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1 Key Findings 
 
Self-Reported Survey Findings for all Participants 
 Promotores(as)/Community Health Workers (P/CHW) outreach and informing activities 

were reported by respondents as effective in changing behaviors. 
 Content of the Parent Health Care Guide was validated as valuable, as measured by the 

Promotores/Community Health Workers intervention and follow-up survey.  
 The predominant barrier to access to care was appointment scheduling.  
 The Parent Health Care Guide was used by 86 percent of respondents to help understand 

when to call a primary care physician (PCP) and when to go to the emergency department. 
 The Parent Health Care Guide was positively received by respondents, particularly by 

participants with young children.  
 Participants reported a high level of confidence when asked about responding appropriately 

to future non-urgent health conditions.  
 There was a significant decrease in the percent of participants who reported having one or 

more barriers to accessing appropriate medical care and a significant increase in those 
reporting no barriers to accessing appropriate medical care between the intervention and 
follow-up survey. 

 The perceived importance of scheduling and keeping dental visits increased. 
 Three of the four pilot sites initiated a similar program to the pilot program after state 

funding ended. 
 
Preliminary Medicaid Claims Findings for Initial Group of P/CHW Participants  
 Dental checkups and the average number of dental visits per participant increased 

significantly from the pre to post intervention period. 
 Participants were just as likely to use the emergency department for non-urgent care on 

weekdays as on weekends. 
 Emergency department usage for treatment of non-urgent conditions and the average number 

of non-urgent emergency department visits per participant did not decrease between the six-
month pre and the six-month post periods. 

 Coordination of care showed no improvement from the six-month pre period to the six-
month post period. 

 Study participants had an average of more than three routine primary care provider office 
visits during both the six months before and the six months after their emergency department 
intervention date. 

 Average Medicaid costs for all medical, dental, and emergency department services during 
the six-month pre and six-month post periods did not decrease for the overall cohort or the 
four individual sites. 

 Approximately 80 percent of participants were already using medical resources appropriately 
for non-urgent care during the six-month period before intervention.  There was no 
improvement in the use of medical resources during the six month period after intervention. 
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2 Introduction 
 
On May 3, 2010, the Department of State Health Services (DSHS) implemented a pilot to assess 
the impact of using P/CHWs in select emergency departments (EDs) to reduce the number of 
Medicaid participants from birth through 20 years of age who visit the ED, rather than a PCP’s 
office, for non-urgent care at four pilot sites within Texas. The four sites, located in Bexar (1), 
Dallas (1), and Harris (2) Counties, hired certified P/CHWs who provided an intervention to: 

1. Enhance targeted outreach and informing efforts toward Texas Health Steps (THSteps) 
clients and/or caretakers who were accessing services for non-urgent conditions in acute care 
settings.  

2. Promote the medical and dental home concept and the use of preventive health services to 
THSteps participants who used the ED for non-urgent care.  

3. Identify a medical and/or dental home for each presenting THSteps client and increase 
THSteps medical and dental checkup participation rates. 

4. Increase the number of children who receive THSteps medical and dental checkups. 
5. Improve appropriate use of medically necessary services. 
6. Improve coordination of care. 

 

3 Background/Purpose 
 
As part of an effort to reduce hospital ED usage for non-urgent conditions and to provide 
outreach and informing activities to enrolled THSteps clients, DSHS established a pilot program 
using certified P/CHWs in Texas hospitals. A P/CHW is a lay member in a community who 
works either for pay or as a volunteer in association with the local health care system in both 
urban and rural environments and usually shares ethnicity, language, socioeconomic status, and 
life experiences with the community members they serve. 
 
Hospitals eligible for participation in the pilot sites were chosen based on data collected by the DSHS 
Community Health Workers Training and Certification program and a minimum number of non-urgent 
claims as based on Medicaid ED utilization claims data obtained for state fiscal year (SFY) 2007 from the 
Strategic Decision Support Office at the Health and Human Services Commission (HHSC).   DSHS chose 

four hospitals to participate in the P/CHW study as pilot sites.  These hospitals were located in 
three major Texas cities including Dallas, San Antonio, and Houston. The program also collected 
data to allow study of what impact these outreach and informing activities had on ED usage for 
non-urgent conditions. 
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After initial training at DSHS, the four hospitals implemented the pilot program. Hospital ED 
staff screened the children for non-urgent medical care and referred them to P/CHW staff. 
Structure and requirements of the intervention, including eligibility, are summarized below: 
 

 Caregivers, with children under age 21 with THSteps Medicaid benefits, who went to the ED 
for non-urgent medical care, were eligible to receive outreach through the pilot project.  

 Eligible caregivers were given information about the pilot and asked to participate.   

 Consenting caregivers signed a consent form and received a face-to-face intervention from a 
certified P/CHW.  P/CHW staff provided outreach and educational information to the 
caregiver in English or Spanish regarding the appropriate use of medical resources.   

 P/CHW staff collected face-to-face survey data during the intake visit in English or Spanish 
about the participant’s use of, access to, and barriers to using medical resources, presented as 
Attachment 1 of the program evaluation plan.   

 Consenting caregivers were contacted by telephone within one to three weeks after the 
intervention by a data specialist to collect follow-up survey data in English or Spanish 
regarding changes in their use of, access to, and barriers to using medical resources.   

 All intake and follow-up survey data were input into the hospital’s assigned P/CHW 
Application, a database developed by DSHS.  

 DSHS developed educational material and the Parent Health Care Guide in English and 
Spanish for caregivers regarding the appropriate use of medical resources.   

 DSHS provided ongoing technical assistance to the pilot program sites, assisted in the 
evaluation of the pilot program, and was responsible for contract monitoring of performance 
and billing.  

 
As part of ongoing technical assistance to the pilot sites, DSHS provided extensive training to 
all staff throughout the duration of the project.  Before implementation, initial hospital project 
staff training was conducted with approximately 12 attendees. The formal, four-day, face-to-
face training in Austin consisted of guest speakers, curriculum packets, and specific topic 
presentations on THSteps benefits and services. In addition, DSHS coordinated the recording of 
the training and disseminated the DVDs to each hospital. For newly hired staff unable to attend 
the initial training, these DVDs provided a means to review program requirements before their 
start date.   
 

In order to ensure consistency of implementation and offer one-on-one training, DSHS 
performed multiple site visits to each hospital.  During the 26 days of site visits, DSHS observed 
processes and procedures of 31 project staff, identified and addressed issues, and provided 
technical assistance as necessary. Because of the amount of detail involved in conducting a 
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successful intervention, coupled with the number of staff at different locations, DSHS began 
regularly scheduled conference calls in April 2010 for all project staff to ensure consistency of 
implementation. A total of 24 conference calls, scheduled every other week for 30 minutes to 1.5 
hours, were completed. DSHS also created 15 new training documents, and provided over 75 
resources and information or referral materials to ensure as much uniformity as possible across 
the four pilot sites in the intervention process. 
 
This document reflects the final intake and follow-up survey data gathered from July 16, 2010, 
through August 31, 2011, for P/CHW pilot as seen in Goals 1 through 3 and also provides 
analysis of Medicaid claims data for participants with intakes between July 16, 2010, through 
January 15, 2011, for Goals 4 through 6 as documented in the program evaluation plan.  
 
Survey findings are presented for Goals 1 through 3 for participants who participated in the 
P/CHW pilot interventions conducted at the four hospital sites in Texas. Additionally, 
comparisons are made between clients with a complete intervention and follow-up survey and 
those with an initial intervention only and demographic data are presented.  
 
Medicaid claims findings for Goals 4 through 6 are presented for the initial cohort of participants 
with intake dates gathered from July 16, 2010, through January 15, 2011, who met all inclusion 
criteria for the claims analysis.   

 

4 Status: Intervention and Follow-up Survey Findings 
 
Although the pilot program was initiated on May 3, 2010, the survey findings in this report only 
include survey data collected from July 16, 2010, through August 31, 2011. Data from May 3, 
2010, through July 15, 2010, were not included in this report due to data-quality issues that were 
identified early in implementation.  The findings reported in this section are based on the face-to-
face data collected by P/CHW during the intervention and the follow-up telephone survey data 
collected by data specialists within one to three weeks after the intervention.  If the follow-up 
telephone survey was not completed in the allotted time, the intervention was considered missing 
or incomplete and was not included in the completed survey analysis. The survey completion 
rate from July 16, 2010, through August 31, 2011, was nearly 60 percent. The completion rate 
ranged from 46.4 percent to nearly 70.0 percent at the different pilot sites. 
 
Similar to the preliminary evaluation report presented in April 2011 covering the first six months 
of the pilot, the findings presented in this report continue to support the perception that the 
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P/CHW outreach and informing activities were effective in changing perceived barriers for those 
participants who completed an intervention in the four Texas hospitals associated with the pilot 
project. Many of the changes in perceived barriers were found to be significant. Significance 
tests for the survey findings in this report were calculated using non-overlapping confidence 
intervals (CI).  Confidence intervals are used to provide an ‘estimate interval’ as a measure of 
‘confidence’ around a point estimate. When confidence intervals of two point estimates do not 
overlap, there is a 95% confidence that there is a statistically significant difference between the 
two estimates.  
 

4.1 Demographics 
 

Descriptive statistics for all participating clients (n=15,038) by pilot site and race/ethnicity is 
shown in Table 1 below. Although participants from Sites 1 and 4 have a similar race/ethnicity 
demographic, Site 2 was significantly more likely than any other site to have clients of Hispanic 
ethnicity. Additionally, Site 3 had the lowest percent of Hispanic clients and the highest percent 
of Black clients. 
 
Table 1: Race/Ethnicity of Participating Clients by Pilot Site, 2010-2011 
 

Pilot Site 
Race/Ethnicity 

White Black Hispanic Other 

Site 1 4.9% 28.2% 66.0% <1.0% 
Site 2 2.3% 5.1% 92.4% <1.0% 
Site 3 8.3% 39.6% 48.7% 1.3% 
Site 4 4.8% 25.2% 68.6% 1.3% 
Total 4.5% 21.5% 72.8% <1.0% 

           Includes All Intervention participants (n=15,038) 
           Missing data = 0.5% 
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Among participants with completed interventions (n=8,669), 72.8 percent of the clients were 
Hispanic, 47.1 percent were between the ages of one and four years, and 51.4 percent were male 
(see Table 2).  By comparison to other race/ethnicities, of those who were identified as eligible to 
participate in the study, Hispanic participants were significantly more likely to complete the 
intervention than were Whites, Blacks, or Other race/ethnicity. As a point of interest, many of 
the certified P/CHWs were Hispanic. Since the relationship that P/CHWs share with the 
community in which they work has long identified them as a natural bridge to the health care 
system (References Section, number one) and since most of the P/CHWs in this pilot study were 
Hispanic, it is possible that the Hispanic participants were more likely to complete an 
intervention because they shared the same ethnicity, race, geography, and language as many of 
the P/CHWs serving at the pilot sites. There were no significant differences identified between 
any age group or gender. 
 
