports,2,3 and now a third report; 
	● Publishing two inaugural legislative reports,2,3 and now a third report; 


	2 Texas Palliative Care Interdisciplinary Advisory Council (November 2016). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 85th Texas Legislature. Retrieved from https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2016/tx-palliative-care-interdisciplinary-advisory-council-recs-85th-leg-nov2016.pdf 
	2 Texas Palliative Care Interdisciplinary Advisory Council (November 2016). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 85th Texas Legislature. Retrieved from https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2016/tx-palliative-care-interdisciplinary-advisory-council-recs-85th-leg-nov2016.pdf 
	3 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 

	https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 
	https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 
	4 See Texas Health and Human Services Webpage on Palliative Care https://hhs.texas.gov/services/health/palliative-care 
	5 Texas Department of State Health Services (2018). Texas Behavioral Risk Factor Surveillance System Questionnaire. p. 38. Retrieved from https://www.dshs.texas.gov/chs/brfss/attachments/2018-Texas-BRFSS-Survey.pdf 
	6 See Texas Health and Human Services Healthcare Quality Plan on the Medicaid and CHIP Quality and Efficiency Improvement website: https://hhs.texas.gov/about-hhs/process-improvement/medicaid-chip-quality-efficiency-improvement 

	● Launching the first Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals;4 
	● Launching the first Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals;4 
	● Launching the first Texas Health and Human Services (HHS) system palliative care website resource for patients, families, and professionals;4 

	● Developing, conducting, and supporting annual palliative care continuing education events starting in 2017, awarding about 900 continuing education hours to date for interdisciplinary professionals; 
	● Developing, conducting, and supporting annual palliative care continuing education events starting in 2017, awarding about 900 continuing education hours to date for interdisciplinary professionals; 

	● Establishing methods to track and report on key measures of palliative care access;  
	● Establishing methods to track and report on key measures of palliative care access;  

	● Advancing a statewide, population-based data collection initiative to assess completion of advance care planning documents in Texas;5 and 
	● Advancing a statewide, population-based data collection initiative to assess completion of advance care planning documents in Texas;5 and 

	● Elevating the profile of serious illness care as a significant area of opportunity for raising overall healthcare quality in Texas.6 
	● Elevating the profile of serious illness care as a significant area of opportunity for raising overall healthcare quality in Texas.6 


	In its initial assessment, the Council concluded that the available evidence supported the Legislature’s belief, as described in HB 1874,1 that broad advances in access to palliative care are possible in Texas. Most recently, the Council has been charged with aiding HHSC in implementing SB 916. This requires conducting a study to assess the potential improvements of SPC on health quality, health outcomes, and cost savings from the availability of SPC services in Medicaid. Additionally, the Council will aid 
	So far, the Council has provided input on the development of this two-part study. Part one of the study explores community-based innovations in supportive palliative care. This study phase aims to conduct an inpatient analysis on health quality, health outcomes, and cost savings of supportive palliative care services in Texas. Additionally, a community-based analysis is being conducted to include a retrospective data analysis on Medicaid beneficiaries to help identify the most common causes of death for Med
	Medicaid benefit for supportive palliative care services in Texas. Study findings are expected to be published by September 1, 2022. 
	HHSC analyzed two questions from the 2018 Behavioral Risk Factor Surveillance System (BRFSS) Texas addendum. Tables 6-11 contain the data and can be found in the appendix. The weighted data that were analyzed focused on adults 65 and older living in Texas. The two “yes or no” response questions used to assess the completion of advanced care planning were, “Do you have a written advance directive” and “If a terminal illness or serious accident left you unable to communicate, would a family member, friend, do
	Only about half (51%) of Texans aged 65 and older said that yes, they have a written advance directive. Among those individuals reporting a disability, fewer than half (47%) had completed an advance directive. Additionally, of the estimated population ever diagnosed with a chronic condition or serious illness risk factors, a small majority said they had written advance directives (52% any chronic condition, 57% cancer, 59% heart disease, 59% cardiovascular disease, and 45% diabetes). 
	Clear differences also are evident by demographics and geography. Survey estimates indicate that 61% of White, Non-Hispanic individuals have a written advance directive while only 38% of Black individuals and 31% of Hispanic individuals do. Additionally, females are more likely than males to respond yes to having written advance directives (55% vs 46%). Regarding geographical variation, the highest response for yes was in Regions 1 & 2 (Panhandle/North Texas) at 63% and Region 7 (Central Texas) at 57% with 
	It is important to have an advance directive in the event that an individual no longer has the mental or physical capacity to speak for themselves on decisions regarding their health. Having a written advance directive allows an individual to create written, legal instructions that record preferences for medical care and identify a proxy decision maker for a time when a person is unable to make decisions for him or herself. By planning ahead, a person can avoid unwanted or unnecessary suffering and relieve 
	Fortunately, results were more promising when respondents were asked, “if a terminal illness or serious accident left you unable to communicate, would a family member, friend, doctor or other person know your medical or health care treatment preferences?” About 83% of respondents reported that a person would have knowledge of their preferences, indicating that a large majority of Texans have at least had conversations with someone they trust about their medical care preferences in the event that they are un
	Over the past four years, indicators of SPC access tracked by the Council have shown improvement. For example, for inpatient services, the Council previously reported that in 2014 only about 42% of Texas hospitals with 50 or more beds provided SPC.7 Texas performance significantly trailed the 2014 national rate of 67%, as calculated by the Center to Advance Palliative Care (CAPC), earning the state a “C” report card rating compared to the nation’s “B” rating overall. 
	7 The National Palliative Care Report Card is available at www.capc.org and www.npcrc.org. 
	7 The National Palliative Care Report Card is available at www.capc.org and www.npcrc.org. 

	CAPC publishes state level results only periodically, so the Council requested that HHSC staff provide routine monitoring using Texas specific data collected as part of the American Hospital Association (AHA) Annual Survey of Hospitals. The AHA survey, administered for Texas by the Department of State Health Services, is the primary-- though not the only-- source used by CAPC to compile its report card metric. Using only the AHA data the Texas staff largely corroborated the earlier CAPC results for the stat
	Texas CAPC rate in 2017 still trailed the 2017 CAPC national rate by 20 percentage points. 
	Table 1. Texas vs. CAPC Grade 
	Source 
	Source 
	Source 
	Source 
	Source 

	Data Year 
	Data Year 

	Grade 
	Grade 

	Total Programs/ Hospitals (≥ 50 beds) 
	Total Programs/ Hospitals (≥ 50 beds) 

	> 300 beds 
	> 300 beds 



	CAPC National 
	CAPC National 
	CAPC National 
	CAPC National 

	2012/ 2013 
	2012/ 2013 

	67% 
	67% 

	(1,591/2,393) 
	(1,591/2,393) 

	90% (659/732) 
	90% (659/732) 


	CAPC National  
	CAPC National  
	CAPC National  

	2017 
	2017 

	72% 
	72% 

	(1,723/2,409) 
	(1,723/2,409) 

	93.7 (671/716) 
	93.7 (671/716) 


	CAPC Texas 
	CAPC Texas 
	CAPC Texas 

	2012/ 2013 
	2012/ 2013 

	43% 
	43% 

	(85/198) 
	(85/198) 

	66% (37/56) 
	66% (37/56) 


	CAPC Texas 
	CAPC Texas 
	CAPC Texas 

	2017 
	2017 

	52% 
	52% 

	(105/201) 
	(105/201) 

	75% (46/61) 
	75% (46/61) 


	In-house Texas 
	In-house Texas 
	In-house Texas 

	2014 
	2014 

	42% 
	42% 

	(86/205) 
	(86/205) 

	71% (42/59) 
	71% (42/59) 


	In-house Texas 
	In-house Texas 
	In-house Texas 

	2015 
	2015 

	46% 
	46% 

	(96/207) 
	(96/207) 

	71% (41/58) 
	71% (41/58) 


	In-house Texas 
	In-house Texas 
	In-house Texas 

	2016 
	2016 

	49% 
	49% 

	(98/201) 
	(98/201) 

	76% (44/58) 
	76% (44/58) 


	In-house Texas 
	In-house Texas 
	In-house Texas 

	2018 
	2018 

	49% 
	49% 

	(100/204) 
	(100/204) 

	75.4% (46/61) 
	75.4% (46/61) 




	Note: Results are based on the CAPC defined hospital cohort.8  
	8 Analyses were limited to general medical and surgical, cancer, or heart hospitals with fifty or more licensed beds based on data from the American Hospital Association Annual Survey of Hospitals.  Veterans Administration and Indian Health Service facilities were excluded.  The CAPC method does not clearly distinguish hospital run palliative care programs from contracted services. Data collected from: https://reportcard.capc.org/wp-content/uploads/2019/09/CAPC_ReportCard19-Digital_9_19.pdf 
	8 Analyses were limited to general medical and surgical, cancer, or heart hospitals with fifty or more licensed beds based on data from the American Hospital Association Annual Survey of Hospitals.  Veterans Administration and Indian Health Service facilities were excluded.  The CAPC method does not clearly distinguish hospital run palliative care programs from contracted services. Data collected from: https://reportcard.capc.org/wp-content/uploads/2019/09/CAPC_ReportCard19-Digital_9_19.pdf 

	Figure 1. Texas Palliative Care Programs by Public Health Region (PHR), 2018 
	   
	Figure
	Figure
	 Table 2. Texas Palliative Care Programs by Public Health Region (PHR), 2018 
	PHR 
	PHR 
	PHR 
	PHR 
	PHR 

	# Hospitals (50 or more beds) 
	# Hospitals (50 or more beds) 

	# with PC Program 
	# with PC Program 

	% with PC Program 
	% with PC Program 



	1 
	1 
	1 
	1 

	6 
	6 

	5* 
	5* 

	83% 
	83% 


	2 
	2 
	2 

	5 
	5 

	2 
	2 

	40% 
	40% 


	3 
	3 
	3 

	60 
	60 

	33****** 
	33****** 

	55% 
	55% 


	4 
	4 
	4 

	13 
	13 

	4 
	4 

	31% 
	31% 


	5 
	5 
	5 

	8 
	8 

	3* 
	3* 

	38% 
	38% 


	6 
	6 
	6 

	41 
	41 

	19*** 
	19*** 

	51% 
	51% 


	7 
	7 
	7 

	24 
	24 

	15**** 
	15**** 

	58% 
	58% 


	8 
	8 
	8 

	18 
	18 

	8 
	8 

	44% 
	44% 


	9 
	9 
	9 

	6 
	6 

	2 
	2 

	33% 
	33% 


	10 
	10 
	10 

	7 
	7 

	2 
	2 

	29% 
	29% 


	11 
	11 
	11 

	16 
	16 

	6* 
	6* 

	35% 
	35% 


	Total 
	Total 
	Total 

	204 
	204 

	100 
	100 

	49% 
	49% 




	HHSC staff also reviewed the AHA data to provide a more granular analysis of the availability of hospital palliative care programs in Texas, which revealed that access to inpatient palliative care services varies significantly from community to community. As shown above (Figure 1), a much lower percentage of hospitals in Public Health Region (PHR) 4 (East Texas), PHR 9 (West Texas), and PHR 10 (West Texas) offer palliative care services than hospitals in other parts of the state. While most regions clearly 
	four new programs in PHR 7 (Table 2). Other regions adding programs include PHR 1 (Panhandle) and PHR 11 (Rio Grande Valley) with one, PHR 6 (Houston) with three, PHR 7 with four, and PHR 3 with six. 
	As with hospitals, more interdisciplinary professionals are entering the field of palliative care (Table 3). Between 2015 and 2019, Texas physicians with a hospice and palliative medicine (HPM) specialty increased by 38%, including a 75% jump for doctors listing HPM as their primary specialty; certified Advanced Practice Registered Nurses increased by 107%; Certified Hospice Medical Directors by 147%; and palliative medicine fellows by 40%. 
	Table 3. Growth by Palliative Care Profession, Texas, 2015 - 2019 
	Professional Category 
	Professional Category 
	Professional Category 
	Professional Category 
	Professional Category 

