Denver Health Westside
Pediatrics and Teen Clinic
SNMHI Team:

With over 27,000 visits per year, we have 10.0 FTE of
providers, 2.8 FTE of RNs, 8.0 FTE of clerks, and 10.4
FTE of HCPs on staff. Twenty-one percent of our
patients are ages 10-19; 79% are 0-9 years old.

Steve Vogler, MD, Team Lead			
Cynthia Lujan, Clerical supervisor
Heather Varnell, MD
Perla Garfio, HCP
Tricia Mestas, RN, Program Manager

Patient Population:
More than 80% of our patients are Hispanic and most
have Medicaid coverage.

Participation

What motivated your practice site to participate in this initiative?

We wanted to learn what percentage of our patients referred for developmental evaluation services were being
seen. It took a lot of time doing chart reviews to figure it out. When we did, we found that most patients weren’t
getting services, and we didn’t even know it!

imporTanT referral informaTion






Your child or teen is being referred by your doctor for more care.Your doctor
thinks this appointment is very important for your child’s health. If you need
help with this referral please call your clinic contact:



Clinic Contact: _____________________________________ Phone number: _________________________





Look at the checked boxes below for information about getting appointments for more care:



Medical RefeRRals within denveR health

q

We decided we would need a system to track referrals. So we worked with our electronic health services (EHS)
department to adapt an existing intranet-based tool then centralize and standardize work around the tool. We did
this to not only help us track developmental evaluation referrals, but also outside medical referrals and internal
referrals to various care coordination resources linked to our system, e.g., EPSDT, Health Care Program for Children
with Special Health Care Needs, and social workers.

Alan Dahline, MOA, medical assistant/
referral coordinator
Karyn Gregory, RN 				
Celina Magallenas, Clerk
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Allergy
Asthma
Cardiology

q
q
q

Minor Fracture
Neurology
Nutrition

q
q

Pulmonary
Rehabilitation
Rheumatology



 
 
 

Audiology
ENT

q
q

Eye clinic
Neurosurgery

q

Occupational
Therapy

q
q

Orthopedics
Physical Therapy

q
q

 
 
 

 
 
 

 
 








For Dermatology please call the Kid’s Care Clinic at 303-602-8340

q
q





Synagis
Surgery

The clinics listed above will call you to schedule your appointment. The clinics are held in the Kid’s
Care Clinic, which is at the Denver Health Main Campus, 3rd floor of the Webb Building (Pavilion G). NOTE:
if you have not been called by the clinic within two weeks please call Kid’s Care at 303-602-8340.

q
q

 



Speech Therapy
Other: ___________



   
 

   

you will be called to make your appointment. You will get directions to the clinic then. If you don’t
get a call within 2 weeks, please call 303-436-4949 each week to check the status of your appointment.

 
 
   








Medical RefeRRals outside denveR health

 














We wanted to learn what percentage of our patients
referred for developmental evaluation services were
being seen. It took a lot of time doing chart reviews
to figure it out. When we did, we found that most
patients weren’t getting services, and we didn’t even
know it!

q

Changes

Patient Impact

Changes: Three Primary Changes in Care Coordination

“Better tracking and communication with outreach worker has been especially helpful for tracking down high-risk
newborns who often miss their first appointment.” —RN

The Children’s Hospital
Specialty clinic _________________
13123 E. 16th Ave , Aurora, CO 80045
720-777-1234

Jewish Hospital
q National
1400 Jackson St., Denver, CO 80206
303-398-1911

You will be called within 2 weeks.
Please call the clinic you were
referred to or your clinic contact if
you do not get a call within 2 weeks.









BehavioRal health RefeRRal
Please call 303-436-6388 for a first visit.Your first visit will be on the main
campus of Denver Health, Unit 9, at 667 Bannock St. If nobody answers, leave
your name, phone number and medical record number if you have it available.

q





caRe cooRdination

q

A developmental exam to learn more about your
child’s or teen’s learning and growth. There will be
no cost to you.Your doctor thinks it is important
for your child or teen to get this exam.

q

you will be called within 2 weeks. please call
your clinic contact if you do not get a call
within 2 weeks.

q Other Care _____________________________________.

otheR




q mri

q eeG

q Ultrasound

q X-ray:

 

Go to the basement
of the Webb Building (Pavillion G).
You do not need an appointment.
Hours: 8:30 am-5:30 pm





 





 








Your doctor would like your child/teen to have a special test. It’s important to your child or teen’s health.