Table 2: Participant Demographics by Intervention Type, 2010-2011 
 

Characteristic 
Completed 

Interventions 
Participants 

Percent 
Incomplete 

Interventions 
Participants 

Percent 

Race/Ethnicity 

White 390 4.5% 332 5.2%

Black* 1,864 21.5% 1,700 26.7%

Hispanic* 6,312 72.8% 4,256 66.8%

Other 62 <1.0% 56 <1.0%

Missing 41 <1.0% 25 <1.0%

Age (years) 

<1.0 1,595 18.4% 1,122 17.6%

1 to 4 4,081 47.1% 3,046 47.8%

5 to 9 1,791 20.7% 1,279 20.1%

10 to 20 1,202 13.9% 922 14.5%

Sex 

Male 4,459 51.4% 3,256 51.1%

Female 4,164 47.1% 3,090 48.5%

Missing 46 <1.0% 23 <1.0%

Completed Intervention includes a follow-up call (n=8,669) 
Incomplete Intervention does not include a follow-up call (n=6,369) 

       *Statistically significant non-overlapping 95% confidence interval (CI) limits 
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4.2 Primary Care Provider 
 
All participants (n=15,038), regardless of whether they completed an intervention or not, were 
asked two questions about whether or not they or their child had a PCP and/or a dentist. The 
findings showed that 93.8 percent (95% CI: 93.4-94.2) of the participants reported that they or 
their child had a PCP. The percent of participants who reported they or their child had a PCP 
ranged from 92.2 to 95.9 percent across the four pilot sites. The percent of participants with 
children less than one year of age were significantly more likely to report that their child had a 
PCP (95.1 percent, 95% CI: 94.3-95.9) compared to participants with children/adolescents ages 
10 through 20 years (89.8 percent, 95% CI: 88.5-91.1). Hispanics were slightly more likely (94.5 
percent) than Blacks (91.9 percent), Whites (92.8 percent), or any other race/ethnic group (91.5 
percent) to report that they or their child had a PCP, although these differences were not 
significant.  
 
Additionally, 70.4 percent (95% CI: 69.7-71.1) of all participants reported that they or their child 
had a dentist (calculated only for clients older than 6 months of age). Those participants who 
reported that they or their child had a dentist differed significantly across pilot sites and 
race/ethnic subgroups. All of the participants who responded that they or their child had a PCP or 
dentist were also able to identify their PCP or dentist by name, clinic, or address. Relatively 
speaking, this may be interpreted as the participants’ ability to identify their medical and/or 
dental home. Participants who did not complete an intervention were significantly less likely to 
have a PCP or dentist at the time of their ED visit. Data as to why interventions were not 
completed was not collected. 
 

4.3 Primary Reasons for Emergency Department Visit 
 
All participants (n=15,038) were asked about the primary condition(s) that brought them to the 
ED. Multiple responses for each visit were accepted per participant. The top five conditions that 
participants reported as reasons for visiting the ED were: 

 Fever - 36.2 percent 

 Cough - 18.3 percent 

 Vomiting - 17.0 percent 

 Cold/allergy - 12.5 percent 

 Body Ache or Pain – 11.5 percent  
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Fever was the top overall condition reported by participants for visits to the ED regardless of the 
pilot site location. Additionally, pilot participants at Site 1 were significantly more likely to 
report fever, cough, vomiting, and cold/allergy than those participants at Sites 2, 3, and 4. 
Participants with younger children (less than one year or 1-4 years of age) were significantly 
more likely to report that the primary reason they brought their child to the ED was for colds or 
allergies compared to participants with children in any other age group; whereas participants 
with children in older age groups (5-9 and 10-20 years of age) were significantly more likely to 
report that they brought their children to the ED for body aches and pains compared to 
participants with children less than one year of age (see Table 3 below). 
 
 
Table 3: Reasons for Emergency Department Visit by Age Group, 2010-2011 
 

Age Group (in Years) 
Body Aches/Pains Colds/Allergies 

Percent 95 Percent CI Percent 95 Percent CI 

<1*    1.6% 1.1%-2.1% 19.2% 17.7%-20.7% 
1 to 4*     7.1% 6.5%-7.7% 13.1% 12.3%-13.8% 
5 to 9*  19.1% 17.7%-20.5%   9.3%   8.2%-10.3% 
10 through 20*  27.7% 25.8%-29.6%   6.7%  5.7%-7.8% 

Includes all intervention participants from all sites (n=15,038) 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
 
 

4.4 Access to Care Barriers 
 
Participants were asked about reasons or barriers for not being able to receive care from a PCP or 
dentist rather than the ED.  Multiple responses were allowed to this question, so total responses 
exceeded 100 percent.  The top six responses reported by all participants (n=15,038) were: 

 Scheduling (e.g., PCP/dentist did not have appointment dates/times that fit the participant’s 
schedule) – 48.2 percent 

 Worrisome symptoms – (e.g., he or she felt the child needed urgent care, the ambulance 
brought the child in, or someone called 911) – 14.3 percent 

 Referred by a PCP or needed services not provided in the PCP’s office – 12.9 percent 

 Persistent symptoms (e.g., symptoms persisted after PCP visit or treatment, client wanted 
another opinion, or client was unhappy or did not trust initial diagnosis from clinic or PCP) – 
8.5 percent 

 No primary care physician  – 6.5 percent 

 Limited or no transportation to get to PCP/dentist – 6.3 percent (Data on how the family got 
to the ED was not collected.) 
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The percent of all participants who reported scheduling as a barrier to accessing health care 
ranged from 21.6 percent to 64.2 percent across the four pilot sites. Site 2 participants were 
significantly more likely to report scheduling as a barrier to accessing care than any other site. 
Site 2 also had the highest concentration of Hispanic participants. Additionally, the second and 
third most commonly reported barriers to accessing care (worrisome symptoms and referred by a 
PCP, or needed services not provided in the PCP’s office) were reported more frequently than 
scheduling barriers by participants at Site 4 when compared to the other sites. Furthermore, 
participants whose child’s race/ethnicity was White (17.3 percent) or Hispanic (14.0 percent) 
were significantly more likely than Blacks (8.8 percent) to mention the primary reason for their 
ED visit was due to a referral by a PCP. 
 
Of the top six barriers reported above, the participants with completed interventions were 
significantly more likely to report that they were referred to the ED by a PCP or needed services 
not provided in the PCP’s office (13.6 percent) compared to those participants with incomplete 
interventions (12.0 percent). Participants with incomplete interventions were significantly more 
likely to report that they did not have a PCP than those with complete interventions (7.6 versus 
5.7 percent, respectively). As shown in Table 4 below, regardless of whether an intervention was 
completed or not, Site 4 was nearly twice as likely as any other site to indicate that a barrier to 
accessing care was that a physician referred the client to the ED. This difference was statistically 
significant. Additionally, participants at Site 1 were significantly more likely to report not having 
a current PCP than any other pilot site, regardless of whether an intervention was completed or 
not. 
 
 
Table 4: Comparison of Participants by Intervention Completion, Medical Home Status, 
and Pilot Site, 2010-2011 
 

Pilot Site 
Complete Intervention Incomplete Intervention 

Referred by a PCP No Current PCP Referred by a PCP No Current PCP 
Site 1* 13.2% 8.2% 11.4% 8.9% 
Site 2 9.0% 5.6% 8.5% 6.5% 
Site 3 8.5% 3.8% 8.3% 6.6% 
Site 4* 23.5% 4.3% 21.1% 5.9% 
Total 13.6% 5.7% 12.0% 7.6% 

Completed Intervention includes a follow-up call (n=8,669) 
Incomplete Intervention does not include a follow-up call (n=6,369) 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
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4.5 Client Education Provided 
 
During the face-to-face intervention, P/CHWs reviewed and provided materials to educate 
participants about a number of topics. These topics included educating the participant on the 
importance of having a medical and dental home, the role of the PCP or dentist for non-urgent 
conditions, THSteps and preventive health care, the availability of support services, and 
providing the participant with a Parent Health Care Guide (PHCG). The PHCG was printed in 
both English and Spanish.  
 
The intent of the guide was to serve as a resource to aid each client or caregiver with tips for 
what to do when their child gets sick or injured. The guide describes common problems, such as 
cuts or sprains, earaches, fever, and cough, and identifies for the client what type of health care 
the child may need for each problem. Since most common problems are not emergencies, the 
guide was designed to help the participant know when to call the doctor, or in the case of an 
emergency, when to call 911, or go to the ED.  
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P/CHWs documented when educational information and materials were provided during the 
intervention to the participant on the data collection form. During follow-up, each participant 
was asked about the educational topics and materials that were provided to them during their 
intake interview. Below are the aggregated results for educational material given to participants 
by topic as documented by P/CHWs and as reported by participants during follow-up. 
Differences by topic were small but significant. The differences may be due to the P/CHW not 
using the terminology listed in Table 5 or a lack of understanding of the terminology on the part 
of the participant, because the data specialists were not allowed to clarify terminology within 
questions during the follow-up call.  
 
 
Table 5: Summary of Education Provided from P/CHW and Participant Perspectives, 
2010-2011 
 

Educational Topics* 

Intake Survey 
(as Documented by the P/CHW) 

Follow-Up Survey 
(as Reported by the Participant) 

Number of 
Participants 

Given 
Education / 
Materials 

Percent of 
Participants 

with a  
Completed  

Intervention 

Number of 
Participants who 

Reported Receiving 
Education / 
Materials 

Percent of 
Participants 

with a 
Completed 

Intervention 

Medical/Dental Home 8,661 99.9% 8,065 92.9% 

Non-urgent Conditions 8,665 100.0% 8,154 94.1% 

THSteps/Preventive 
Health Care 

8,663 99.9% 8,232 95.0% 

Support Services 8,663 99.9% 8,342 96.2% 

Parent Guide 8,656 99.9% 8,256 95.2% 

Completed Intervention includes a follow-up call (n=8,669) 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
 
 

4.6 Referrals 
 
P/CHWs made referrals for participants during the interventions. Multiple referrals could be 
made for the participants.  P/CHWs were able to make as many as 21 different types of referrals. 
The referrals depended on an individual participant’s needs as assessed by the P/CHW during the 
intervention. A few examples include referrals to a new provider and/or the Medical 
Transportation Program (MTP); housing, childcare, or employment assistance; domestic 
violence services; or individual, family, or group counseling.  
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A total of 40,399 referrals, or an average of 2.7 per participant, were provided. The number of 
referrals varied by pilot site with Site 3 providing the least number of referrals per participant 
(n=1.3) and Site 4 with the most referrals per participant (n=3.7). The most commonly made 
referral during the ED visit across the four pilot sites was a provider referral, regardless of 
whether a participant completed the intervention. Provider referrals were expected to be high, as 
it was the primary referral that P/CHWs were instructed to provide or reinforce with every 
participant to ensure that even those with current providers understood the importance of using 
their PCP rather than the ED for non-urgent conditions. 
 