	Number 2015 
	Number 2015 

	Number 2017 
	Number 2017 

	Number 
	Number 
	2019 

	% Increase from 2015 - 2019 
	% Increase from 2015 - 2019 



	Physicians with Palliative Specialty 
	Physicians with Palliative Specialty 
	Physicians with Palliative Specialty 
	Physicians with Palliative Specialty 

	275 
	275 

	332 
	332 

	379 
	379 

	38% 
	38% 


	Primary 
	Primary 
	Primary 

	51 
	51 

	78 
	78 

	89 
	89 

	75% 
	75% 


	Secondary 
	Secondary 
	Secondary 

	224 
	224 

	254 
	254 

	290 
	290 

	29% 
	29% 


	Certified APRN 
	Certified APRN 
	Certified APRN 

	46 
	46 

	73 
	73 

	95 
	95 

	107% 
	107% 


	Certified Hospice Medical Director 
	Certified Hospice Medical Director 
	Certified Hospice Medical Director 

	19 
	19 

	26 
	26 

	47 
	47 

	147% 
	147% 


	Palliative Medicine Fellow 
	Palliative Medicine Fellow 
	Palliative Medicine Fellow 

	20 
	20 

	27 
	27 

	28 
	28 

	40% 
	40% 




	Source: Health Professions Resource Center, Center for Health Statistics, DSHS 
	Table 4. Physicians with Primary or Secondary Specialty in Hospice and Palliative Medicine (HPM), by PHR, 2015 - 2019 
	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 

	# HPM Physicians 2015 
	# HPM Physicians 2015 

	# HPM Physicians 2017 
	# HPM Physicians 2017 

	# HPM Physicians2019 
	# HPM Physicians2019 

	# per 100,000 population (age 18 years and older), 2019  
	# per 100,000 population (age 18 years and older), 2019  

	# per 100,000 population (age 65 years and older), 2019 
	# per 100,000 population (age 65 years and older), 2019 



	1 
	1 
	1 
	1 

	9 
	9 

	12 
	12 

	11 
	11 

	1.65 
	1.65 

	8.4 
	8.4 


	2 
	2 
	2 

	7 
	7 

	8 
	8 

	10 
	10 

	2.31 
	2.31 

	9.8 
	9.8 


	3 
	3 
	3 

	62 
	62 

	77 
	77 

	97 
	97 

	1.63 
	1.63 

	10.2 
	10.2 


	4 
	4 
	4 

	12 
	12 

	16 
	16 

	14 
	14 

	1.58 
	1.58 

	6.5 
	6.5 


	5 
	5 
	5 

	10 
	10 

	15 
	15 

	15 
	15 

	2.5 
	2.5 

	10.9 
	10.9 


	6 
	6 
	6 

	74 
	74 

	89 
	89 

	98 
	98 

	1.8 
	1.8 

	11.7 
	11.7 


	7 
	7 
	7 

	41 
	41 

	46 
	46 

	51 
	51 

	1.9 
	1.9 

	11.6 
	11.6 




	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 

	# HPM Physicians 2015 
	# HPM Physicians 2015 

	# HPM Physicians 2017 
	# HPM Physicians 2017 

	# HPM Physicians2019 
	# HPM Physicians2019 

	# per 100,000 population (age 18 years and older), 2019  
	# per 100,000 population (age 18 years and older), 2019  

	# per 100,000 population (age 65 years and older), 2019 
	# per 100,000 population (age 65 years and older), 2019 



	8 
	8 
	8 
	8 

	36 
	36 

	39 
	39 

	51 
	51 

	2.2 
	2.2 

	11.8 
	11.8 


	9 
	9 
	9 

	11 
	11 

	9 
	9 

	8 
	8 

	1.6 
	1.6 

	9.2 
	9.2 


	10 
	10 
	10 

	3 
	3 

	4 
	4 

	5 
	5 

	0.8 
	0.8 

	4.2 
	4.2 


	11 
	11 
	11 

	10 
	10 

	17 
	17 

	19 
	19 

	1.15  
	1.15  

	6.4 
	6.4 


	Totals 
	Totals 
	Totals 

	275 
	275 

	332 
	332 

	379 
	379 

	1.8 
	1.8 

	10.4 
	10.4 




	Source: Health Professions Resource Center, Center for Health Statistics, DSHS 
	Table 5: Number of Hospice and Palliative Credentialing Center (HPCC) certificates for ACHPNs in Texas, by Public Health Region (PHR), 2020 
	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 
	Public Health Region 

	Total number of HPCC certificates 
	Total number of HPCC certificates 
	2020 



	1 
	1 
	1 
	1 

	5 
	5 


	2 
	2 
	2 

	4 
	4 


	3 
	3 
	3 

	16 
	16 


	4 
	4 
	4 

	3 
	3 


	5 
	5 
	5 

	0 
	0 


	6 
	6 
	6 

	31 
	31 


	7 
	7 
	7 

	26 
	26 


	8 
	8 
	8 

	12 
	12 


	9 
	9 
	9 

	4 
	4 


	10 
	10 
	10 

	1 
	1 


	11 
	11 
	11 

	4 
	4 




	 
	Figure
	Source: Hospice and Palliative Care Nurses Association 
	The increase in palliative care workforce is broadly distributed across Texas (Table 4). Only three regions, the rural regions of PHR 9 (West Texas), PHR 4 (Northeast Texas), and PHR 1 (North Texas) experienced a decline in palliative care physicians. Two regions with significant needs, PHR 2 (North Central Texas) and PHR 10 (West Texas), saw small but positive growth in HPM specialists relative to 2017. 
	Additionally, Table 5 shows the geographic distribution of the number of Texas Advanced Practice Registered Nurses (APRNs) who have become nationally boarded 
	as advanced certified hospice and palliative nurses (ACHPNs). The national board certification is from the Hospice and Palliative Credentialing Center (HPCC). Overall, the extraordinary 107% growth in certified APRNs seen from 2015-2019 provides insight that APRNs have recognized the heath care needs for some of the most vulnerable Texans and are joining in efforts to help bridge the health care gap for supportive palliative care patients and families in Texas. 
	Even with this initial progress, the Council recognizes that substantial gaps in care persist. Service levels and professional resources for palliative care remain below rates found in most other states, and, as leading experts point out, demand for patient-centered and family-focused palliative care will only continue to grow.9 The state still faces notable challenges to expand the availability of palliative care services to the national average. Moreover, within Texas, some communities, such as the Rio Gr
	9 Lupu, D., Quigley, L., Mehfoud, N., and Salsberg, E.S. (April 2018). The Growing Demand for Hospice and Palliative Medicine Physicians: Will the Supply Keep Up?. Journal of Pain and Symptom Management. 55(4). 
	9 Lupu, D., Quigley, L., Mehfoud, N., and Salsberg, E.S. (April 2018). The Growing Demand for Hospice and Palliative Medicine Physicians: Will the Supply Keep Up?. Journal of Pain and Symptom Management. 55(4). 
	10 One member, Jennifer Allmon, abstained from the vote on low-THC prescription medical cannabis. 

	Over the past four years, the Council has heard from a wide variety of healthcare professionals, subject matter experts, and stakeholders and reviewed a wide array of research and literature to create the recommendations discussed in this report. The report highlights the need for enhancing caregiver supports and services, adopting a Medicaid SPC benefit which includes reimbursement for telehealth/ telemedicine and respite care, increasing utilization of telehealth/telemedicine in Medicaid and for other pay
	The recommendations that follow, all adopted with no dissenting votes from the Council’s interdisciplinary members, reflect these findings and offer good faith solutions to meet the goals established by the Texas Legislature in HB 1874.10 The Council looks forward to continuing its service to the state of Texas and to helping ensure that all Texas families facing serious illness have the information and opportunity to choose care that fits their individual circumstances and values, and care that is of the h
	6. Recommendations 
	Policy Issue: Enhancing Family Caregiver Support 
	The majority of healthcare providers do not assess the health, skills, employment, and willingness of family caregivers to take care of individuals with a serious illness. Family caregivers are often provided little, if any, training and educational information on how to properly carry out complex medical procedures, personal care, and care coordination tasks they are expected to provide as the primary caregiver. The current lack of standardized assessment of family participation in healthcare not only affe
	Recommendation 1: 
	Develop and implement effective mechanisms within Texas Medicaid to ensure that family caregivers of both adults and children are routinely identified and that their needs are assessed and supported in the delivery of health care services. To improve accountability and efficiency in care delivery, family-centered care alongside person-centered care should be prioritized in delivery system reform—validating the importance of the roles of family caregivers and better supporting their involvement in caring for
	● identifying family caregivers in the care recipient's medical record; 
	● identifying family caregivers in the care recipient's medical record; 
	● identifying family caregivers in the care recipient's medical record; 

	● screening family caregivers to identify those who may be at risk themselves, or whose circumstances place the individuals they assist in harm's way; 
	● screening family caregivers to identify those who may be at risk themselves, or whose circumstances place the individuals they assist in harm's way; 

	● assessing at-risk caregivers' needs, limitations, strengths, and personal risks across the full range of their expected caregiving tasks (medical care, 
	● assessing at-risk caregivers' needs, limitations, strengths, and personal risks across the full range of their expected caregiving tasks (medical care, 


	personal care, and care coordination) and that, at a minimum, asks family caregivers about their own health and well-being, level of stress, and types of training and supports they might need to continue their role; 
	personal care, and care coordination) and that, at a minimum, asks family caregivers about their own health and well-being, level of stress, and types of training and supports they might need to continue their role; 
	personal care, and care coordination) and that, at a minimum, asks family caregivers about their own health and well-being, level of stress, and types of training and supports they might need to continue their role; 

	● developing a standardized process for identification, screening, and appropriate caregiver assessment that occurs at each point in care delivery for the care recipient—including delivery of publicly funded LTSS, annual wellness exams, physician visits, admission and discharge for hospitals and emergency rooms, and chronic care coordination and care transition programs; and 
	● developing a standardized process for identification, screening, and appropriate caregiver assessment that occurs at each point in care delivery for the care recipient—including delivery of publicly funded LTSS, annual wellness exams, physician visits, admission and discharge for hospitals and emergency rooms, and chronic care coordination and care transition programs; and 

	● Develop a system of reimbursement for in-home respite services for family caregivers who care for individuals with a serious illness. 
	● Develop a system of reimbursement for in-home respite services for family caregivers who care for individuals with a serious illness. 