Although the provider referral was the primary type of referral made for both the group with 
completed interventions and the group with incomplete interventions, significant differences 
were found between the two groups when comparing other types of referrals.   For those 
participants with completed interventions (n=8,669), the P/CHW was more likely to make 
referrals for the following services: 

 MTP – 45 percent (versus 40 percent for those with incomplete interventions) 

 After hours clinics  - 25.4 percent (versus 19.1 percent) 

 Health care information – 13.7 percent (versus 9.6 percent) 

 Utility or rent  - 13.4 percent (versus 10.3 percent) 
 

Participants with incomplete interventions (n=6,369) were significantly more likely to receive a 
referral to the 2-1-1 TEXAS Connecting People and Services Information and Referral system than 
participants with complete interventions (21.9 percent versus 18.4 percent). Additionally, 
although not significant, approximately 20 percent of all referrals were provided for Case 
Management for Children and Pregnant Women, with nearly 10 percent of referrals provided for 
the federally funded Women, Infant and Children (WIC) Program, regardless of whether a 
participant completed an intervention or not. There were significant differences in the types of 
referrals by pilot site; for example, after-hour clinic referrals were given solely by Site 2, while 
referrals for utilities, rent, health education, and food were mainly provided by Site 4. 
 

4.7 Parent Health Care Guide (PHCG) 
 
During the follow-up phone call, participants with completed interventions (n=8,669) were asked 
if the PHCG was used to better understand when to call the PCP or when to go to the ED. Of 
those who acknowledged receiving a guide (95.2 percent) and who found it easy to read (99.3 
percent), approximately 86 percent reported that they used the PHCG to help them understand 
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when to call a PCP and when to go to the ED. The percent of participants who reported using the 
guide to help them understand when to call a PCP or when to go to the ED ranged from 74.1 to 
96 percent across the four pilot sites. Participants at Sites 1 and 3 (both at 96 percent) were 
significantly more likely than Sites 2 (74 percent) and 4 (82 percent) to report that they used the 
guide to help them. Whites and Blacks were significantly more likely to report that they used the 
PHCG than Hispanics or Other race/ethnicities. Additionally, the reported use of the PHCG in 
the pilot study was inversely proportional to age groups; that is, as the age groups increased in 
years, the use of the PHCG decreased. When asked about possible reasons as to why the guide 
was not easy to use, participants cited several barriers, including the language or words that were 
hard to understand, the layout or formatting was not easy to follow, or the need for languages 
other than English and Spanish.  
 

4.8 Making and Keeping PCP/Dental Appointments After Intervention 

 
During the follow-up call, participants were asked several questions about whether they or 
someone else on their behalf had made and kept a checkup appointment with a PCP or dentist 
after meeting with the P/CHW. The data showed that 50 percent of the participants reported 
making and keeping a PCP or dental checkup appointment for their child after meeting with the 
P/CHW. Of those who reported making and keeping a checkup appointment, 43.4 percent 
reported that they had been given a provider referral during their ED visit. Additionally, when 
reviewing only those participants who indicated that they made an appointment after visiting 
with the P/CHW, regardless of whether or not they kept the appointment, nearly 61 percent 
reported making a medical appointment as reported during the follow-up call, while just over 15 
percent made a dental appointment.  
 
Of those participants who made an appointment after their visit with the P/CHW in the ED, 77.1 
percent reported that they kept their medical appointment, and more than 60 percent reported that 
they kept their dental appointment. Furthermore, of those participants who reported that they did 
not make a medical appointment after their visit with the P/CHW, more than 40 percent said they 
did not do so because they or their child were either already up-to-date or they already had a 
medical appointment scheduled with their PCP; whereas nearly half (47.5 percent) of those 
participants who did not make a dental appointment after the intervention with the P/CHW 
indicated that they did not do so because they already had a dental appointment scheduled.  
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4.9 Client Satisfaction 
 
Participant satisfaction with the information and services received as reported by those who 
completed an intervention was 99.1 percent, ranging from 97.1 to 100 percent across the four 
pilot sites. Overall participant satisfaction was measured as “somewhat” or ”very” satisfied. 
Participants at Site 2 were significantly more likely to report higher client satisfaction for those 
who completed an intervention than did other sites; whereas Site 4 participants reported 
significantly lower client satisfaction compared to other sites. Additionally, satisfaction rates 
were higher for participants who reported that they or their child were White (99.0 percent), 
Black (99.1 percent), or Hispanic (99.1 percent) than they were for participants who were 
classified as Other race/ethnicity (95.2 percent). 
 

4.10 Client Confidence 
 
When asked about how confident the participant felt about responding appropriately to a non-
urgent health condition, 97.7 percent reported that they were ”somewhat” or “very” confident 
that they would seek care from a PCP or dentist instead of the ED. This percent ranged across the 
four pilot sites from 92.7 to 99.3 percent, where participants at Site 2 were significantly more 
likely to report higher client confidence than other sites, and across race/ethnicities from 93.6 to 
97.8 percent, where Other race was significantly less likely to report client confidence in seeking 
care from a PCP or dentist instead of the ED.  
 

4.11 Repeat Emergency Department Visits 
 
The percent of participants who reported that they visited the ED only one time during the pilot 
period was nearly 96 percent. Repeat visits to the ED were also tracked during the pilot program 
and those participants who had two or more visits to the ED comprised 4.0 percent of the study 
population. Although an extremely small percentage of participants (less than 0.5 percent) had 
three or four ED visits, preliminary analysis of the Medicaid claims data from the first cohort 
(July 16, 2010 - January 15, 2011) by HHSC indicates some data quality issues with Medicaid 
identification.  (Some clients’ name/date of birth/Medicaid number combinations received from 
the pilot sited did not match the client name/date of birth/Medicaid number on the Medicaid 
eligibility file.)  These data quality issues resulted in difficulty linking to appropriate client 
names and dates of birth to determine if a client had more than two ED visits. There were no 
significant differences found in the percent of ED visits regardless of whether a participant 
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completed an intervention or not. For those participants who reported visiting the ED more than 
once in a period of less than seven days, the most common reasons given for the repeat visit were 
persistent symptoms after the first visit or because the ED doctor told them to come back. 
 

4.12    Intervention Time 
 
A total of 15,038 participants visited the ED and received an intervention over the course of the 
pilot from July 16, 2010, through August 31, 2011, across the four hospital sites. The median 
duration for the face-to-face intervention and intake survey was 27 minutes per client. This 
median intervention time varied across pilot sites from 22 to 36 minutes.  Actual length of time 
for the follow-up survey was not collected during the pilot study.  
 

4.13    Refusals 
 
Slightly over 2,200 participants refused to participate when prompted for consent to take part in 
the pilot study. Nearly half of the refusals were from one site. Of those participants who refused, 
a total of 60 percent gave reasons for non-consent such as not-interested (39.2 percent) or don’t 
have time (20.8 percent).   
  

5 Medicaid Claims Analysis - Methodology 
 
HHSC obtained Medicaid ED, physician, and dental claims data for P/CHW pilot participants 
with intervention dates between July 16, 2010, through January 15, 2011, from the Texas 
Medicaid and Healthcare Partnership (TMHP) claims database by matching participant 
identification data from the surveys with Medicaid claims data.  EDs were obtained for the intake 
date and for the six-month periods before and after intake.   Non-urgent emergency department 
visits were identified using an algorithm combining procedure codes and diagnosis codes.  
Claims for physician office visits and dental examinations were obtained for the six-month 
periods before and after the intake date.    
 
Two time constraints affected the ability to obtain complete claims data for all P/CHW pilot 
participants.  The evaluation design required the analysis of claims data for the six-month period 
after intake.  Administrative time lags related to the processing and paying of claims created 
additional constraints.  Due to these time constraints, the current claims analysis was restricted to 
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the initial P/CHW cohort with intake dates between July 16, 2010, through January 15, 2011, 
(n=6,948) in order to obtain complete Medicaid claims data for these participants.   
 
HHSC obtained Medicaid enrollment data for P/CHW pilot participants from HHSC eligibility 
data files by matching client identification data from the surveys with Medicaid enrollment data 
in the eligibility files. Medicaid enrollment data were obtained for the six-month period before 
and the six-month period after the P/CHW pilot intake date to identify participants with 
continuous Medicaid coverage for six months before and after their intake dates.  
 

5.1 Inclusion Criteria 

 
The evaluation was restricted to the P/CHW pilot participants who met all of the following 
inclusion criteria:   

 Enrollment in Medicaid for six continuous months before and six continuous months after 
intake. 

 Residents of the same metro area where the intake episode occurred.  Metro areas for Dallas, 
Houston, and San Antonio were defined as the 30 urban and suburban counties including or 
surrounding these cities.  

 Participants with a matching paid Medicaid claim for a non-urgent emergency department 
visit on the intake date.  DSHS and HHSC defined non-urgent ED visits using an algorithm 
of procedure codes and diagnosis codes associated with non-urgent conditions. The 
procedure and diagnosis codes are included in Appendix I.  

 
A total of 3,829 P/CHW pilot participants met all of the inclusion criteria and were included in 
the Medicaid claims analysis. Medicaid claims data were analyzed by HHSC staff to evaluate 
medical, dental, ED, and coordination of care outcomes for Goals 4 through 6.  PCP visits for 
medical checkups were defined as New Patient Office Visits (procedure codes 99201 – 99205), 
Subsequent Office Visits (procedure codes 99211 – 99215), New Well-Child Visits (99381 – 
99385) and Subsequent Well-Child Visits (99391 – 99395).  Routine dental checkups were 
defined as Periodic Oral Evaluation and Comprehensive Oral Evaluation (procedure codes 
D0120 and D0150).  ED visits were defined using procedure codes and revenue codes.  The 
procedure codes included ED Physician Services (procedure codes 99281 – 99285).  The revenue 
codes included ED Facility Charges (revenue codes 450 – 452, 456, 459, and 981).  Diagnosis 
codes were obtained for all ED claims.  All medical claims on the same date of service were 
combined to represent one single medical visit.  The same summary process was applied to 
dental claims and ED claims on the same date of service. 
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All ED claims were examined to identify non-urgent ED visits at intervention, six months before 
intervention, and six months after intervention.  Most ED visits are associated with two ED 
claims for the same visit – one for physician services and another for facility charges.  All ED 
claims for the same date of service were summarized into one record to represent the ED visit.  
Procedure codes and diagnosis codes from all claims on that date were examined to identify non-
urgent ED visits.  Non-urgent procedure codes included ED Physician Services for minor, low, 
and moderate severity (99281-99283).  Non-urgent diagnosis codes included Ambulatory Care 
Sensitive Conditions (ACSC) defined by: 
 
(1) the Frew Baseline Assessment of Health Outcomes Measures, Indicator Four: Ambulatory 
Care Sensitive Conditions SFY 2007;  
(2) ACSC codes defined by Healthcare Effectiveness Data and Information Set (HEDIS) and 
adopted by Texas to evaluate non-urgent ED utilization; and  
(3) other diagnosis codes that fit the scope of the P/CHW pilot and identified non-urgent 
conditions that were not included on the ACSC lists (Appendix I).   
 
The analysis considered an ED visit as non-urgent if one or more of the claims for the date of 
service had a non-urgent procedure code or non-urgent diagnosis code.  ED visits during the six-
month pre and six-month post periods were limited to the same metro area as the intake visit.  
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5.2 Demographics 
 
As seen in Table 6, participants who met all of the evaluation criteria for the claims analysis 
(n=3,829) were compared to all participants in the P/CHW pilot cohort with intake dates between 
July 16, 2010, through January 15, 2011, (n=6,948).  Participants in the claims analysis cohort 
were very similar to participants in the initial P/CHW pilot cohort in all categories except for age 
group.  Participants in the youngest age group (less than one year) were less likely to be for 
inclusion in the claims analysis because they were less likely to meet the Medicaid enrollment 
criteria of six continuous months before intervention.  Additionally, although data are not shown 
in Table 6, participants in the claims analysis cohort were very similar to the cohort of 
participants with completed interventions (n=8,669) with the same age-group exception 
described above. See Table 2: Participant Demographics by Intervention Type for details. 
 
Table 6:  Comparison of the Claims Analysis Cohort to the Initial P/CHW Survey, 2010-
2011 
 

Demographic 
Characteristics 

July 2010 – January 2011 
All P/CHW Participants with Intake 

Dates between 07/16/2010 and 
01/15/2011 

P/CHW Participants with 
Matching Medicaid Non-Urgent 

ED Intake Claims 
Clients Percent Clients Percent 

Race/Ethnicity*     
White 359 5.2% 163 4.3% 
Black 1,632 23.5% 858 22.4% 
Hispanic 4,857 69.9% 2,765 72.2% 
Other 100 1.4% 43 1.1% 
Gender     
Female 3,300 47.5% 1.845 48.2% 
Male 3,606 51.9% 1,965 51.3% 
Unknown 42 0.6% 19 0.5% 
Metro Area*     
Dallas 2,642 38.0% 1,425 37.2% 
Houston 2,205 31.7% 1,042 27.2% 
San Antonio 2,101 30.2% 1,362 35.6% 
Age Group at Intake*     
<1 1,388 20.0% 388 10.1% 
1 - 4 3,241 46.6% 2,068 54.0% 
5 - 9 1,326 19.1% 815 21.3% 
10 - 20 993 14.3% 558 14.3% 

*Pearson’s chi-squared test, p value< 0.0001 
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Descriptive statistics for participants in the claims analysis cohort (n=3,829) by pilot site and 
race/ethnicity are presented in Table 7.  These findings are generally consistent with the findings 
for all participants in Table 1 (Percent of Participating Clients by Pilot Site and Race/Ethnicity).  
Site 2 had the highest percentage of Hispanic participants and the lowest percentage of Black 
participants.  Sites 1 and 4 had similar percentages of Hispanic, Black, and White participants.  
Site 3 had the lowest percentage of Hispanic participants and the highest percentage of Black 
participants.   
 
 
Table 7:  Race/Ethnicity of Participants Who Met All Inclusion Criteria for the  
Medicaid Claims Analysis by Pilot Site and Race/Ethnicity, 2010-2011 
 

Pilot Site 
Race/Ethnicity 

White Black Hispanic Other 

Site 1 5.6% 30.7% 59.8% 3.9% 
Site 2 3.8% 5.1% 87.8% 3.2% 
Site 3 3.4% 33.4% 54.5% 8.7% 
Site 4 5.3% 26.6% 62.5% 5.5% 
All Sites 4.6% 21.5% 69.3% 4.5% 

Includes participants who met all inclusion criteria for the Medicaid claims analysis (n=3,829) 
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5.3 Non-Urgent Emergency Department Utilization at Intake 

 
As seen in Table 8, all non-urgent ED intake visits were identified by the non-urgent procedure 
codes or non-urgent diagnosis codes described above.  Nearly 90 percent of the intake ED visits 
had a non-urgent procedure code, and more than 80 percent had a non-urgent diagnosis code.  
Most of the ED visits had both. 
 
 
Table 8:  Non-Urgent ED Intake Visits identified by Non-Urgent Procedure Codes or Non-
Urgent Diagnosis Codes by Site, 2010-2011 
 

Pilot Site 
All Non-Urgent 
ED Intake Visits 

Total ED Visits 
with 

Non-Urgent 
Procedure 

Codes 

Percent of ED 
Visits with 

Non-Urgent 
Procedure 

Codes 

Total ED Visits 
with 

Non-Urgent 
Diagnosis Codes 

Percent of ED 
Visits with 

Non-Urgent 
Diagnosis Codes 

Site 1 1,425 1,312 92.1% 1,277 89.6% 

Site 2 1,362 1,300 95.4% 1,080 79.3% 

Site 3 554 358 64.6% 414 74.7% 

Site 4 488 366 75.0% 375 76.8% 

Total 3,829 3,336 87.1% 3,146 82.2% 
Note: Procedure codes and diagnosis codes are not mutually exclusive. 
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Ten non-urgent diagnosis codes accounted for nearly 50 percent of all the non-urgent ED 
intervention visits (Table 9).  The most frequent diagnosis codes included Fever (10.0%), Otitis 
Media NOS (8.7%), and Acute URI NOS (8.7%).   
 
 
Table 9:  Non-Urgent ED Intake Visits by Top 10 ICD-9 Diagnosis Codes, 2010-2011 
 

Non-Urgent ICD-9 as Primary Diagnosis Code 
Number of  
ED Visits 

Percent of  
All ED Visits 

78060 Fever 383 10.0% 

3829 Otitis Media NOS 333 8.7% 

4659 Acute URI NOS 333 8.7% 

07999 Viral Infection NOS 205 5.4% 

78703 Vomiting Alone 176 4.6% 

5589 Noninf Gastroenterit NEC 159 4.2% 

5990 Urinary Tract Infection NOS 86 2.2% 

56400 Constipation, Unspecified 85 2.2% 

462 Acute Pharyngitis 74 1.9% 

0340 Strep Sore Throat 69 1.8% 

 Subtotal 1,903 49.7% 

 All Other Diagnosis Codes 1,926 50.3% 

 Total 3,829 100.0% 
NOS – Not Otherwise Specified 
URI – Upper Respiratory Infection 
Noninf Gastroenterit NEC - Other and unspecified noninfectious gastroenteritis and colitis 

 
 

6 Program Outcome Goals 
 
The following six goals show the results for self-reported survey data and Medicaid claims data 
for participants in the pilot intervention.  Goals one through three reflect the intake and follow-up 
survey data from July 16, 2010, through August 31, 2011.  Goals four through six show analysis 
of Medicaid claims data from July 16, 2010 through January 15, 2011. 
 

6.1 Goal 1 - Enhance targeted outreach and informing efforts toward THSteps 
participants and/or caretakers who are accessing services for a non-urgent 
condition in an acute care setting.  (Data Source: Intervention and Follow-Up 
Survey Data) 
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Objective 1: Decrease in the percent of participants who report one or more barriers that prevent 
them from getting PCP care between the ED visit with the P/CHW and the follow-up call. 
 
Data in Table 10 demonstrated that 99.7 percent of participants reported having one or more 
barriers, or reasons that they were not able to get care from a PCP or dentist, during their ED 
visit with the P/CHW (labeled as ‘Pre’). The percent reporting barriers dropped to 58.4 percent 
during the follow-up call (labeled as ‘Post’). This is an overall decrease of over 40 percent 
among those who completed an intervention and reported barriers. This decreasing trend is 
observed at all four pilot sites. Barriers included in the pre/post period are not having a provider, 
limited or no transportation, provider office too far, no convenient scheduling, and other reported 
barriers identified by participants. This decrease is significant. Since first-time barriers reported 
to the P/CHW during the ED visit and those barriers reported later to the data specialist during 
the follow-up phone call are both self-reported by the same participant, the decrease in barriers 
may be interpreted as indicative of a change in the participant’s perception as a result of the 
intervention. Objective 1 was met. 
 
 
Table 10: Participants Reporting One or More Barriers Preventing Client from Receiving 
PCP Care Prior to and After the Intervention, 2010-2011 
 

Pilot 
Site 

July 16, 2010 - August 31, 2011 

Pre (with P/CHW) Post (with data specialist) 

Number of 
Participants 
with One or 

More Barriers 

Number of 
Participants 

with a 
Completed 

Intervention 

Percent of 
Participants 
with One or 

More 
Barriers 

Number of 
Participants 
with One or 

More 
Barriers 

Number of 
Participants 

with a 
Completed 

Intervention 

Percent of 
Participants 
with One or 

More 
Barriers 

Site 1* 2,568 2,598 99.8% 540 2,598 47.4% 

Site 2* 2,476 2,495 99.6% 204 2,495 43.0% 

Site 3* 1,468 1,538 99.7% 869 1,538 92.5% 

Site 4* 1,955 2,038 99.8% 538 2,038 65.3% 

Total 8,467 8,669 99.7% 2,151 8,669 58.4% 

Completed Intervention includes a follow-up call (n=8,669) 
*Statistically significant non-overlapping  95% confidence interval (CI) limits 
Multiple responses were accepted 
 
 

Objective 2: Increase in the percent of participants who report no barriers between the ED visit 
with the P/CHW and the follow-up call. 
 