	Discussion 
	In Texas, there is a lack of standardized processes of identification, screening, and assessment being done on family caregivers who care for individuals receiving supportive palliative care services. In addition to the lack of training and educational information available to caregivers, they may live in rural areas that lack respite services and public transportation systems that can bring in providers from other communities. Therefore, it is important for caregivers to be identified, screened, assessed, 
	When caregivers do not provide the support necessary to adequately care for individuals with serious illnesses, health outcomes worsen, and healthcare costs rise. In fact, costly hospital readmissions for care recipients have been found to be related to the level of appropriate family caregiver support. In a survey of 178 Medicare-certified home care agencies, stressors related to hospital readmission were acute illness of the patient, lack of caregiver support, and unsuitable home environment. Inadequate s
	11 Schwarz KA, Elman CS. Identification of factors predictive of hospital readmissions for patients with heart failure. Heart Lung. 2003;32(2):88-99. doi:10.1067/mhl.2003.15 
	11 Schwarz KA, Elman CS. Identification of factors predictive of hospital readmissions for patients with heart failure. Heart Lung. 2003;32(2):88-99. doi:10.1067/mhl.2003.15 

	Reimbursing family caregivers who care for individuals with a serious illness for in-home respite services would not only improve the health outcomes of the care recipient and caregiver, but also reduce overall healthcare costs for both the caregiver and the care recipient. Currently, an estimated 3.4 million family caregivers in Texas provide day-to-day care for people who are older, sick, or who have disabilities. These caregivers help keep their family members out of costly facilities such as hospitals o
	12 Feinberg, Lynn, et al. "Valuing the invaluable: 2011 update, the growing contributions and costs of family caregiving." Washington, DC: AARP Public Policy Institute 32 (2011): 2011. 
	12 Feinberg, Lynn, et al. "Valuing the invaluable: 2011 update, the growing contributions and costs of family caregiving." Washington, DC: AARP Public Policy Institute 32 (2011): 2011. 
	13 AARP Research (2016). 2016 AARP Texas Caregiving Survey: Overwhelming Support for Lifespan Respite Care. AARP Texas. Retrieved from: 
	13 AARP Research (2016). 2016 AARP Texas Caregiving Survey: Overwhelming Support for Lifespan Respite Care. AARP Texas. Retrieved from: 
	https://hhs.texas.gov/sites/default/files/documents/about-hhs/community-engagment/atw/atw-issue-brief-respite.pdf
	https://hhs.texas.gov/sites/default/files/documents/about-hhs/community-engagment/atw/atw-issue-brief-respite.pdf

	  

	14 Fredman L, Cauley JA, Hochberg M, Ensrud KE, Doros G; Study of Osteoporotic Fractures. Mortality associated with caregiving, general stress, and caregiving-related stress in elderly women: results of caregiver-study of osteoporotic fractures. J Am Geriatr Soc. 2010;58(5):937-943. doi:10.1111/j.1532-5415.2010.02808.x 

	Recommendation 2: 
	Texas policy should promote an increase in the training and capacity of health care and social service providers to recognize and engage family caregivers and provide them with evidence-based supports and referrals to services in the community. Additionally, the Council recommends a supportive palliative care awareness bill with language that includes 1) education for all interdisciplinary teams on the 
	differences between SPC and hospice, 2) documentation for discussion of options with medically capacitated patient and/or medical surrogate/medical power of attorney and 3) advance care planning discussions with documentation completion. Often the patient and primary caregivers ask, “Why was I not told about supportive palliative care and hospice before?” 
	To ensure high-quality person and family-centered care by the healthcare workforce, family caregivers must be seen as a partner and as someone who may need additional information, training, care, and support. The following recommendations address core proficiencies for effectively incorporating family caregivers as part of a patient’s overall care team: 
	● Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 
	● Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 
	● Provide specific educational information for healthcare professionals focused on the family caregiver's value as an additional partner in the delivery of care; 

	● Implement protocols to assess the caregiver’s degree of ability and availability to best participate in overall care; 
	● Implement protocols to assess the caregiver’s degree of ability and availability to best participate in overall care; 

	● Educate, engage, and share information with the caregiver; 
	● Educate, engage, and share information with the caregiver; 

	● Identify caregiver health care and support needs; 
	● Identify caregiver health care and support needs; 

	● Help caregivers obtain needed support by referring caregivers to appropriate services; and  
	● Help caregivers obtain needed support by referring caregivers to appropriate services; and  

	● Develop a system of reimbursement or paid leave for family caregivers who are temporarily removed from the job force as a result of the need to deliver around-the-clock primary caregiving services for their loved ones. 
	● Develop a system of reimbursement or paid leave for family caregivers who are temporarily removed from the job force as a result of the need to deliver around-the-clock primary caregiving services for their loved ones. 


	Given the growing diversity of the supportive palliative care population as well as their caregivers, cultural competence in exercising these skills is essential to their effectiveness. 
	Discussion: 
	Family caregivers are often undervalued and ill-equipped with the training and knowledge necessary to appropriately care for their loved ones with serious illnesses. Caregivers may not have the personal capacity to cope with the stress and additional burden that can come with caregiving. For example, research shows that family caregivers of people living with dementia-related conditions, such as Alzheimer’s disease, may experience more stress than other caregivers due to the challenging behaviors that frequ
	caregiving.15 A recent study showed even trained nurses that were providing a dual role as a professional nurse and caregiver at home caregiving for an ill spouse for more than 9 hours per week revealed a significant increased risk of myocardial infraction or cardiac death.16 Most caregivers at home are not trained professional nurses and the health literacy and working knowledge of medical and physical care are substantial. 
	15 National Alliance for Caregiving and AARP. (2015). Caregiving in the U.S. 
	15 National Alliance for Caregiving and AARP. (2015). Caregiving in the U.S. 
	15 National Alliance for Caregiving and AARP. (2015). Caregiving in the U.S. 
	https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
	https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf

	  

	16 May P, Normand C, Cassel JB, et al. Economics of Palliative Care for Hospitalized Adults With Serious Illness: A Meta-analysis. JAMA Intern Med. 2018;178(6):820-829. doi:10.1001/jamainternmed.2018.0750 
	17 Morrison RS, Dietrich J, Ladwig S, et al. Palliative care consultation teams cut hospital costs for Medicaid beneficiaries. Health Aff (Millwood). 2011;30(3):454-463. doi:10.1377/hlthaff.2010.0929 

	Improving awareness of supportive palliative care services can lead to better outcomes in addition to improved fiscal stewardship by providing the desired care at the right time. These quality and cost-benefits for early supportive palliative care services have persistent, meaningful, and positive impacts on the patient, family, and health care team. Study findings are consistent in showing that adult serious illness patients receiving palliative care have lower hospital costs.16 One study found that hospit
	Therefore, providers must be trained to increase their awareness and engagement with family caregivers and available support resources. Providers should be aware of how to make an appropriate referral and what care coordination resources are available to their patients/caregivers in efforts to provide enhanced creative resource allocation and augmented support for the patient/caregiver/provider team. Understanding options regarding caregiving responsibilities for serious illness as well as information on ho
	caregiving responsibilities.18 This illustrates a clear need for the promotion of increased training, provider capacity, and awareness of supportive palliative care services in Texas. 
	18 AARP Public Policy Institute. (2011). Valuing the Invaluable: 2011 Update– The Economic Value of Family Caregiving in 2009. 
	18 AARP Public Policy Institute. (2011). Valuing the Invaluable: 2011 Update– The Economic Value of Family Caregiving in 2009. 
	18 AARP Public Policy Institute. (2011). Valuing the Invaluable: 2011 Update– The Economic Value of Family Caregiving in 2009. 
	https://www.caregiver.org/caregiver-statistics-work-and-caregiving
	https://www.caregiver.org/caregiver-statistics-work-and-caregiving

	  

	19 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 
	19 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from 
	https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf
	https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf

	 

	20 Sinclair, S., and Meier, D. (2017). How States Can Expand Access to Palliative Care. Health Affairs. Retrieved from http://healthaffairs.org/blog/2017/01/30/how-states-can-expand-access-to-palliativecare/ 
	21 Davis MP, Temel JS, Balboni T, Glare P. A review of the trials which examine early integration of outpatient and home palliative care for patients with serious illnesses. Ann Palliat Med. 2015;4(3):99-121. doi:10.3978/j.issn.2224-5820.2015.04.04 
	22 Riolfi M, Buja A, et al. Effectiveness of palliative home-care services in reducing hospital admissions and determinants of hospitalization for terminally ill patients. Palliat Med. 2014 May;28(5):403-411 

	Policy Issue: Adoption of a Medicaid Community-based supportive palliative care benefit 
	As detailed in the Council’s previous reports, individuals with a serious illness most often desire to be cared for in their home by family members and to have their pain and symptom burden managed to better improve their quality of life.19 Supportive palliative care (SPC) offers pain and symptom management services to help balance comfort and function, can be combined with disease modifying treatments to cure illness or extend life, and is most effective when delivered from both a patient and family center
	care services.23,24  When patients have the right care, at the right time, for the right reason, everyone benefits. The improved fiscal stewardship is an additional benefit of providing early supportive palliative care services. The average return on investment for community based SPC is $3 for every $1 spent.18 Additionally, inpatient cost savings, depending on patient diagnosis, averages $2,000 to $4,000 per patient/per stay whenever patients receive palliative care services.18 An SPC benefit for Texas Me
	23 Morrison RS, Penrod JD, Cassel JB, et al. Cost savings associated with US hospital palliative care consultation programs. Arch Intern Med. 2008;168(16):1783-1790. doi:10.1001/archinte.168.16.1783 
	23 Morrison RS, Penrod JD, Cassel JB, et al. Cost savings associated with US hospital palliative care consultation programs. Arch Intern Med. 2008;168(16):1783-1790. doi:10.1001/archinte.168.16.1783 
	24 Penrod JD, Deb P, Dellenbaugh C, et al. Hospital-based palliative care consultation: effects on hospital cost. J Palliat Med. 2010;13(8):973-979. doi:10.1089/jpm.2010.0038 

	Recommendation 
	Texas Medicaid should adopt a supportive palliative care benefit that reimburses for palliative care evaluation and management services, including pain and symptom management. In addition, the benefit should include emotional and spiritual care, counseling, training, and respite services for patients and family caregivers to enhance maintenance of the patient’s condition at home. Telemedicine services for all aspects of palliative care, including advance care planning should be included in the benefit. The 
	A recommendation to adopt an SPC benefit in Medicaid can be accomplished by: 
	● Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 
	● Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 
	● Developing policies to encourage MCOs to pay for palliative care services for individuals with a serious illness on Medicaid using value-based payment models; 

	● Establishing eligibility criteria for who can be provided the benefit; 
	● Establishing eligibility criteria for who can be provided the benefit; 

	● Identifying billing codes to be used for the eligible conditions; and 
	● Identifying billing codes to be used for the eligible conditions; and 

	● Establishing the palliative care services that the benefit will offer. 
	● Establishing the palliative care services that the benefit will offer. 


	Discussion 
	The Council has been working with HHSC staff to develop a retrospective claims analysis to help determine potential eligibility criteria for those wishing to receive the SPC benefit. This study closely follows an analysis that California performed to determine eligibility criteria for its palliative care benefit, implemented through California’s Senate Bill 1004.25 
	25California’s Department of Health Care Services SB 1004 Medi-Cal Palliative Care Policy November 2017 Update. Retrieved from: https://www.dhcs.ca.gov/provgovpart/Documents/SB1004PalliativeCarePolicyDoc11282017.pdf 
	25California’s Department of Health Care Services SB 1004 Medi-Cal Palliative Care Policy November 2017 Update. Retrieved from: https://www.dhcs.ca.gov/provgovpart/Documents/SB1004PalliativeCarePolicyDoc11282017.pdf 

	Eligibility Criteria 
	1. The beneficiary is likely to or has started to use the hospital or emergency department as a means to manage his/her advanced disease. This refers to unanticipated decompensation and does not include elective procedures. 
	1. The beneficiary is likely to or has started to use the hospital or emergency department as a means to manage his/her advanced disease. This refers to unanticipated decompensation and does not include elective procedures. 
	1. The beneficiary is likely to or has started to use the hospital or emergency department as a means to manage his/her advanced disease. This refers to unanticipated decompensation and does not include elective procedures. 