 
Promotores(as)/Community Health Workers  

Pilot Program 
 

 

Promotores(as)/CHW in THSteps                                                               Page 23 of 48                                                 August 2012 
Outreach and Informing Activities 

Although a significant increase in the percent of participants who reported having no barriers 
was observed in all four pilot sites, the improvement at Site 3 was much less than other sites. Site 
3 had the highest participation of Blacks and children less than one year of age. P/CHWs 
employed by all hospitals were either of White or Hispanic descent. Since the premise behind 
use of a P/CHW was to create a bridge between community members and the health community 
with clients of similar race/ethnicity, cultural differences (References Section, number one) 
might have made communication and education less effective. Additionally, new parents of 
young children might have been more likely to continue to report access-to-care barriers after the 
intervention, as they may be new to the Medicaid system and not as familiar with all the various 
support programs to which they might have access.   Table 11 shows the percent of participants 
who reported having no barriers to accessing care increased from <1.0 percent during the initial 
ED visit with the P/CHW to 41.7 percent during the follow-up call.   Objective 2 was met.  

 
 

Table 11: Participants Reporting No Barriers that Prevented Client from Receiving PCP 
Care Prior to and After Intervention, 2010-2011 
 

Pilot 
Site 

July 16, 2010 - August 31, 2011 

Pre (with P/CHW) Post (with Data Specialist) 

Number of 
Participants 

with 
No Barriers 

Number of 
Participants 

with a 
Completed 

Intervention 

Percent of 
Participants 

with 
No Barriers 

Number of 
Participants 

with 
No Barriers 

Number of 
Participants 

with a 
Completed 

Intervention 

Percent of 
Participants 

with 
No Barriers 

Site 1* 30 2,598 <1.0% 2,058 2,598 52.6% 

Site 2* 19 2,495 <1.0% 2,291 2,495 57.0% 

Site 3* 70 1,538 <1.0% 669 1,538 7.5% 

Site 4* 83 2,038 <1.0% 1,500 2,038 34.7% 

Total 202 8,669 <1.0% 6,518 8,669 41.7% 

Completed Intervention includes a follow-up call (n=8,669) 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
Multiple responses were accepted 
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6.2 Goal 2 - Promote the medical and dental home concept and utilization of 
preventive health services to THSteps participants utilizing the ED for non-
urgent care.  (Data Source: Intervention and Follow-Up Survey Data) 

 
Objective 3: Increase the percent of participants who perceive scheduling and keeping regular 
PCP and dental checkup appointments as important between the ED intervention visit with the 
P/CHW and the follow-up survey. 
 
When asked about perceived importance of making and keeping medical checkup appointments 
during the ED visit with the P/CHW, nearly 100 percent of participants reported that they 
believed it was important (see Table 12). Additionally, perceived importance was close to 99.0 
percent after the follow-up survey with the data specialist, a decrease of only 1.0 percent. 
Although this change appears significant, results should be interpreted with caution as they were 
primarily driven by Site 4, where nearly 3.0 percent of the perceived importance data reported on 
the follow-up call for this particular site was missing. Missing data on reported perceived 
importance for all other sites was less than 0.5 percent. 
 
When asked about perceived importance of scheduling and keeping dental checkup appointments 
during the ED visit with the P/CHW, approximately 96 percent of participants believed that it 
was important. This increased to 98.9 percent during the follow-up call, an increase of 3.0 
percent as a result of the visit with the P/CHW.  This increase is significant based on non-
overlapping confidence intervals. Additionally, when results were analyzed by site, the largest 
significant differences were seen in participant responses to the perceived importance of 
scheduling and keeping dental checkup appointments at Site 3, where a 16 percent increase 
between participant responses was observed during the intervention as compared with responses 
at the time of the follow-up call (83.2 percent and 99.5 percent, respectively). With the exception 
of making and keeping dental checkups, Objective 3 was not met. However, since making and 
scheduling checkups in general was already approaching 100 percent prior to the intervention, it 
would have been difficult to improve.  
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Table 12: Comparison of Pre and Post Intervention Participant Perception of the 
Importance of Scheduling/Keeping Checkup Appointment, 2010-2011 
 

Scheduling and Keeping 
Checkups 

July 16, 2010 - August 31, 2011 

Pre (with P/CHW) Post (with data specialist) 

Number of 
Participants 
Reported a 
Checkup as 
Important 

Percent of 
Participants who 

Reported a 
Checkup as 
Important 

Number of 
Participants 
Reported a 
Checkup as 
Important 

Percent of 
Participants who 

Reported a 
Checkup as 
Important 

Scheduling a PCP Checkup 8,650 99.8% 8,572 98.9% 

Keeping a PCP Checkup 8,653 99.8% 8,564 98.9% 

Scheduling a Dental Checkup* 8,330 96.1% 8,579 99.0% 

Keeping a Dental Checkup* 8,339 96.2% 8,569 98.9% 
Completed Intervention includes a follow-up call (n=8,669)  
Includes children 6 months of age and older 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
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Objective 4: Decrease the percent of participants who reported a PCP, dental, transportation, 
distance, or scheduling barrier.  
 
At intake, each participant was asked by the P/CHW about the barriers that prevented him or her from 
getting care from a PCP or dentist. On the follow-up call, participants were asked about the barriers 
preventing them from making and keeping a checkup appointment with a PCP or dentist.  As shown 
in Table 13, the most commonly reported barrier remained scheduling. 
 
When responding to the P/CHW, 43.9 percent of participants reported that scheduling was a barrier to 
getting care from a PCP or dentist.  The rate decreased to only 3.8 percent at follow-up, a decrease of 
slightly over 91 percent.  This is a significant decrease. Objective 4 was met. 
 
 
Table 13: Pre and Post Intervention Comparison of Most Commonly Reported Barriers,  
2010-2011 
 

Perceived 
Barriers 

July 16, 2010 - August 31, 2011 

Pre (with P/CHW) Post (with data specialist) 

Number of 
Participants who 

reported a barrier 

Percent of 
Participants who 

reported a barrier 

Number of 
Participants who 

reported a barrier 

Percent of 
Participants who 

reported a barrier 

Schedule* 3,804 43.9% 332 3.8% 

PCP/Dentist 403 4.7% 95 1.1% 

Transportation 513 5.9% 13 <1.0% 

Distance 324 3.7% 1 <1.0% 
Completed Intervention includes a follow-up call (n=8,669) 
*Statistically significant non-overlapping 95% confidence interval (CI) limits 
 
 

6.3 Goal 3	- Identify a medical and/or dental home for each presenting 
THSteps client and increase THSteps medical and dental checkup participation 
rates.  (Data Source:  Intervention and Follow-Up Survey Data) 
 
Objective 5:  Increase the percent of clients without a medical home who made and kept a 
checkup appointment with a PCP after the intervention. 
 
Objective 6:  Increase the percent of clients without a dental home who made and kept a checkup 
appointment with a dentist after the intervention. 
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It was difficult to measure change in these objectives as the percent of clients without a medical 
or dental home who had made and kept appointments was an unknown quantity prior to the pilot 
intervention. However, of those clients who completed an intervention and who had previously 
indicated that they did not have a PCP at the time of the intervention (5.3 percent), nearly 20 
percent indicated that they made and kept an appointment after the intervention. Additionally, of 
those clients with completed interventions and who stated that they did not have a dental home 
(33.4 percent) during the initial intervention, 7.3 percent indicated that they made and kept a 
dental appointment after the intervention. 
 

6.4 Goal 4 - Increase the number of children who receive THSteps medical 
and dental checkups.  (Data Source:  Medicaid Claims Data) 
 
Objective 7:  Increase the percentage of clients who use a PCP for regular medical checkups 
(procedure codes 99201-99205, 99211-99215, 99381-99385, and 99391-99395) during the six-
month period after enrollment compared to during the six-month period before enrollment. 
 
Objective 8:  Increase the average number of PCP visits for medical checkups during the six-
month period after enrollment compared to the six-month period before enrollment.   
 
These two objectives address changes in the utilization of PCP visits over time.  The findings are 
reported in Table 14.  Differences between the pre and post periods were tested by comparing the 
95 percent confidence intervals around the means. Non-overlapping confidence intervals were 
classified as statistically significant differences. 
 
No significant difference was found in the number of participants who had regular medical 
checkups between the six-month pre and post periods.  As shown in Table 14, 82.3 percent of the 
participants had regular medical checkups during the six-month period prior to the intervention 
versus 82.9 percent during the six-month post period. Objective 7 was not met; however, more 
than four-fifths of the participants were already receiving regular medical checkups before and 
after the intervention.  No significant differences in medical utilization rates were found by site.     
 
There was no significant difference in the average number of regular medical checkups per 
participant between the six-month pre and post periods.  Participants had an average of 2.9 
medical checkups per person during the six-month pre period and 2.9 checkups per person 
during the six-month post period.  Objective 8 was not met.  No significant differences in pre-
post office visits were found by site. 
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Although these two objectives were not met, the relatively high number of participants with 
regular medical checkups and the relatively high number of checkups per participant suggest that 
most of the participants were already using medical resources appropriately for preventive and 
routine medical care during both periods and that increasing the number of visits may have been 
unnecessary or non-optimal.   
 
 
Table 14:  Changes in the Utilization of Regular Medical Checkups for Members of the 
Claims Analysis Cohort by Pilot Site, 2010-2011 
 

Pilot 
Site 

P/CHW 
Intake 
Clients 

P/CHW Intake Dates between July 16, 2010 - January 15, 2011 
Medical Checkups: 

Six-Month Pre Period 
Medical Checkups: 

Six-Month Post Period 

Clients 
with 

Checkups 

Percent 
of Clients 

with 
Checkups 

Total 
Number 
Medical 

Checkups 

Average 
Medical 

Checkups 
per 

Client 

Clients 
with 

Checkups 

Percent 
of Clients 

with 
Checkups 

Total 
Number 
Medical 

Checkups 

Average 
Medical 

Checkups 
per 

Client 
Site 1 1,425 1,159 81.3% 4,032 2.8 1,187 83.3% 3,946 2.8 

Site 2 1,362 1,095 80.4% 3,465 2.5 1,087 79.8% 3,544 2.6 

Site 3 554 464 83.8% 1,819 3.3 475 85.7% 1,914 3.5 

Site 4 488 433 88.7% 1,803 3.7 426 87.3% 1,705 3.5 

Total 3,829 3,151 82.3% 11,119 2.9 3,175 82.9% 11,109 2.9 
Pre-Post differences were not statistically significant. 
 

Objective 9:  Increase the percentage of clients who had routine dental checkups (dental codes 
D0120 and D0150) during the six-month period after enrollment compared to during the six-
month period before enrollment. 
 
Objective 10:  Increase the average number of routine dental checkups during the six-month 
period after enrollment compared to the six-month period before enrollment. 
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These two objectives address changes in the use of regular dental checkups over time (see Table 
15).  Differences between the pre and post periods were tested by comparing the 95 percent 
confidence intervals around the means.  Non-overlapping confidence intervals were classified as 
statistically significant differences.   
 
The analysis found a significant increase in the overall percentage of participants with dental 
checkups from the six-month pre period (35.9%) to the six-month post period (39.4%).  No 
significant differences in dental utilization rates were found by site.  Objective 9 was met. 
 
The analysis also found a significant increase in the overall average number of dental visits per 
participant from pre (0.38) to post (0.42).  No significant differences in pre-post dental visits 
were found by site.  Objective 10 was met. 
 
 
Table 15:  Changes in the Utilization of Routine Dental Checkups for Members of the 
Claims Analysis Cohort, 2010-2011 
 

Pilot 
Site 

P/CHW 
Intake 
Clients 

P/CHW Intake Dates between July 16, 2010 - January 15, 2011 
Dental Checkups: 

Six-Month Pre Period 
Dental Checkups: 

Six-Month Post Period 

Clients 
with 

Dental 
Checkups 

Percent 
of Clients 

with 
Dental 

Checkups 

Total 
Dental 

Checkups 

Average 
Dental 

Checkups/ 
Client 

Clients 
with 

Dental 
Checkups 

Percent 
of Clients 

with 
Dental 

Checkups 

Total 
Dental 

Checkups 

Average 
Dental 

Checkups/ 
Client 

Site 1 1,425 523 36.7% 560 0.39 592 41.5% 639 0.45 

Site 2 1,362 483 35.5% 499 0.37 523 38.4% 545 0.40 

Site 3 554 194 35.0% 214 0.39 204 36.8% 219 0.40 

Site 4 488 176 36.1% 182 0.38 190 38.9% 204 0.42 

Total* 3,829 1,376 35.9% 1,455 0.38 1,509 39.4% 1,607 0.42 
* Statistically significant non-overlapping 95% confidence interval (CI) limits. 
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6.5 Goal 5 - Improve appropriate utilization of medically necessary services.  
(Data Source:  Medicaid Claims Data) 
 
Objective 11:  Decrease the percentage of clients using the ED for non-urgent conditions during 
the six-month period after enrollment compared to the six-month period before enrollment. 
 
Objective 12:  Decrease the average number of ED visits for non-urgent conditions during the 
six-month period after enrollment compared to the six-month period before enrollment. 
 
The findings for these objectives are reported in Table 16.  Differences between the pre and post 
periods were tested by comparing the 95 percent confidence intervals around the means.  Non-
overlapping confidence intervals were classified as statistically significant differences. 
 
There was a small but non-significant increase in the overall percentage of participants who used 
the ED for treatment of non-urgent conditions during the post intervention period.  The non-
urgent ED utilization rate increased from 41.8 percent during the six-month pre period to 43.5 
percent during the six-month post period.  No significant differences in ED utilization rates were 
found by site.  Objective 11 was not met. 
 
The analysis found a small but non-significant increase in the average number of non-urgent ED 
visits per participant.  Average non-urgent ED visits increased from 0.73 visits per person during 
the six-month pre period to 0.79 visits per person during the six-month post period.  No 
significant differences were found by site for this measure.  Objective 12 was not met. 
The detailed analysis of the demographic trends found that an increase in ED use occurred 
among Blacks.  The usage rate for Blacks increased from 40 percent during the pre period to 48 
percent during the post period.  At the same time, the average number of non-urgent visits per 
person increased from 0.68 visits per Black client at pre to 0.84 visits per person at post.  No 
other significant demographic differences were found in the detailed analysis. 
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Table 16:  Changes in ED Utilization for Non-Urgent Conditions for Members of the 
Claims Analysis Cohort by Pilot Site, 2010-2011 
 

Pilot 
Site 

P/CHW 
Intake 
Clients 

P/CHW Intake Dates between July 16, 2010 - January 15, 2011 
Non-Urgent ED Visits:   
Six-Month Pre Period 

Non-Urgent ED Visits:   
Six-Month Post Period 

Clients with 
Non-Urgent 

ED Visits 

Percent of 
Clients 

with 
Non-

Urgent ED 
Visits 

Total 
Non-

Urgent 
ED 

Visits 

Average 
Non-

Urgent 
ED 

Visits/ 
Client 

Clients 
with 
Non-

Urgent 
ED 

Visits 

Percent 
of 

Clients 
with 
Non-

Urgent 
ED 

Visits 

Total 
Non-

Urgent 
ED 

Visits 

Average 
Non-

Urgent 
ED 

Visits/ 
Client 

Site 1 1,425 599 42.0% 1,042 0.73 613 43.0% 1,070 0.75 

Site 2 1,362 617 45.3% 1,088 0.80 645 47.4% 1,240 0.91 

Site 3 554 180 32.5% 319 0.58 215 38.8% 354 0.64 

Site 4 488 203 41.6% 344 0.70 192 39.3% 346 0.71 

Total 3,829 1,599 41.8% 2,793 0.73 1,665 43.5% 3,010 0.79 
Pre-Post differences were not statistically significant 
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An analysis of non-urgent ED visits by day of the week compared non-urgent visits at intake to 
non-urgent visits during six-month pre and post periods.  For all periods, there appeared to be a 
fairly even distribution of ED visits by day, regardless of whether it was a weekday or weekend 
(see Table 17).  This suggests that participants are just as likely to use the ED for non-urgent care 
on weekdays as on weekends, when easy access to PCPs might be limited. 
 
 
Table 17:  Pre and Post Intervention Non-Urgent ED Visits by Day of the Week for 
Members of the Claims Analysis Cohort, Study 2010-2011 
 

Day of the 
Week 

Non-Urgent ED Visits  
at Intake 

Non-Urgent ED Visits 
during the  

Six-Month Pre Period 

Non-Urgent ED Visits  
during the  

Six-Month Post Period 

Clients 
with Non-
Urgent ED 

Visits at 
Intake 

Percent of 
Clients 

with Non-
Urgent ED 

Visits at 
Intake 

Clients 
with Non-
Urgent ED 

Visits 
during the 
Six-Month 
Pre Period 

Percent  
of Clients with 

Non-Urgent 
ED Visits 
during the  

Six-Month Pre 
Period 

Clients with 
Non-Urgent 

ED Visits 
during the  
Six-Month 
Post Period 

Percent  
of Clients with 

Non-Urgent 
ED Visits 
during the  
Six-Month 
Post Period 

Monday 367 9.6% 405 14.5% 481 16.9% 

Tuesday 622 16.2% 379 13.6% 432 14.4% 

Wednesday 675 17.6% 381 13.6% 436 14.5% 

Thursday 554 14.5% 389 13.9% 375 12.5% 

Friday 578 15.1% 408 14.6% 406 13.5% 

Saturday 647 16.9% 410 14.7% 411 13.7% 

Sunday 386 10.1% 421 15.1% 469 15.6% 

Total 3,829  2,793  3,010  

 
 

6.6 Goal 6	- Improve coordination of care.  (Data Source:  Medicaid Claims 
Data). 
 
Objective 13:  Increase the percentage of clients with appropriate coordination of care 
relationships during the six-month period after enrollment compared to the six-month period 
before enrollment, as measured by the number of clients who had routine medical checkups or 
routine dental checkups divided by the number of clients who had continuous Medicaid coverage 
during both the six-month pre and post comparison periods. 
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Coordination of care relationships were measured as the percentage of participants in the claims 
analysis cohort who had routine medical or dental checkups during the six-month pre or the six-
month post periods. Differences between the pre and post periods were tested by comparing the 
95 percent confidence intervals around the means. Non-overlapping confidence intervals were 
classified as statistically significant differences.   
 
As shown in Table 18, nearly 90 percent of the participants in the study had one or more routine 
medical or dental checkup claims during both the pre and the post periods.  The difference 
between the pre and post measures was not significant.  Differences at the site level were also 
found to be non-significant.  Objective 13 was not met. 
 
Although coordination of care did not improve, it appears that these participants had very high 
coordination of care rates during the six-month pre period.  Improving their coordination of care 
rates during the six-month post period would have been very difficult to achieve.   
 
 
Table 18:  Pre and Post Intervention Changes in the Coordination of Care for  
Members of the Claims Analysis Cohort by Pilot Site, 2010-2011 
 

Pilot Site 

Intake Six-Month Pre Period Six-Month Post Period 

Clients with 
Non-Urgent ED 

Visits 

Clients with any 
Medical/ Dental 

Checkup 
Claims 

Percent of 
Clients with 
Coordinated 

Care 

Clients with any 
Medical/ Dental 

Checkup 
Claims 

Percent of 
Clients with 
Coordinated 

Care 

Site 1 1,425 1,279 89.8% 1,300 91.2% 

Site 2 1,362 1,190 87.4% 1,188 87.2% 

Site 3 554 505 91.2% 502 90.6% 

Site 4 488 456 93.4% 448 91.8% 

Total 3,829 3,430 89.6% 3,438 89.8% 
Pre-Post differences were not statistically significant.  
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In addition to their high coordination of care rates, the participants had an average of 3.3 routine 
medical/ dental visits each during both the six-month pre and six-month post periods.  There 
were no significant differences in the average number of medical/dental visits during the two 
periods for the overall cohort or for the four individual sites as shown below in Table 19.  
 
 
Table 19:  Average Number of Medical/Dental Visits per Client Pre and Post Intervention 
for Members of the Claims Analysis Cohort by Pilot Site, 2010-2011 
 

Pilot Site 

Intake Six-Month Pre Period Six-Month Post Period 
Clients with 

Non-Urgent ED 
Visits 

Total 
Medical/Dental 

Visits 

Average 
Medical/Dental 
Visits per Client 

Total 
Medical/Dental 

Visits 

Average 
Medical/Dental 
Visits per Client 

Site 1 1,425 4,506 3.16 4,585 3.22 

Site 2 1,362 4,043 2.97 4,089 3.00 

Site 3 554 2,128 3.84 2,134 3.85 

Site 4 488 1,888 3.87 1,909 3.91 

Total 3,829 12,565 3.28 12,717 3.32 
Pre-Post differences were not statistically significant.  
 