	2. The beneficiary has an advanced illness, as defined in section B below, with appropriate documentation of continued decline in health status, and is not eligible for or declines hospice enrollment. 
	2. The beneficiary has an advanced illness, as defined in section B below, with appropriate documentation of continued decline in health status, and is not eligible for or declines hospice enrollment. 

	3. The beneficiary’s death within a year would not be unexpected based on clinical status.  
	3. The beneficiary’s death within a year would not be unexpected based on clinical status.  

	4. The beneficiary has either received appropriate patient-desired medical therapy or is a beneficiary for whom patient-desired medical therapy is no longer effective.  
	4. The beneficiary has either received appropriate patient-desired medical therapy or is a beneficiary for whom patient-desired medical therapy is no longer effective.  

	5.  The beneficiary and, if applicable, the family/patient-designated support person, agrees to:  
	5.  The beneficiary and, if applicable, the family/patient-designated support person, agrees to:  
	5.  The beneficiary and, if applicable, the family/patient-designated support person, agrees to:  
	a. Attempt, as medically/clinically appropriate, in-home, residential-based, or outpatient disease management/palliative care instead of first going to the emergency department; and  
	a. Attempt, as medically/clinically appropriate, in-home, residential-based, or outpatient disease management/palliative care instead of first going to the emergency department; and  
	a. Attempt, as medically/clinically appropriate, in-home, residential-based, or outpatient disease management/palliative care instead of first going to the emergency department; and  

	b. Participate in Advance Care Planning discussions, although completion of an Advance Directive must not be required (as per Federal law). 
	b. Participate in Advance Care Planning discussions, although completion of an Advance Directive must not be required (as per Federal law). 





	Disease-Specific Eligibility Criteria 
	1. Stage 3+ Congestive Heart Failure (CHF)  
	1. Stage 3+ Congestive Heart Failure (CHF)  
	1. Stage 3+ Congestive Heart Failure (CHF)  

	2. Stage 3+ Chronic Obstructive Pulmonary Disease (COPD) 
	2. Stage 3+ Chronic Obstructive Pulmonary Disease (COPD) 

	3. Advanced Cancer 
	3. Advanced Cancer 

	4. End Stage Liver Disease 
	4. End Stage Liver Disease 

	5. Middle/Moderate Stage Dementia 
	5. Middle/Moderate Stage Dementia 

	6. Geriatric frailty 
	6. Geriatric frailty 


	Supportive Palliative Care Services  
	When a beneficiary meets the minimum eligibility criteria for palliative care, MCOs must authorize palliative care without regard to age. Palliative care must include, at a minimum, the following nine services when medically necessary and reasonable for the palliation or management of a qualified serious illness and related conditions: 
	1. Advance Care Planning: Advance care planning for beneficiaries includes documented discussions between a provider (MD/DO, APRN or PA) or other qualified healthcare professional and a patient, family member, or legally-recognized decision-maker. It starts with a Goals of Care discussion in which patient/surrogate understanding of illness is assessed, prognosis is shared, patient hopes, fears/worries, and trade-offs are explored, and recommendations are made. Counseling that takes place during these discus
	1. Advance Care Planning: Advance care planning for beneficiaries includes documented discussions between a provider (MD/DO, APRN or PA) or other qualified healthcare professional and a patient, family member, or legally-recognized decision-maker. It starts with a Goals of Care discussion in which patient/surrogate understanding of illness is assessed, prognosis is shared, patient hopes, fears/worries, and trade-offs are explored, and recommendations are made. Counseling that takes place during these discus
	1. Advance Care Planning: Advance care planning for beneficiaries includes documented discussions between a provider (MD/DO, APRN or PA) or other qualified healthcare professional and a patient, family member, or legally-recognized decision-maker. It starts with a Goals of Care discussion in which patient/surrogate understanding of illness is assessed, prognosis is shared, patient hopes, fears/worries, and trade-offs are explored, and recommendations are made. Counseling that takes place during these discus

	2. Supportive Palliative Care Assessment and Consultation: Palliative care assessment and consultation services may be provided at the same time as advance care planning or in subsequent patient conversations. The palliative care consultation aims to collect both routine medical data and additional personal information not regularly included in a medical history or health risk assessment. During an initial and/or subsequent palliative care consultation or assessment, topics may include, but are not limited 
	2. Supportive Palliative Care Assessment and Consultation: Palliative care assessment and consultation services may be provided at the same time as advance care planning or in subsequent patient conversations. The palliative care consultation aims to collect both routine medical data and additional personal information not regularly included in a medical history or health risk assessment. During an initial and/or subsequent palliative care consultation or assessment, topics may include, but are not limited 
	2. Supportive Palliative Care Assessment and Consultation: Palliative care assessment and consultation services may be provided at the same time as advance care planning or in subsequent patient conversations. The palliative care consultation aims to collect both routine medical data and additional personal information not regularly included in a medical history or health risk assessment. During an initial and/or subsequent palliative care consultation or assessment, topics may include, but are not limited 
	a. Assessment of symptom burden to include patient perceptions of quality of life and recommendations for palliation of the symptom burden 
	a. Assessment of symptom burden to include patient perceptions of quality of life and recommendations for palliation of the symptom burden 
	a. Assessment of symptom burden to include patient perceptions of quality of life and recommendations for palliation of the symptom burden 

	b. Assessment of patient/surrogate understanding of illness progression and treatment options. 
	b. Assessment of patient/surrogate understanding of illness progression and treatment options. 

	c. Treatment plans, including palliative care and curative care  
	c. Treatment plans, including palliative care and curative care  

	d. Pain and symptom management with review of risk vs benefits and alternatives including medication side effects 
	d. Pain and symptom management with review of risk vs benefits and alternatives including medication side effects 

	e. Emotional and social challenges 
	e. Emotional and social challenges 

	f. Spiritual concerns 
	f. Spiritual concerns 

	g. Patient goals 
	g. Patient goals 

	h. Advance Care Planning, such as the Medical Power of Attorney (MPOA), Advanced Directive/ Living Will, Durable Power of Attorney (DPOA) and in and out of hospital Do Not Resuscitate forms. 
	h. Advance Care Planning, such as the Medical Power of Attorney (MPOA), Advanced Directive/ Living Will, Durable Power of Attorney (DPOA) and in and out of hospital Do Not Resuscitate forms. 

	i. Legally recognized decision maker per Texas Hierarchy of Signatures. 
	i. Legally recognized decision maker per Texas Hierarchy of Signatures. 





	3. Plan of Care: A plan of care should be developed with the engagement of the beneficiary and/or his/her representative(s) in its design. If a beneficiary already has a plan of care, that plan should be updated to reflect any changes resulting from the palliative care consultation or advance care planning discussion. A beneficiary’s plan of care must include all authorized palliative care, including but not limited to pain and symptom management and curative care. 
	3. Plan of Care: A plan of care should be developed with the engagement of the beneficiary and/or his/her representative(s) in its design. If a beneficiary already has a plan of care, that plan should be updated to reflect any changes resulting from the palliative care consultation or advance care planning discussion. A beneficiary’s plan of care must include all authorized palliative care, including but not limited to pain and symptom management and curative care. 
	3. Plan of Care: A plan of care should be developed with the engagement of the beneficiary and/or his/her representative(s) in its design. If a beneficiary already has a plan of care, that plan should be updated to reflect any changes resulting from the palliative care consultation or advance care planning discussion. A beneficiary’s plan of care must include all authorized palliative care, including but not limited to pain and symptom management and curative care. 

	4. Interdisciplinary Palliative Care Team: The palliative care team is an interdisciplinary health care team who work together to meet the physical, medical, psychosocial, emotional, and spiritual needs of beneficiaries and their families and are able to assist in identifying sources of pain and discomfort for the beneficiary. This may include problems with breathing, fatigue, depression, anxiety, insomnia, bowel or bladder, dyspnea, nausea, etc. The SPC team will also address other issues such as medicatio
	4. Interdisciplinary Palliative Care Team: The palliative care team is an interdisciplinary health care team who work together to meet the physical, medical, psychosocial, emotional, and spiritual needs of beneficiaries and their families and are able to assist in identifying sources of pain and discomfort for the beneficiary. This may include problems with breathing, fatigue, depression, anxiety, insomnia, bowel or bladder, dyspnea, nausea, etc. The SPC team will also address other issues such as medicatio

	5. Care Coordination: A member of the palliative care team should provide coordination of care, ensure continuous assessment of the beneficiary’s needs, and implement the plan of care. 
	5. Care Coordination: A member of the palliative care team should provide coordination of care, ensure continuous assessment of the beneficiary’s needs, and implement the plan of care. 

	6. Pain and Symptom Management: Adequate pain and symptom management is an essential component of SPC. Prescription drugs, physical therapy, and other medically necessary services may be needed to address beneficiary pain and other symptoms. The beneficiary’s plan of care must include all services authorized for pain and symptom management. 
	6. Pain and Symptom Management: Adequate pain and symptom management is an essential component of SPC. Prescription drugs, physical therapy, and other medically necessary services may be needed to address beneficiary pain and other symptoms. The beneficiary’s plan of care must include all services authorized for pain and symptom management. 

	7. Mental Health and Medical Social Services: Counseling and social services must be available to the beneficiary and family caregiver to assist in minimizing the stress and psychological problems that arise from a serious illness, related conditions, and the dying process. Counseling services facilitated by the SPC team may include, but are not limited to: psychotherapy, bereavement counseling, medical social services/care coordination, and discharge planning as appropriate. 
	7. Mental Health and Medical Social Services: Counseling and social services must be available to the beneficiary and family caregiver to assist in minimizing the stress and psychological problems that arise from a serious illness, related conditions, and the dying process. Counseling services facilitated by the SPC team may include, but are not limited to: psychotherapy, bereavement counseling, medical social services/care coordination, and discharge planning as appropriate. 

	8. Training and Respite Services for Family Caregivers: Training on proper care of the patient must be available to the family caregiver to aid in appropriate care and symptom management of the patient as well as to reduce stress on 
	8. Training and Respite Services for Family Caregivers: Training on proper care of the patient must be available to the family caregiver to aid in appropriate care and symptom management of the patient as well as to reduce stress on 


	the caregiver. Additionally, respite services must be provided to reduce caregiver burnout and ensure proper care of the patient. 
	the caregiver. Additionally, respite services must be provided to reduce caregiver burnout and ensure proper care of the patient. 
	the caregiver. Additionally, respite services must be provided to reduce caregiver burnout and ensure proper care of the patient. 

	9. Use of telemedicine to provide supportive palliative care services: Telemedicine should be used as an alternate service delivery method to minimize travel burden on the patient and improve access to the SPC team. 
	9. Use of telemedicine to provide supportive palliative care services: Telemedicine should be used as an alternate service delivery method to minimize travel burden on the patient and improve access to the SPC team. 