 
Objective 14: Calculate an annual pilot program cost per intervention for a twelve-month period 
during the P/CHW intervention 
 
The overall (including both completed and incomplete intervention) estimated pilot program cost 
per intervention for all sites combined was $54.91. Program cost included personnel, fringe 
benefits, travel, equipment, and supplies and varied by site from $45.21 to $77.24. Differences in 
cost per intervention include initial hiring of maximum personnel at some sites versus stepwise 
hiring at others, additional levels of management involved in project at one site, and variation in 
equipment expenses across sites from no dollars spent to approximately $15,000.00 spent. 
 
Objective 15:  Decrease the average Medicaid cost of coordinated care after enrollment (cost of 
ED visits for non-urgent care plus the cost of routine medical and dental checkups) compared to 
the average Medicaid cost of coordinated care before enrollment. 
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The average cost per participant for all ED, medical, and dental services were $425.00 during the 
pre period and $445.00 during the post period (see Table 20).  There were no statistically 
significant differences between the average cost during the two periods for the overall cohort or 
for the four individual sites.  Objective 15 was not met. The underlying assumption, however, 
that participants would have had numerous ED visits along with few routine medical/dental visits 
prior to the intervention compared to fewer ED visits along with more routine medical/dental 
visits post intervention, proved not to be true in this pilot study. In this analysis, the levels of pre 
and post participant non-urgent ED visits and routine medical/dental visits were comparable. 
Additionally, the average number of routine medical/dental visits per participant during both of 
the six-month pre and post periods (3.3 for both periods) is a normal expectation. 
 
 
Table 20:  Changes in the Average Cost for Coordinated Care for Members of the Claims 
Analysis Cohort, 2010-2011 
 

Pilot Site 
 

Intake Six-Month Pre Period Six-Month Post Period 

Clients with 
Non-Urgent ED 

Visits 

All ED, 
Medical, and 
Dental Cost 

Average Cost 
Per Client 

All ED, 
Medical, and 
Dental Cost 

Average Cost 
Per Client 

Site 1 1,425 $673,205.00 $472.00 $717,664.00 $504.00 

Site 2 1,362 $507,203.00 $372.00 $537,492.00 $395.00 

Site 3 554 $210,800.00 $381.00 $202,871.00 $366.00 

Site 4 488 $237,114.00 $486.00 $246,091.00 $504.00 

Total 3,829 $1,628,322.00 $425.00 $1,704,117.00 $445.00 

Pre-Post differences were not statistically significant. 
 
 

7 Study Restrictions 
 
The results of this study cannot be generalized to the entire population of Texas. The study 
population was limited to: 

 Medicaid clients 

 Ages birth through 20 years  

 Urban populations 

 Large metropolitan hospital emergency department patients 
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There were also additional issues surrounding the study population objectives and 
implementation. A key premise of the P/CHW project was the intent to use racially/ethnically 
and culturally similar community health workers comparable to the intervention client base. 
Additionally, only P/CHW certified by the DSHS were eligible to be hired for the project. Black 
P/CHWs were not available in the pool of certified P/CHW that lived in the three metropolitan 
areas where the interventions were conducted. Site 3 served a large Black population and the 
lack of Black P/CHW may have been a contributing factor to the low magnitude of the access to 
care barrier reduction.  
 
A major objective of the study was to demonstrate an increase in the percent of clients who 
reported a medical home post intervention; the underlying premise being that a significant 
percentage of this study’s urban Medicaid population uses the ED because they do not have 
medical homes. Since nearly 94 percent of clients had medical homes prior to intervention, it 
was difficult to show significant improvement. Tangentially, the project attempted to increase the 
average number of routine medical care visits per client post intervention. Again, due to the 
unexpectedly high average number of routine medical care visits per client prior to the 
intervention, it was difficult to show improvement. 
 
Although a reduction in hospital ED usage for non-urgent conditions was not demonstrated as 
reported by Objective 12, the study did demonstrate that the most common barrier reported by 
participants to be PCP scheduling. This in conjunction with the unexpectedly high average 
number of routine medical care visits per client prior to the intervention makes it difficult to 
show improvement on this objective. 
 
Although the study was not able to demonstrate post intervention improvement in the 
coordination of care as stated in Objective 13, this may have been due in part to the 
characteristics and practices of local providers. Nearly 50 percent of respondents reported 
appointment scheduling issues and approximately 13 percent were referred to the ED by a PCP. 
The practitioners’ referral contributed appreciably to respondents’ use of the ED. These PCP 
attributes and the difficulty in controlling for these factors during the study analysis may have 
accounted for the failure to meet this objective.  
 

8 Lessons Learned 
 
Inclusion of the hospital staff during the development of the pilot implementation plan is critical.  
By setting up visits with the pilot sites and discussing their ED and intake procedures, DSHS was 
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able to incorporate the unique protocols used to identify eligible participants into the 
development of the training curriculum. Additionally, definitions of non-urgent and urgent visits 
must be clear and consistent.  Minimum qualifications must be required for the data specialist’s 
position. 

9 Current Status 
 
Although pilot funding for the program ended on August 31, 2011, all pilot sites observed the 
value of using P/CHW in the ED and three of the four pilot sites continued using promotores(as) 
for outreach and educational interventions through hospital resources.   
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11 Acronyms 
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Acronym Definitions 
ACSC Ambulatory Care Sensitive Conditions 
AHRQ Agency for Healthcare Research and Quality 
CI Confidence Interval 
DSHS Department of State Health Services 
ED Emergency Room 
HEDIS Healthcare Effectiveness Data and Information Set 
HHSC Health and Human Services Commission 
ICHP Institute for Child Health Policy  
MTP Medical Transportation Program 
P/CHW Promotores(as)/Community Health Worker(s) 
PCP Primary Care Physician 
PHCG Parent Health Care Guide 
SFY State Fiscal Year 
THSteps Texas Health Steps 
TMHP Texas Medicaid and Healthcare Partnership 
WIC Women, Infant and Children  
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Appendix I       Diagnosis and Procedure Codes 
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ICD-9 
CODE 

DIAGNOSIS CODES ASSOCIATED WITH 
NON-URGENT CONDITIONS 

FREW ICHP INTAKE 

032 Diphtheria FREW ICHP   

033 Whooping cough FREW ICHP   

037 Tetanus FREW ICHP   

045 Acute poliomyelitis FREW ICHP   

050 Smallpox FREW ICHP   

052 Chickenpox FREW ICHP   

055 Measles FREW ICHP   

070 Viral Hepatitis FREW ICHP   

072 Mumps FREW ICHP   

090 Congenital syphilis   ICHP   

0093 Diarrhea of infect orig     INTAKE 

110 Dermatophytosis     INTAKE 

250 Diabetes FREW ICHP   

320 Hemophilus meningitis, Bacterial meningitis FREW ICHP   

0340 Strep sore throat     INTAKE 

345 Epilepsy FREW ICHP   

382 Suppurative and unspecified otitis media FREW ICHP   

383 Mastoiditis FREW ICHP   

390 Rheumatic fever without mention of heart involvement FREW ICHP   

391 Rheumatic fever with mention of heart involvement FREW ICHP   

413 Angina decubitus   ICHP   

428 Heart Failure FREW ICHP   

460 Acute nasopharyngitis FREW ICHP   

462 Acute pharyngitis FREW ICHP   

463 Acute tonsillitis FREW ICHP   

465 Acute upper respiratory infection of multiple or unspecified sites FREW ICHP   

0478 Viral Meningitis FREW ICHP   

0479 Unspecified viral meningitis FREW ICHP   

480 Viral pneumonia FREW ICHP   

481 Pneumococcal pneumonia (streptococcus pneumonial pneumonia)   ICHP   

482 Other bacterial pneumonia FREW ICHP   

483 Pneumonia due to other specified organism FREW ICHP   

484 Pneumonia in infectious diseases classified elsewhere FREW ICHP   

485 Bronchopneumonia, organism unspecified   ICHP   

486 Pneumonia, organism unspecified   ICHP   

490 Bronchitis, not specified as acute or chronic   ICHP   

490 Bronchitis NOS     INTAKE 

493 Asthma FREW ICHP  
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ICD-9 
CODE 

DIAGNOSIS CODES ASSOCIATED WITH 
NON-URGENT CONDITIONS 

FREW ICHP INTAKE 

495 Extrinsic allergic alveolitis FREW ICHP   

558 Gastroenteritis FREW ICHP   

590 Infection of the kidney FREW ICHP   

614 Pelvic Inflammatory Disease FREW ICHP   

681 Cellulitis and abscess of finger and toe FREW ICHP   

682 Other cellulitis and abscess FREW ICHP   

683 Acute lymphadenitis FREW ICHP   

684 Impetigo     INTAKE 

686 Other local infections of skin and subcutaneous tissue FREW ICHP   

706 Acne     INTAKE 

0790 Adenovirus FREW ICHP   

840 Sprains/strains of shoulder/upper arm     INTAKE 

841 Sprains/strains of elbow/forearm     INTAKE 

842 Sprains/strains of wrist/hand     INTAKE 

843 Sprains/strains of hip/thigh     INTAKE 

844 Sprains/strains of knee/leg     INTAKE 

845 Sprains/strains of ankle/foot     INTAKE 

846 Sprains/strains of sacroiliac region     INTAKE 

847 Sprains/strains of other/unspec parts of back     INTAKE 

848 Other and ill-defined sprains/strains     INTAKE 

864 Radical excision of skin lesion   ICHP   

938 Foreign body GI NOS     INTAKE 

1109 Dermatophytosis site NOS     INTAKE 

1120 Thrush     INTAKE 

1330 Scabies     INTAKE 

2512 Hypoglycemia, unspecified   ICHP   

2760 
Dehydration–Volume depletion Infant Readmission. Disorder of fluid,  
electrolyte, acid-base balance. Hyperosmolarity and/or hypernatremia 