	Policy Issue: Promote the Use of Telehealth and Telemedicine for Supportive Palliative Care 
	Telehealth and telemedicine are important tools to provide supportive palliative care (SPC) services and can significantly improve access and availability of health care providers to their patients as well as to each other, especially in rural areas. Telehealth refers to a broad collection of electronic and telecommunications technologies and services that support at-a-distance healthcare delivery and services. Telehealth technologies and tactics support virtual medical, health, and education services.26 Te
	26 Telehealth and Telemedicine Policies. Retrieved from: 
	26 Telehealth and Telemedicine Policies. Retrieved from: 
	26 Telehealth and Telemedicine Policies. Retrieved from: 
	https://www.aafp.org/about/policies/all/telemedicine.html
	https://www.aafp.org/about/policies/all/telemedicine.html

	 

	27 Kidd L, Cayless S, Johnston B, Wengstrom Y. Telehealth in palliative care in the UK: a review of the evidence. J Telemed Telecare. 2010;16(7):394-402.  
	28 Watanabe, Sharon M., et al. Improving access to specialist multidisciplinary palliative care consultation for rural cancer patients by videoconferencing: report of a pilot project. Supportive Care in Cancer. 2013;21(4):1201-1207.  
	29 Telebehavioral Health: The ROI for Long-Term Care (2018). Rossiter, L., Austin, W., & Gammon, J. 

	spent.30,31 In addition, using telemedicine to facilitate advance care planning consultations eliminates the need for travel, thereby increasing patient access to a provider, overall patient satisfaction, and an increase in the number of patients who complete advanced directive documents during a telemedicine visit.32  
	30 Molloy DW, Guyatt GH, Russo R, et al. Systematic implementation of an advance directive program in nursing homes: a randomized controlled trial. JAMA. 2000;283(11):1437-1444.  
	30 Molloy DW, Guyatt GH, Russo R, et al. Systematic implementation of an advance directive program in nursing homes: a randomized controlled trial. JAMA. 2000;283(11):1437-1444.  
	31 Hammes BJ, Rooney BL. Death and end-of-life planning in one midwestern community. Arch Intern Med. 1998;158(4):383-390.  
	32 Stinson, Matt, et al. Compassionate Technology: Palliative Care Telemedicine in the Rural Hospital Setting (QI741). Journal of Pain and Symptom Management 57.2 (2019): 478. 
	33 Texas Palliative Care Interdisciplinary Advisory Council (November 2018). Texas Palliative Care Interdisciplinary Advisory Council Recommendations to the 86th Texas Legislature. Retrieved from https://hhs.texas.gov/sites/default/files/documents/laws-regulations/reports-presentations/2019/tpiac-recs-86th-leg-nov-2018.pdf 

	Recommendation  
	Texas policy should promote the use of telehealth and telemedicine to provide high quality interdisciplinary supportive palliative care services, especially in rural areas. Additionally, Texas Medicaid should consider adopting a Medicaid benefit for supportive palliative care that includes coverage of telemedicine services. Commercial insurance and other payers can also reap the benefits of telemedicine and should also be encouraged to support its use and provide adequate reimbursement. Ongoing telehealth s
	● Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit;33 
	● Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit;33 
	● Promoting the use of telemedicine for the discussion of advance care planning (ACP) and completion of advance directives/living will, medical power of attorney, in and out of hospital DNR forms, and other patient centered healthcare directives. As stated in the Council’s previous report, information from ACP conversations should be entered into written and signed advance directives and recorded in the medical records of each patient seen at least annually, no matter the purpose of a visit;33 

	● Utilizing telemedicine to expand the capabilities of providers in both rural and urban areas to refer patients to specialists via telemedicine consultations; and 
	● Utilizing telemedicine to expand the capabilities of providers in both rural and urban areas to refer patients to specialists via telemedicine consultations; and 

	● Enabling providers to conduct peer to peer consultations, trainings, and mentoring via telehealth to enhance the palliative care workforce. 
	● Enabling providers to conduct peer to peer consultations, trainings, and mentoring via telehealth to enhance the palliative care workforce. 


	Discussion 
	Telemedicine should be utilized for advance care planning discussions with patients and providers to discuss their serious illness and its impact on preferences for health care treatment options, and patient centered goals of care. Advance Care Planning should be a fluid and flexible process to help patients with decision-making capacity guide future health care decisions in case they become unable to participate directly in their care.34 The process involves four steps: (1) thinking through one's relevant 
	34 Advance Care Planning & Advance Directives. Retrieved from: https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/54 
	34 Advance Care Planning & Advance Directives. Retrieved from: https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/54 
	35 Pew Research Center, “Views on End-of-Life Medical Treatments,” November 2013, http://www.pewforum.org/2013/11/21/views-on-end-oflife-medical-treatments/ 
	36 Anne Wilkinson, Neil Wenger, and Lisa R. Shugarman. Literature Review on Advance Directives. HHS Office of the Assistant Secretary for Planning and Evaluation, June 2007. Retrieved from: http://aspe.hhs.gov/daltcp/reports/2007/advdirlr.pdf 
	37 Carr D. Racial differences in end-of-life planning: why don't Blacks and Latinos prepare for the inevitable?. Omega (Westport). 2011;63(1):1-20. 

	Utilizing telemedicine as an alternative service delivery method for SPC allows providers in both rural and urban areas to have greater access to patients and provide referrals for telemedicine consultations with specialists. Studies have shown 
	improved continuity of care, improved clinical effectiveness, reduced costs, and more efficient use of resources and specialist staff, as well as improved reliability and accuracy of the information exchanged when telemedicine services were used.38,39 Additionally, telemedicine conducted by a hospital SPC specialist through videoconferencing was comparable to hospital referral for face-to-face medicine.40 Therefore, adopting a telemedicine benefit for Texas Medicaid as well as encouraging commercial insuran
	38 Marie Curie Cancer Care. Telemedicine Supporting Delivering Palliative Care Services and Education in Rural Wales. Press Release. Marie Curie Cancer Care, 2008 
	38 Marie Curie Cancer Care. Telemedicine Supporting Delivering Palliative Care Services and Education in Rural Wales. Press Release. Marie Curie Cancer Care, 2008 
	39 Young, G. Implementing a patient administration system. European Journal of Palliative Care 7.1 (2000): 26-28. 
	40 Di Cerbo A, Morales-Medina JC, Palmieri B, Iannitti T. Narrative review of telemedicine consultation in medical practice. Patient Prefer Adherence. 2015;9:65-75. Published 2015 Jan 13. 
	41 Brigden, M , Minty, A , Pilatzke, S , della Vedova, L , Sherrington, L , McPhail, K . Strengths and weaknesses of teleoncology. Oncology Exchange 2008;7:8–12 
	42 Higginson, Irene J., et al. Scoping exercise on generalist services for adults at the end of life: research, knowledge, policy and future research needs. London: National Coordinating Centre for Service Delivery and Organisation (NCCSDO) (2007). 
	43 Campbell, NC , Iversen, L , Farmer, J , Guest, C , MacDonald, J . A qualitative study in rural and urban areas on whether–and how–to consult during routine and out of hours. BMC Fam Pract 2006;7:26. 
	44 Marie Curie Cancer Care . Telemedicine Supporting Delivering Palliative Care Services and Education in Rural Wales. Press Release. Marie Curie Cancer Care, 2008. 
	45 Regnard, Claud. Using videoconferencing in palliative care. Palliative Medicine 14.6 (2000): 519-528. 

	Telehealth is a valuable tool that can provide faster access to health professionals, better use of time, and improved efficiency of service delivery.41 Telehealth also reduces travel burden and the problems associated with access to care for individuals living in rural areas.42,43 Additional research has shown that telehealth can be a valuable resource for disseminating best practice information and can serve as a cost-effective and feasible alternative for offering regular and timely training and support 
	Policy Issue: Amending the language around House Bill 3703 to change requirements for the use of low-THC cannabis for cancer patients 
	Pain and symptom management is vital to ensuring the best quality of life for individuals facing serious illness, including cancer. Improved pain and symptom management may be one reason that early Supportive Palliative Care is associated with improved survival in metastatic cancer. Unfortunately, a relatively new tool in the pain and symptom management tool kit, low-THC medical cannabis, is currently available under HB 3703, 86th Legislature, Regular Session, 2019 only for terminal (late-stage) cancer pati
	Recommendation 
	The Texas legislature should amend House Bill 3703, 86th Legislature, Regular Session, to replace “terminal cancer” with the words “cancer of any stage with symptoms the physician believes may be improved by low-THC prescription medical cannabis.46 These symptoms may include pain, anorexia, nausea, anxiety, myalgia, fatigue, or any other symptom or symptom complex the physician determines appropriate for a trial of low-THC medical cannabis.” 
	46 HB 3703. Retrieved from: 
	46 HB 3703. Retrieved from: 
	46 HB 3703. Retrieved from: 
	https://legiscan.com/TX/text/HB3703/id/2027375/Texas-2019-HB3703-Enrolled.html
	https://legiscan.com/TX/text/HB3703/id/2027375/Texas-2019-HB3703-Enrolled.html

	 


	Discussion 
	This recommendation represents the desire for amending HB 3703 to replace the restriction of low-THC medical cannabis from terminal patients only to all cancer patients under medical supervision to improve access to pain and symptom management treatments in Texas. 
	7. Conclusion 
	The 84th Texas Legislature (2015) established the Palliative Care Interdisciplinary Advisory Council to provide objective evaluation and consensus recommendations to increase the availability of patient and family-focused palliative care in Texas and to assist the HHS system with the establishment and operation of a palliative care information and education program. Since launching this ongoing initiative, the state has made discernable progress toward increasing awareness of palliative care and developing 
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	List of Acronyms 
	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	ACS 
	ACS 
	ACS 
	ACS 

	American Care Society 
	American Care Society 


	ACP 
	ACP 
	ACP 

	Advance Care Planning 
	Advance Care Planning 


	AHA 
	AHA 
	AHA 

	American Hospital Association 
	American Hospital Association 


	APRN 
	APRN 
	APRN 

	Advanced Practice Registered Nurse 
	Advanced Practice Registered Nurse 


	ARU 
	ARU 
	ARU 

	Acute Rehabilitation Unit 
	Acute Rehabilitation Unit 


	ASCO 
	ASCO 
	ASCO 

	American Society of Clinical Oncology 
	American Society of Clinical Oncology 


	CAPC 
	CAPC 
	CAPC 

	Center to Advance Palliative Care 
	Center to Advance Palliative Care 


	CDC 
	CDC 
	CDC 

	Centers for Disease Control 
	Centers for Disease Control 


	CPR 
	CPR 
	CPR 

	Cardiopulmonary Resuscitation 
	Cardiopulmonary Resuscitation 


	CPT 
	CPT 
	CPT 

	Current Procedural Terminology 
	Current Procedural Terminology 


	DNR 
	DNR 
	DNR 

	Do Not Resuscitate 
	Do Not Resuscitate 


	DO 
	DO 
	DO 

	Doctor of Osteopathic Medicine 
	Doctor of Osteopathic Medicine 


	ED 
	ED 
	ED 

	Emergency Department 
	Emergency Department 


	EMS 
	EMS 
	EMS 

	Emergency Medical Service 
	Emergency Medical Service 


	ESAS 
	ESAS 
	ESAS 

	Edmonton Symptom Assessment Scale 
	Edmonton Symptom Assessment Scale 


	HB 
	HB 
	HB 

	House Bill 
	House Bill 


	HC 
	HC 
	HC 

	Hospice Care 
	Hospice Care 


	HHSC 
	HHSC 
	HHSC 

	Health and Human Service Commission 
	Health and Human Service Commission 


	HPC 
	HPC 
	HPC 

	Hospice Palliative Care 
	Hospice Palliative Care 


	HPM 
	HPM 
	HPM 

	Hospice Palliative Medicine 
	Hospice Palliative Medicine 


	HR 
	HR 
	HR 

	House Resolution 
	House Resolution 


	ICU 
	ICU 
	ICU 

	Intensive Care Unit 
	Intensive Care Unit 


	IOM 
	IOM 
	IOM 

	Institute of Medicine 
	Institute of Medicine 


	LTCF 
	LTCF 
	LTCF 

	Long Term Care Facility 
	Long Term Care Facility 


	LTAC 
	LTAC 
	LTAC 

	Long Term Acute Care 
	Long Term Acute Care 


	MCO 
	MCO 
	MCO 

	Managed Care Organization 
	Managed Care Organization 


	MD 
	MD 
	MD 

	Doctor of Medicine 
	Doctor of Medicine 


	NAM 
	NAM 
	NAM 

	National Academy of Medicine 
	National Academy of Medicine 




	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	NEJM 
	NEJM 
	NEJM 
	NEJM 

	New England Journal of Medicine 
	New England Journal of Medicine 


	NSAID 
	NSAID 
	NSAID 

	Nonsteroidal Anti-Inflammatory Drug 
	Nonsteroidal Anti-Inflammatory Drug 


	NP 
	NP 
	NP 

	Nurse Practitioner 
	Nurse Practitioner 


	OOHDNR 
	OOHDNR 
	OOHDNR 

	Out of Hospital Do-Not-Resuscitate 
	Out of Hospital Do-Not-Resuscitate 


	PA 
	PA 
	PA 

	Physician Assistant 
	Physician Assistant 


	PC 
	PC 
	PC 

	Palliative Care 
	Palliative Care 


	PCIAC 
	PCIAC 
	PCIAC 

	Palliative Care Interdisciplinary Advisory Council 
	Palliative Care Interdisciplinary Advisory Council 


	PHR 
	PHR 
	PHR 

	Public Health Region 
	Public Health Region 


	PPS 
	PPS 
	PPS 

	Palliative Performance Scale 
	Palliative Performance Scale 


	SB 
	SB 
	SB 

	Senate Bill 
	Senate Bill 


	SPC 
	SPC 
	SPC 

	Supportive Palliative Care 
	Supportive Palliative Care 


	TPCIAC 
	TPCIAC 
	TPCIAC 

	Texas Palliative Care Interdisciplinary Advisory Council 
	Texas Palliative Care Interdisciplinary Advisory Council 




	 
	Appendix 
	Table 6: Behavioral Risk Factor Surveillance System, 2018 Medical Preferences, Adults 65+ 
	Question: If a terminal illness or serious accident left you unable to communicate, would a family member, friend, doctor, or other person know your medical or health care treatment preferences? 
	Demographics 
	Demographics 
	Demographics 
	Demographics 
	Demographics 

	Sample Size 
	Sample Size 

	% 
	% 

	95% CI 
	95% CI 

	% 
	% 

	95% CI 
	95% CI 



	Sex: Male 
	Sex: Male 
	Sex: Male 
	Sex: Male 

	1,242 
	1,242 

	79.4 
	79.4 

	(73.1 - 84.6) 
	(73.1 - 84.6) 

	20.6 
	20.6 

	(15.4 - 26.9) 
	(15.4 - 26.9) 


	Sex: Female 
	Sex: Female 
	Sex: Female 

	1,992 
	1,992 

	85.1 
	85.1 

	(79.1 - 89.5) 
	(79.1 - 89.5) 

	14.9 
	14.9 

	(10.5 - 20.9) 
	(10.5 - 20.9) 


	Race/Ethnicity: White, Non-Hispanic 
	Race/Ethnicity: White, Non-Hispanic 
	Race/Ethnicity: White, Non-Hispanic 

	2,434 
	2,434 

	88.2 
	88.2 

	(84.7 - 90.9) 
	(84.7 - 90.9) 

	11.8 
	11.8 

	(9.1 - 15.3) 
	(9.1 - 15.3) 


	Race/Ethnicity: Black, Non-Hispanic 
	Race/Ethnicity: Black, Non-Hispanic 
	Race/Ethnicity: Black, Non-Hispanic 

	228 
	228 

	66.3 
	66.3 

	(45.4 - 82.3) 
	(45.4 - 82.3) 

	33.7 
	33.7 

	(17.7 - 54.6) 
	(17.7 - 54.6) 


	Race/Ethnicity: Hispanic 
	Race/Ethnicity: Hispanic 
	Race/Ethnicity: Hispanic 

	410 
	410 

	75.4 
	75.4 

	(64.3 - 83.9) 
	(64.3 - 83.9) 

	24.6 
	24.6 

	(16.1 - 35.7) 
	(16.1 - 35.7) 


	Race/Ethnicity: Other/Multiracial, Non-Hispanic 
	Race/Ethnicity: Other/Multiracial, Non-Hispanic 
	Race/Ethnicity: Other/Multiracial, Non-Hispanic 

	109 
	109 

	67.6 
	67.6 

	(40.1 - 86.7) 
	(40.1 - 86.7) 

	R 
	R 

	(. - .) 
	(. - .) 


	Education: Less than high school 
	Education: Less than high school 
	Education: Less than high school 

	360 
	360 

	72.5 
	72.5 

	(60.2 - 82.1) 
	(60.2 - 82.1) 

	27.5 
	27.5 

	(17.9 - 39.8) 
	(17.9 - 39.8) 


	Education: High school graduate and some college 
	Education: High school graduate and some college 
	Education: High school graduate and some college 

	1,654 
	1,654 

	84.6 
	84.6 

	(79.0 - 88.9) 
	(79.0 - 88.9) 

	15.4 
	15.4 

	(11.1 - 21.0) 
	(11.1 - 21.0) 


	Education: College graduate 
	Education: College graduate 
	Education: College graduate 

	1,230 
	1,230 

	89.0 
	89.0 

	(84.7 - 92.3) 
	(84.7 - 92.3) 

	11.0 
	11.0 

	(7.7 - 15.3) 
	(7.7 - 15.3) 


	Income: <$25,000 
	Income: <$25,000 
	Income: <$25,000 

	742 
	742 

	80.5 
	80.5 

	(72.0 - 86.9) 
	(72.0 - 86.9) 

	19.5 
	19.5 

	(13.1 - 28.0) 
	(13.1 - 28.0) 


	Income: $25,000 to <$50,000 
	Income: $25,000 to <$50,000 
	Income: $25,000 to <$50,000 

	683 
	683 

	83.5 
	83.5 

	(74.9 - 89.6) 
	(74.9 - 89.6) 

	16.5 
	16.5 

	(10.4 - 25.1) 
	(10.4 - 25.1) 


	Income: $50,000+ 
	Income: $50,000+ 
	Income: $50,000+ 

	1,044 
	1,044 

	88.2 
	88.2 

	(83.1 - 91.9) 
	(83.1 - 91.9) 

	11.8 
	11.8 

	(8.1 - 16.9) 
	(8.1 - 16.9) 


	Marital Status: Married 
	Marital Status: Married 
	Marital Status: Married 

	1,586 
	1,586 

	83.6 
	83.6 

	(78.3 - 87.9) 
	(78.3 - 87.9) 

	16.4 
	16.4 

	(12.1 - 21.7) 
	(12.1 - 21.7) 


	Marital Status: Unmarried 
	Marital Status: Unmarried 
	Marital Status: Unmarried 

	1,649 
	1,649 

	82.1 
	82.1 

	(75.1 - 87.5) 
	(75.1 - 87.5) 

	17.9 
	17.9 

	(12.5 - 24.9) 
	(12.5 - 24.9) 


	Disability: Yes 
	Disability: Yes 
	Disability: Yes 

	1,508 
	1,508 

	79.0 
	79.0 

	(71.3 - 85.0) 
	(71.3 - 85.0) 

	21.0 
	21.0 

	(15.0 - 28.7) 
	(15.0 - 28.7) 


	Disability: No 
	Disability: No 
	Disability: No 

	1,706 
	1,706 

	86.1 
	86.1 

	(82.0 - 89.4) 
	(82.0 - 89.4) 

	13.9 
	13.9 

	(10.6 - 18.0) 
	(10.6 - 18.0) 


	Health Insurance: Yes 
	Health Insurance: Yes 
	Health Insurance: Yes 

	3,174 
	3,174 

	84.8 
	84.8 

	(80.8 - 88.1) 
	(80.8 - 88.1) 

	15.2 
	15.2 

	(11.9 - 19.2) 
	(11.9 - 19.2) 


	Health Insurance: No 
	Health Insurance: No 
	Health Insurance: No 

	66 
	66 

	41.7 
	41.7 

	(22.9 - 63.3) 
	(22.9 - 63.3) 

	58.3 
	58.3 

	(36.7 - 77.1) 
	(36.7 - 77.1) 


	Chronic Condition: Yes 
	Chronic Condition: Yes 
	Chronic Condition: Yes 

	3,022 
	3,022 

	83.0 
	83.0 

	(78.6 - 86.7) 
	(78.6 - 86.7) 

	17.0 
	17.0 

	(13.3 - 21.4) 
	(13.3 - 21.4) 


	Chronic Condition: No 
	Chronic Condition: No 
	Chronic Condition: No 

	229 
	229 

	79.4 
	79.4 

	(67.6 - 87.6) 
	(67.6 - 87.6) 

	20.6 
	20.6 

	(12.4 - 32.4) 
	(12.4 - 32.4) 


	Total 
	Total 
	Total 

	3,252 
	3,252 

	82.8 
	82.8 

	(78.6 - 86.2) 
	(78.6 - 86.2) 

	17.2 
	17.2 

	(13.8 - 21.4) 
	(13.8 - 21.4) 




	Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 30%, estimate unreliable and not displayed. All reported rates are weighted for Texas demographics and the probability of selection. Prepared by: Center for Health Statistics, Texas Department of State Health Services 
	Table 7: Texas Behavioral Risk Factor Surveillance System, 2018 
	Medical Preferences by Risk Factor, Adults 65+ 
	Question: If a terminal illness or serious accident left you unable to communicate, would a family member, friend, doctor, or other person know your medical or health care treatment preferences? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	1,044 
	1,044 

	86.4 % 
	86.4 % 

	(75.4 - 92.9) 
	(75.4 - 92.9) 

	R 
	R 

	(. - .) 
	(. - .) 


	No 
	No 
	No 

	2,179 
	2,179 

	81.4 % 
	81.4 % 

	(76.7 - 85.3) 
	(76.7 - 85.3) 

	18.6 % 
	18.6 % 

	(14.7 - 23.3) 
	(14.7 - 23.3) 




	 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	603 
	603 

	80.2 % 
	80.2 % 

	(70.6 - 8733) 
	(70.6 - 8733) 

	R 
	R 

	(. - .) 
	(. - .) 


	No 
	No 
	No 

	2,595 
	2,595 

	83.5 % 
	83.5 % 

	(78.7 - 87.4) 
	(78.7 - 87.4) 

	16.5 % 
	16.5 % 

	(12.6 - 21.3) 
	(12.6 - 21.3) 




	 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	758 
	758 

	78.9 % 
	78.9 % 

	(69.9 - 85.8) 
	(69.9 - 85.8) 

	R 
	R 

	(. - .) 
	(. - .) 


	No 
	No 
	No 

	2,439 
	2,439 

	84.1 5 
	84.1 5 

	(79.2 - 88.1) 
	(79.2 - 88.1) 

	R 
	R 

	(. - .) 
	(. - .) 




	 
	Diabetes? 
	Diabetes? 
	Diabetes? 
	Diabetes? 
	Diabetes? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	824 
	824 

	83.8 % 
	83.8 % 

	(77.2 - 88.7) 
	(77.2 - 88.7) 

	R 
	R 

	(. - .) 
	(. - .) 