FREW ICHP   

2765 Dehydration – Volume depletion FREW ICHP   

2768 Hypokalemia, Hypopotassemia FREW ICHP   

2859 Anemia NOS     INTAKE 

3129 Conduct disturbance NOS     INTAKE 

3140 Attn defic nonhyperact     INTAKE 

3449 Paralysis NOS     INTAKE 

3469 Migrne unsp W/WO intr mgrn     INTAKE 

3829 Otitis media NOS     INTAKE 

4010 Essential hypertension   ICHP   

4019 Essential hypertension, unspecified   ICHP   

4030 HTN renal disease, malignant   ICHP   
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ICD-9 
CODE 

DIAGNOSIS CODES ASSOCIATED WITH  
NON-URGENT CONDITIONS 

FREW ICHP INTAKE

4040 Hypertensive heart and renal disease, malignant   ICHP   

4050 Secondary hypertension, malignant   ICHP   

4111 Intermediate Coronary Syndrome (Angina)   ICHP   

4118 Other   ICHP   

4644 Croup     INTAKE 

4660 Acute bronchitis     INTAKE 

4661 Acute bronchiolitis     INTAKE 

4721 Chronic pharyngitis FREW ICHP   

4739 Chronic sinusitis NOS     INTAKE 

4779 Allergic rhinitis NOS     INTAKE 

4822 Pneumonia due to Hemophilus influenza (H. influenza)   ICHP   

4823 Pneumonia due to Streptococcus   ICHP   

4829 Bacterial pneumonia unspecified   ICHP   

4871 Flu w resp manifest NEC     INTAKE 

4878 Flu w manifes NEC     INTAKE 

4939 Asthma     INTAKE 

5184 Acute edema of lung, unspecified FREW ICHP   

5224 Ac apical periodontitis     INTAKE 

5231 Chronic gingivitis     INTAKE 

5238 Periodontal disease NEC     INTAKE 

5259 Dental disorder NOS     INTAKE 

5285 Diseases of lips     INTAKE 

5289 Oral soft tissue dis NEC     INTAKE 

5311 Gastric ulcer, acute with perforation   ICHP   

5315 Gastric ulcer, chronic or unspecified with perforation   ICHP   

5316 Gastric ulcer, chronic or unspecified with hemorrhage and perforation   ICHP   

5321 Duodenal ulcer, acute with perforation   ICHP   

5322 Duodenal ulcer, acute with hemorrhage and perforation   ICHP   

5325 Duodenal ulcer, chronic or unspecified with perforation   ICHP   

5326 
Duodenal ulcer, chronic or unspecified with hemorrhage and 
perforation 

  ICHP   

5331 Peptic ulcer, acute with perforation   ICHP   

5332 Peptic ulcer, acute with hemorrhage and perforation   ICHP   

5362 Persistent vomiting     INTAKE 

5400 Acute appendicitis with generalized peritonitis FREW ICHP   

5401 Acute appendicitis with peritoneal abscess FREW ICHP   

5640 Constipation     INTAKE 

5990 Urinary Tract Infection, site not specified FREW ICHP   

6269 Menstrual disorder NOS     INTAKE 
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6829 Cellulitis NOS     INTAKE 

6910 Diaper or napkin rash     INTAKE 

6929 Dermatitis NOS     INTAKE 

7070 Decubitus ulcer   ICHP   

7071 Ulcer of lower limbs, except decubitus   ICHP   

7078 Chronic ulcer of other specified sites   ICHP   

7079 Chronic ulcer of unspecified site   ICHP   

7089 Urticaria NOS     INTAKE 

7098 Skin disorders NEC     INTAKE 

7099 Skin disorder NOS     INTAKE 

7194 Joint pain     INTAKE 

7241 Pain in thoracic spine     INTAKE 

7242 Lumbago     INTAKE 

7245 Backache NOS     INTAKE 

7295 Pain in limb     INTAKE 

7731 Hemolytic disease due to ABO isoimmunization FREW ICHP   

7742 Neonatal jaundice associated with preterm delivery FREW ICHP   

7743 Neonatal jaundice due to delayed conjugation from other causes FREW ICHP   

7746 Unspecified fetal and neonatal jaundice FREW ICHP   

7747 Kernicterus not due to isoimmunization FREW ICHP   

7793 Feeding Problems in newborn   ICHP   

7802 Syncope & collapse     INTAKE 

07810 Viral warts NOS     INTAKE 

07812 Plantar wart     INTAKE 

7821 Nonspecif skin erupt NEC     INTAKE 

7828 Changes in skin texture     INTAKE 

7830 Anorexia     INTAKE 

7840 Headache     INTAKE 

7841 Throat pain     INTAKE 

7849 Symp invol head/neck NEC     INTAKE 

7854 Gangrene   ICHP   

7862 Cough     INTAKE 

7870 Nausea and Vomiting FREW ICHP   

07888 Oth spec dis chlamydiae     INTAKE 

07889 Oth spec dis viruses     INTAKE 

7897 Colic     INTAKE 

07999 Viral infec NOS     INTAKE 

8582 Split-thickness graft to breast   ICHP   

8583 Full-thickness graft to breast   ICHP   
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8584 Pedicle graft to breast   ICHP   

8585 Muscle flap graft to breast   ICHP   

8622 Excisional debridement of wound, infection, or burn   ICHP   

8660 Free skin graft, not otherwise specified   ICHP   

8661 Full-thickness skin graft to hand   ICHP   

8662 Other skin graft to hand   ICHP   

8663 Full-thickness skin graft to other sites   ICHP   

8665 Heterograft to skin   ICHP   

8666 Hemograft to skin   ICHP   

8669 Other skin graft to other sites   ICHP   

8670 Pedicle or flap graft, not otherwise specified   ICHP   

8671 Cutting and preparation of pedicle grafts or flaps   ICHP   

8672 Advancement of pedicle graft   ICHP   

8673 Attachment of pedicle or flap graft to hand   ICHP   

8674 Attachment of pedicle or flap graft to other sites   ICHP   

8675 Revision of pedicle or flap graft   ICHP   

8691 Excision of skin for graft   ICHP   

8693 Insertion of tissue expander   ICHP   

8798 Open wound site NOS     INTAKE 

9219 Contusion of eye NOS     INTAKE 

9779 Poison-medicinal AGT NOS     INTAKE 

9920 Heat stroke & sunstroke     INTAKE 

9953 Allergy, unspec     INTAKE 

27651 Dehydration     INTAKE 

27800 Obesity NOS     INTAKE 

29699 Other spec episodic mood disorder     INTAKE 

30720 Tic disorder NOS     INTAKE 

30752 Pica     INTAKE 

30759 Eating disorder NEC     INTAKE 

30781 Tension headache     INTAKE 

36000 Purulent endophthalm NOS     INTAKE 

37230 Conjunctivitis NOS     INTAKE 

38010 Infec otitis externa NOS     INTAKE 

38870 Otalgia NOS     INTAKE 

40200 Hypertensive heart disease, Chronic Heart Failure   ICHP   

40201 Hypertensive heart disease with heart failure, malignant FREW ICHP   
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40210 Benign without heart disease   ICHP   

40211 Hypertensive heart disease with heart failure, benign FREW ICHP   

40290 Unspecified without heart disease   ICHP   

40291 Hypertensive heart disease with heart failure, unspecified FREW ICHP   

47819 Other disease of nasal cavity & sinuses     INTAKE 

52100 Dental caries, unspec     INTAKE 

52800 Stomatitis     INTAKE 

52809 Other stomatitis & mucositis (ulcerative)     INTAKE 

53081 Esophageal reflux     INTAKE 

64393 Vomit of pg NOS-antepart     INTAKE 

72982 Cramp in limb     INTAKE 

78039 Convulsions NEC     INTAKE 

78052 Insomnia, unspec     INTAKE 

78060 Fever     INTAKE 

78079 Malaise & fatigue NEC     INTAKE 

78091 Fussy infant (baby)     INTAKE 

78096 Generalized pain     INTAKE 

78340 Lack norm physio dev NOS     INTAKE 

78701 Nausea with Vomiting FREW ICHP   

78702 Nausea alone FREW ICHP   

78703 Vomiting alone FREW ICHP   

78703 Vomiting alone     INTAKE 

78791 Diarrhea     INTAKE 

011 Pulmonary tuberculosis   ICHP   

012 Other respiratory tuberculosis   ICHP   

013 Tuberculosis of meninges and central nervous system   ICHP   

014 Tuberculosis of intestines, peritoneum, and mesenteric glands   ICHP   

015 Tuberculosis of bones and joints   ICHP   

016 Tuberculosis of genitourinary system   ICHP   

017 Tuberculosis of other organs   ICHP   

018 Miliary tuberculosis   ICHP   

V655 Person w feared complaint     INTAKE 

V6700 Follow-up surgery NOS     INTAKE 

V6759 Follow-up exam NEC     INTAKE 

V68 Encounters for administrative purposes     INTAKE 

V6881 Referral-no exam/treat     INTAKE 

V700 Routine medical exam     INTAKE 

V703 Med exam NEC-admin purposes     INTAKE 
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V708 General medical exam NEC     INTAKE 

V709 General medical exam NOS     INTAKE 

V7102 Obsv-adolesc antisoc behavior     INTAKE 

V722 Dental exam     INTAKE 
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CPT PROCEDURE CODES ASSOCIATED WITH NON-URGENT CONDITIONS 

CODE PROCEDURE SOURCE 
99281 Evaluate/Manage Minor Problem EVAL 
99282 Evaluate/Manage Low Severity Problem EVAL 
99283 Evaluate/Manage Moderate Severity Problem EVAL 

ALGORITHM TO DEFINE NON-URGENT ED VISITS: 
An emergency room visit was defined as non-urgent if one or more of the claims for the date of 
service had a non-urgent procedure code or a non-urgent diagnosis code.  Non-urgent procedure 
codes were defined as CPT codes 99281-99283 by a meeting of the DSHS Promotores(as) Pilot 
Program Evaluation Committee on July 7, 2011 (SOURCE=EVAL).  Non-urgent diagnosis codes 
were defined as the ICD-9 codes used to define ACSC by the Frew Health Outcome Measures 
(SOURCE=Frew); by the Agency for Healthcare Research and Quality (AHRQ) and the Institute 
for Child Health Policy (ICHP) for the Annual Quality of Care Measures (SOURCE=ICHP); and 
by the Promotores(as)Community Health Workers Pilot Program Intake/Follow-Up Survey Form 
(SOURCE=INTAKE). 

      
SOURCES: 
ICHP:  Technical Specifications Report for Annual Quality of Care Measures:  Texas STAR, 
STAR+PLUS, CHIP, CHIP Dental, STAR Health, NorthSTAR and PCCM, Fiscal Year 2008, 
Version V1.2.  http://www.hhsc.state.tx.us/reports/2010/CHIP_FY08_062510.pdf 
Frew:  HHSC Frew Health Outcome Measures, per Susan Bricker, HHSC, 7/7/2011. 
INTAKE:  DSHS Intake/Follow Up Form:  Promotores(as)/Community Health Worker Pilot 
Survey:  Instructions for "When Answering Q.15" 

REFERENCES:   
ICHP:  Agency for Healthcare Research and Quality (AHRQ) and the 
Institute for Child Health Policy. 
Frew:  HHSC Frew Health Outcome Measures, per Susan Bricker, HHSC, 7/7/2011. 

 