	No 
	No 
	No 

	2,420 
	2,420 

	82.3 % 
	82.3 % 

	(77.0 - 86.7) 
	(77.0 - 86.7) 

	R 
	R 

	(. - .) 
	(. - .) 




	Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services Commission 
	Table 8: Texas Behavioral Risk Factor Surveillance System, 2018 
	Medical Preferences by Region, Adults 65+ 
	Question: If a terminal illness or serious accident left you unable to communicate, would a family member, friend, doctor, or other person know your medical or health care treatment preferences? 
	Variable 
	Variable 
	Variable 
	Variable 
	Variable 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 

	296 
	296 

	90.7 
	90.7 

	(79.0 - 96.2) 
	(79.0 - 96.2) 

	N 
	N 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 3 
	Public Health Region – Texas: 3 
	Public Health Region – Texas: 3 

	631 
	631 

	88.9 
	88.9 

	(84.5 - 92.2) 
	(84.5 - 92.2) 

	R 
	R 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 4/5 
	Public Health Region – Texas: 4/5 
	Public Health Region – Texas: 4/5 

	379 
	379 

	73.5 
	73.5 

	(57.0 - 85.3) 
	(57.0 - 85.3) 

	R 
	R 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 6 
	Public Health Region – Texas: 6 
	Public Health Region – Texas: 6 

	389 
	389 

	83.3 
	83.3 

	(70.9 - 91.1) 
	(70.9 - 91.1) 

	N 
	N 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 7 
	Public Health Region – Texas: 7 
	Public Health Region – Texas: 7 

	841 
	841 

	77.3 
	77.3 

	(63.1 - 87.2) 
	(63.1 - 87.2) 

	R 
	R 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 8/11 
	Public Health Region – Texas: 8/11 
	Public Health Region – Texas: 8/11 

	421 
	421 

	82.7 
	82.7 

	(72.9 - 89.5) 
	(72.9 - 89.5) 

	R 
	R 

	(.-.) 
	(.-.) 


	Public Health Region – Texas 9/10 
	Public Health Region – Texas 9/10 
	Public Health Region – Texas 9/10 

	164 
	164 

	83.3 
	83.3 

	(69.9 - 91.4) 
	(69.9 - 91.4) 

	N 
	N 

	(.-.) 
	(.-.) 


	Border: Yes 
	Border: Yes 
	Border: Yes 

	316 
	316 

	80.1 
	80.1 

	(69.9 - 87.5) 
	(69.9 - 87.5) 

	R 
	R 

	(.-.) 
	(.-.) 


	Border: No 
	Border: No 
	Border: No 

	2,805 
	2,805 

	83.8 
	83.8 

	(79.6 - 87.3) 
	(79.6 - 87.3) 

	16.2 
	16.2 

	(12.7 - 20.4) 
	(12.7 - 20.4) 


	Metro Statistical Area: Yes 
	Metro Statistical Area: Yes 
	Metro Statistical Area: Yes 

	2,627 
	2,627 

	85.4 
	85.4 

	(81.54 - 88.7) 
	(81.54 - 88.7) 

	14.6 
	14.6 

	(11.3 - 18.6) 
	(11.3 - 18.6) 


	Metro Statistical Area: No 
	Metro Statistical Area: No 
	Metro Statistical Area: No 

	494 
	494 

	73.9 
	73.9 

	(61.7 - 83.2) 
	(61.7 - 83.2) 

	R 
	R 

	(.-.) 
	(.-.) 


	Total 
	Total 
	Total 

	3,121 
	3,121 

	83.5 
	83.5 

	(79.7 - 86.8) 
	(79.7 - 86.8) 

	16.5 
	16.5 

	(13.2 - 20.3) 
	(13.2 - 20.3) 




	Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services Commission 
	Table 9: Texas Behavioral Risk Factor Surveillance System, 2018 
	Advance Directive, Adults 65+ 
	Question: Do you have a written advance directive? 
	Demographics 
	Demographics 
	Demographics 
	Demographics 
	Demographics 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Sex: Male 
	Sex: Male 
	Sex: Male 
	Sex: Male 

	1,246 
	1,246 

	46.3 
	46.3 

	(39.8 - 52.9) 
	(39.8 - 52.9) 

	53.7 
	53.7 

	(47.1 - 60.2) 
	(47.1 - 60.2) 


	Sex: Female 
	Sex: Female 
	Sex: Female 

	1,998 
	1,998 

	54.8 
	54.8 

	(49.3 - 60.3) 
	(49.3 - 60.3) 

	45.2 
	45.2 

	(39.7 - 50.7) 
	(39.7 - 50.7) 


	Race/Ethnicity: White, Non-Hispanic 
	Race/Ethnicity: White, Non-Hispanic 
	Race/Ethnicity: White, Non-Hispanic 

	2,431 
	2,431 

	60.5 
	60.5 

	(55.6 - 65.1) 
	(55.6 - 65.1) 

	39.5 
	39.5 

	(34.9 - 44.4) 
	(34.9 - 44.4) 


	Race/Ethnicity: Black, Non-Hispanic 
	Race/Ethnicity: Black, Non-Hispanic 
	Race/Ethnicity: Black, Non-Hispanic 

	227 
	227 

	38.3 
	38.3 

	(22.3 - 57.2) 
	(22.3 - 57.2) 

	61.7 
	61.7 

	(42.8 - 77.7) 
	(42.8 - 77.7) 


	Race/Ethnicity: Hispanic 
	Race/Ethnicity: Hispanic 
	Race/Ethnicity: Hispanic 

	423 
	423 

	30.6 
	30.6 

	(22.9 - 39.5) 
	(22.9 - 39.5) 

	69.4 
	69.4 

	(60.5 - 77.1) 
	(60.5 - 77.1) 


	Race/Ethnicity: Other/Multiracial, Non-Hispanic 
	Race/Ethnicity: Other/Multiracial, Non-Hispanic 
	Race/Ethnicity: Other/Multiracial, Non-Hispanic 

	111 
	111 

	40.7 
	40.7 

	(22.3 - 62.1) 
	(22.3 - 62.1) 

	59.3 
	59.3 

	(37.9 - 77.7) 
	(37.9 - 77.7) 


	Education: Less than high school 
	Education: Less than high school 
	Education: Less than high school 

	374 
	374 

	30.2 
	30.2 

	(21.8 - 40.2) 
	(21.8 - 40.2) 

	69.8 
	69.8 

	(59.8 - 78.2) 
	(59.8 - 78.2) 


	Education: High school graduate and some college 
	Education: High school graduate and some college 
	Education: High school graduate and some college 

	1,656 
	1,656 

	54.1 
	54.1 

	(48.5 - 59.6) 
	(48.5 - 59.6) 

	45.9 
	45.9 

	(40.4 - 51.5) 
	(40.4 - 51.5) 


	Education: College graduate 
	Education: College graduate 
	Education: College graduate 

	1,223 
	1,223 

	67.5 
	67.5 

	(61.6 - 72.9) 
	(61.6 - 72.9) 

	32.5 
	32.5 

	(27.1 - 38.4) 
	(27.1 - 38.4) 


	Income: <$25,000 
	Income: <$25,000 
	Income: <$25,000 

	751 
	751 

	41.5 
	41.5 

	(33.0 - 50.5) 
	(33.0 - 50.5) 

	58.5 
	58.5 

	(49.5 - 67.0) 
	(49.5 - 67.0) 


	Income: $25,000 to <$50,000 
	Income: $25,000 to <$50,000 
	Income: $25,000 to <$50,000 

	683 
	683 

	50.0 
	50.0 

	(41.6 - 58.4) 
	(41.6 - 58.4) 

	50.0 
	50.0 

	(41.6 - 58.4) 
	(41.6 - 58.4) 


	Income: $50,000+ 
	Income: $50,000+ 
	Income: $50,000+ 

	1,043 
	1,043 

	61.1 
	61.1 

	(53.6 - 68.2) 
	(53.6 - 68.2) 

	38.9 
	38.9 

	(31.8 - 46.4) 
	(31.8 - 46.4) 


	Marital Status: Married 
	Marital Status: Married 
	Marital Status: Married 

	1,592 
	1,592 

	49.0 
	49.0 

	(43.2 - 54.9) 
	(43.2 - 54.9) 

	51.0 
	51.0 

	(45.1 - 56.8) 
	(45.1 - 56.8) 


	Marital Status: Unmarried 
	Marital Status: Unmarried 
	Marital Status: Unmarried 

	1,650 
	1,650 

	54.4 
	54.4 

	(48.2 - 60.5) 
	(48.2 - 60.5) 

	45.6 
	45.6 

	(39.5 - 51.8) 
	(39.5 - 51.8) 


	Disability: Yes 
	Disability: Yes 
	Disability: Yes 

	1,516 
	1,516 

	47.2 
	47.2 

	(40.5 - 53.9) 
	(40.5 - 53.9) 

	52.8 
	52.8 

	(46.1 - 59.5) 
	(46.1 - 59.5) 


	Disability: No 
	Disability: No 
	Disability: No 

	1,705 
	1,705 

	55.7 
	55.7 

	(50.2 - 61.1) 
	(50.2 - 61.1) 

	44.3 
	44.3 

	(38.9 - 49.8) 
	(38.9 - 49.8) 


	Health Insurance: Yes 
	Health Insurance: Yes 
	Health Insurance: Yes 

	3,184 
	3,184 

	52.7 
	52.7 

	(48.3 - 57.0) 
	(48.3 - 57.0) 

	47.3 
	47.3 

	(43.0 - 51.7) 
	(43.0 - 51.7) 


	Health Insurance: No 
	Health Insurance: No 
	Health Insurance: No 

	69 
	69 

	R 
	R 

	(. - .) 
	(. - .) 

	74.1 
	74.1 

	(53.6 - 87.7) 
	(53.6 - 87.7) 


	Chronic Condition: Yes 
	Chronic Condition: Yes 
	Chronic Condition: Yes 

	3,031 
	3,031 

	51.7 
	51.7 

	(47.2 - 56.2) 
	(47.2 - 56.2) 

	48.3 
	48.3 

	(43.8 - 52.8) 
	(43.8 - 52.8) 


	Chronic Condition: No 
	Chronic Condition: No 
	Chronic Condition: No 

	229 
	229 

	48.2 
	48.2 

	(35.3 - 61.2) 
	(35.3 - 61.2) 

	51.8 
	51.8 

	(38.8 - 64.7) 
	(38.8 - 64.7) 


	Total 
	Total 
	Total 

	3,261 
	3,261 

	51.4 
	51.4 

	(47.1 - 55.7) 
	(47.1 - 55.7) 

	48.6 
	48.6 

	(44.3 - 52.9) 
	(44.3 - 52.9) 




	Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 30%, estimate unreliable and not displayed. Prepared by: Center for Health Statistics, Texas Department of State Health Services 
	Table 10: Texas Behavioral Risk Factor Surveillance System, 2018 
	Advance Directive by Risk Factor, Adults 65+ 
	Question: Do you have a written advance directive? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 
	Ever Diagnosed with Any Cancer? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	1,035 
	1,035 

	57.3 
	57.3 

	(49.2 - 65.0) 
	(49.2 - 65.0) 

	42.7 
	42.7 

	(35.0 - 50.8) 
	(35.0 - 50.8) 


	No 
	No 
	No 

	2,199 
	2,199 

	49.1 
	49.1 

	(44.1 - 54.2) 
	(44.1 - 54.2) 

	50.1 
	50.1 

	(45.8 - 55.9) 
	(45.8 - 55.9) 




	 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 
	Heart Disease? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	602 
	602 

	59.1 
	59.1 

	(49.7 - 67.8) 
	(49.7 - 67.8) 

	40.9 
	40.9 

	(32.2 - 50.3) 
	(32.2 - 50.3) 


	No 
	No 
	No 

	2,605 
	2,605 

	50.7 
	50.7 

	(45.8 - 55.5) 
	(45.8 - 55.5) 

	49.3 
	49.3 

	(44.5 - 54.2) 
	(44.5 - 54.2) 




	 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 
	Cardiovascular Disease? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	755 
	755 

	58.8 
	58.8 

	(50.5 - 66.7) 
	(50.5 - 66.7) 

	41.2 
	41.2 

	(33.3 - 49.5) 
	(33.3 - 49.5) 


	No 
	No 
	No 

	2,450 
	2,450 

	50.4 
	50.4 

	(45.4 - 55.5) 
	(45.4 - 55.5) 

	49.6 
	49.6 

	(44.5 - 54.6) 
	(44.5 - 54.6) 




	 
	Diabetes? 
	Diabetes? 
	Diabetes? 
	Diabetes? 
	Diabetes? 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Yes 
	Yes 
	Yes 
	Yes 

	830 
	830 

	45.2 
	45.2 

	(37.2 - 53.4) 
	(37.2 - 53.4) 

	54.8 
	54.8 

	(46.6 - 62.8 
	(46.6 - 62.8 


	No 
	No 
	No 

	2,423 
	2,423 

	54.0 
	54.0 

	(49.0 - 59.0) 
	(49.0 - 59.0) 

	46.0 
	46.0 

	(41.1 - 51.0) 
	(41.1 - 51.0) 




	Prepared by: Texas Health and Human Services Commission 
	Table 11: Texas Behavioral Risk Factor Surveillance System, 2018 
	Advance Directive by Region, Adults 65+ 
	Question: Do you have a written advance directive? 
	Variable 
	Variable 
	Variable 
	Variable 
	Variable 

	Sample Size 
	Sample Size 

	% Yes 
	% Yes 

	Yes 95% CI 
	Yes 95% CI 

	% No 
	% No 

	No 95% CI 
	No 95% CI 



	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 
	Public Health Region – Texas: 1/2 

	298 
	298 

	62.7 
	62.7 

	(45.9 - 77.0) 
	(45.9 - 77.0) 

	R 
	R 

	(.-.) 
	(.-.) 


	Public Health Region – Texas: 3 
	Public Health Region – Texas: 3 
	Public Health Region – Texas: 3 

	630 
	630 

	54.9 
	54.9 

	(47.5 - 62.1) 
	(47.5 - 62.1) 

	45.1 
	45.1 

	(37.9 - 52.5) 
	(37.9 - 52.5) 


	Public Health Region – Texas: 4/5 
	Public Health Region – Texas: 4/5 
	Public Health Region – Texas: 4/5 

	376 
	376 

	R 
	R 

	(.-.) 
	(.-.) 

	60.2 
	60.2 

	(45.8 - 73.1) 
	(45.8 - 73.1) 


	Public Health Region – Texas: 6 
	Public Health Region – Texas: 6 
	Public Health Region – Texas: 6 

	388 
	388 

	51.5 
	51.5 

	(40.0 - 62.8) 
	(40.0 - 62.8) 

	48.5 
	48.5 

	(37.2 - 60.0) 
	(37.2 - 60.0) 


	Public Health Region – Texas: 7 
	Public Health Region – Texas: 7 
	Public Health Region – Texas: 7 

	841 
	841 

	57.2 
	57.2 

	(46.5 - 67.3) 
	(46.5 - 67.3) 

	42.8 
	42.8 

	(32.7 - 53.5) 
	(32.7 - 53.5) 


	Public Health Region – Texas: 8/11 
	Public Health Region – Texas: 8/11 
	Public Health Region – Texas: 8/11 

	426 
	426 

	44.8 
	44.8 

	(35.1 - 54.9) 
	(35.1 - 54.9) 

	55.2 
	55.2 

	(45.1 - 64.9) 
	(45.1 - 64.9) 


	Public Health Region – Texas: 9/10 
	Public Health Region – Texas: 9/10 
	Public Health Region – Texas: 9/10 

	169 
	169 

	R 
	R 

	(.-.) 
	(.-.) 

	58.4 
	58.4 

	(42.5 - 72.7) 
	(42.5 - 72.7) 


	Border: Yes 
	Border: Yes 
	Border: Yes 

	328 
	328 

	R 
	R 

	(.-.) 
	(.-.) 

	69.9 
	69.9 

	(57.6 - 79.8) 
	(57.6 - 79.8) 


	Border: No 
	Border: No 
	Border: No 

	2,800 
	2,800 

	53.2 
	53.2 

	(48.7 - 57.7) 
	(48.7 - 57.7) 

	46.8 
	46.8 

	(42.3 - 51.3) 
	(42.3 - 51.3) 


	Metro Statistical Area: Yes 
	Metro Statistical Area: Yes 
	Metro Statistical Area: Yes 

	2,638 
	2,638 

	51.3 
	51.3 

	(46.7 - 56.0) 
	(46.7 - 56.0) 

	48.7 
	48.7 

	(44.0 - 53.3) 
	(44.0 - 53.3) 


	Metro Statistical Area: No 
	Metro Statistical Area: No 
	Metro Statistical Area: No 

	490 
	490 

	50.1 
	50.1 

	(38.3 - 61.9) 
	(38.3 - 61.9) 

	49.9 
	49.9 

	(38.1 - 61.7) 
	(38.1 - 61.7) 


	Total 
	Total 
	Total 

	3,128 
	3,128 

	51.1 
	51.1 

	(46.8 - 55.5) 
	(46.8 - 55.5) 

	48.9 
	48.9 

	(44.5 - 53.2) 
	(44.5 - 53.2) 




	Note: N = Sample size less than 50, estimate not displayed. R = Relative Standard Error greater than 30%, estimate unreliable and not displayed. Prepared by: Texas Health and Human Services Commission 
	Texas Palliative Care Interdisciplinary Advisory Council (PCIAC) Personal Statement 
	As an appointed member of the Palliative Care Interdisciplinary Advisory Council, I have worked with my colleagues on the Advisory Council to improve supportive palliative care (SPC) and identify some of the barriers to increasing access, education, workforce and awareness of supportive palliative health care services for the citizens of Texas. The attached 2020 Legislative Report is the result of the Council’s efforts to continue to provide meaningful, innovative recommendations while mindful of appropriat
	Based on research for the 2020 report and the interprofessional experiences of the Council, Texas continues to advance SPC and is now recognized nationally by the Center to Advance Palliative Care and the National Academy of State Health Policy. Texas is now considered one of the “pioneers” in SPC as we make consistent strides and efforts for the most vulnerable Texans. I am very appreciative of the legislative body in creating a standalone definition of SPC that clearly delineates the service line from the
	Texans living with serious and life-limiting illnesses, their caregivers and the clinicians who make every effort to improve their quality of life during high stress times are in need of more legislative help. Specifically, there needs to be a more distinct recognition in the form of a SPC awareness bill complemented with the formal creation and adoption of a comprehensive SPC-benefited service line in the Texas Medicaid program. COVID-19 has shed a brighter spotlight upon the high volume of SPC clinician w
	The Council acknowledged in the current pandemic secondary to COVID-19 that all health care providers are in high demand and are being called to care for primary, specialty and seriously ill patients regardless of their normal practice population, service lines and settings. The Council appreciated the Texas legislative waiver efforts during this unprecedented time. As the volume in Texas health care needs continue to escalate in parallel with primary, specialty and serious and often life limiting illness, 
	capital to their full extent of education, training, licensure and certification thereby increasing access to high quality and affordable health care across the settings and life continuum. Allowing and supporting creative innovation by advancing telehealth assists health care clinicians in improving access to our large and vast state. This improves the overall health outcome and quality of life of both consumers and clinicians while improving creative resource allocation and decreasing cost to Texans and t
	Texas has a proven and fiscally responsible SPC blueprint for creation of a new SPC benefit in the Texas Health and Human Services Medicaid program. The outlined SPC blueprint can realistically meet the needs of consumers and clinicians while improving awareness, service line utilization and fiscal burden. The SPC blueprint outlined in the 2020 report is based on recognition of a multidimensional and comprehensive SPC benefit line for clinicians, consumers and payors. 
	From inpatient to community-based care, SPC has a proven record of success in enhancing quality of life for the consumer and relieving burden on the clinician, while improving fiscal medical resources. The economic case is clear. Improved fiscal stewardship is the fringe benefit of providing early gold-standard SPC services. The average community-based palliative care savings is $3 to $1 (Community Palliative Care Pilot Expansion Program, 2017). When early advanced care planning is done, the average cost sa
	Achieving high quality SPC requires teams to operate under the gold standard with evidenced-based interdisciplinary teams which were outlined in the 2018 report. This language remains aspirational for now until more moving variables can be secured in place for Texans. These nationally accepted standards of SPC practice help ensure standardization, quality, and safety to support positive patient outcomes across Texas. When patients are aware and afforded early access to evidenced based SPC the benefits to th
	The Texas SPC workforce is making significant strides to meet the needs in Texas with access, affordability and quality. Texas requires more fiscally responsible human capital. The Texas advanced practice registered nurses (APRNs) growth seen at 107% since 2015 is extraordinary. This brings the total to 95 APRNs who are nationally board certified in palliative care and hospice care as of 2019. Texas 
	APRNs are moving forward in this subspecialty to help bridge and close the gaps for these vulnerable Texans. As some have shared before, “It should not matter the zip code you live in to determine the access to high quality, affordable healthcare one receives and the associated quality of life and prognosis.” 
	Texas advanced practice providers (APRNs and PAs) are ready, willing and joined in with the interdisciplinary team to bring all hands on deck with more human capital. By removing barriers to practice and allowing APRNs and PAs the ability to fully practice to their education, training and certification these vulnerable Texans have more access to high quality and affordable health care. Removing barriers to practice allows APRNs and PAs to process and complete administrative taskings such as signatures for h
	Texas has a unique opportunity to improve the quality of life for some of the most vulnerable patients and improve healthcare work flow in the upcoming 87th legislative session. The Council of SPC experts reached unanimous consensus on the legislative recommendations and processes to achieve them. By increasing awareness through education, improving work force and access to care, and adopting a SPC benefit line all of Texas wins.  
	It is my sincere hope that the members of the Legislature will recognize in the 2020 PCIAC report the progress Texas has made in regards to advancing SPC across the state and the further assistance Texans still need. The PCIAC team efforts with stakeholders at the local, state and national level have aided our endeavors to help more Texans who need SPC and those who care for them. 
	I am honored to work diligently among colleagues on this Council. I am so appreciative of the Council and legislature’s time and consideration to help better the global quality of life for what Texans need and deserve during the most vulnerable and sacred time in their lives. 
	Warmest Regards, Dr. Erin Perez, DNP, APRN, ANP-C, AGNP-C, ACHPN Vice-Chair Texas Palliative Care Interdisciplinary Advisory Council University Health System- Palliative Care Nurse Practitioner erin.perez@UHS-SA.com/ (210)792-9613 “You treat a disease, you win, you lose. You treat a person, I guarantee you, you’ll win, no matter what the outcome”. -Patch Adams 