CT Scan










 





Your child or teen teen has been referred for care coordination help for ___________________________________.

you will receive a phone call within two weeks to schedule these tests:

q






Mental Health Center of
Denver (MHCD)
303-504-1250

developMental evaluation

testing





Your child or teenager has been referred for a mental health evaluation and possibly counseling.

q







  

1. Referral Tracking Tool for external and internal referral needs, including Early Intervention Referrals
2.	Creation of a Children with Special Health Care Needs Registry and strong push to use an existing asthma
registry. (Classification of asthma severity has increased from 39% to 88% over the last 12 months!)
3. Referral handout for parents to provide contact and logistical information when referred for specialty care

“The new system has dramatically shortened the response time for our managed care patients and ensured better
efficiency and parent satisfaction. Turnaround time has been reduced for an authorization from up to two weeks
to one or two days—or with an e-mail or call, to no wait at all. We had a young lady referred urgently today to the
Children's Hospital metabolic clinic. With our new system, her authorization is not only in place today, but has been
electronically sent to the Children's Hospital system preventing a possible (and in the past often likely) cancellation
of her appointment for lack of insurance authorization on file.” —MOA, Referral Coordinator

Provider or Staff Impact
“We are working better together as a team which has helped us to provide better care for our patients. The emphasis
on having the right person do the right job is great. I'm being given requests to contact patients to schedule needed
appointments instead of the medical assistants.” —Clerical Team Member
“Creating registries for children with chronic conditions and having an electronic referral tool to make and monitor
the status of both external and internal referrals within our integrated system has allowed me to proactively reach
out to patients for ongoing needs and to better help those who have fallen through the cracks. I feel like I can
provide better care to these needier patients than I was doing before.” —Senior Leader

Assessing the Prevalence of Children With Special Health Care Needs in an
Integrated Community Health Care System: Creating a Registry and Care Support Tools

These initiatives are part of a systemwide effort to improve care coordination throughout the eight health centers in
the Denver Health system.

Douglas B. Richardson, MAS, Stephanie L. Phibbs, MPH, Simon J. Hambidge, MD, PhD
Department of Community Health Services, Denver Health and Hospital Authority, Denver, CO

What was the specific problem or issue being addressed?
We didn’t have a central repository that we could use to track referral outcome. Providers had various methods and
systems for tracking kids—for example, file folders, patient stickers on a piece of paper, etc.
What did you hope to achieve by making the change?
We wanted to stop children from falling through the cracks, and for providers to know what happened to referrals.
What was the plan for making the change?
We used a year-long quality improvement process with the Toyota Lean method.
What did you learn from the process of making the change?
Systemic changes take time, but the changes can be more easily sustained, especially if the new system makes work
easier for providers!
What would you recommend to other sites trying to make a similar change?
If you are a large system, don’t settle for Excel spreadsheets or ad hoc systems to track care.

Results

Introduction
Background
Children with special health care needs (CSHCN)
constitute a clinical sub-population that has at least
one chronic medical or behavioral condition which
necessitates greater than average care. Within a large,
integrated community health system, a better
understanding of CSHCN—both in terms of what
conditions warrant this designation and how this
population is distributed within the system—can offer
opportunities for improved allocation of resources as
well as health outcomes.

Based on the CSHCN inclusion criteria outlined in Table
1, there were 2,863 patients on the CSHCN registry as
of October 11, 2010. This represents 5.4% of Denver
Health’s pediatric population. As shown in Table 2,
this CSHCN population is slightly older and more likely
to be male, white and English-speaking than the
general pediatric population.
Table 3 shows the frequency of specific CSHCN
conditions seen, with the majority being composed of
asthma and foster care.

Objectives
Identify patients who are CSHCN within the Denver
Health Community Health Services system,
characterize this population, and develop tools to
facilitate proactive management for these families.

Figure 1. Provider and Patient Care Summaries

• Produce Care Summaries
Registry data are sent to Denver Health’s registration
system, so that clinic staff can be alerted to patients’
CSHCN status at check-in. A medical record number is
entered into an electronic system that creates summaries
with information tailored for providers and patients (in
English and Spanish) using data pulled from registry (see
Figure 1).
• Conduct patient outreach
Registry data can be used to quickly identify patients that
would benefit from various clinic-based initiatives such as
effectively targeting appropriate community resources
and faciliative the delivery of high level care coordination.

Table 2. CSHCN Demographics
CSHCN
Patients

All Pediatric
Patients

2,864 (5.4%)

52,498 (100.0%)

9.2 years

7.4 years

METHODS
Total

• Setting
Denver Health’s Community Health Services
Department (CHS) is the integrated public health
care system for Denver. With its public hospital and
federally qualified health centers and school-based
clinics, CHS provides primary care to one in three
children in Denver County.
• Inclusion Criteria
Taking an iterative, literature-base approached, CHS
care providers identified 17 clinical and
administrative conditions deemed to constitute a
special health care need. Pediatrics patients (<= 18
years old) with a medical visit in the last 18 months
and who met one or more CSHCN conditions were
put on the registry. (See Table 1)
• Registry Development
After registry data elements and other requirements
were identified, an electronic database was created
using Microsoft SQL Server 2005. The registry
database was programmed to updated weekly using
patient data routinely collected by Denver Health
data warehouse system.

Systemic changes take time, but the changes can be
more easily sustained, especially if the new system
makes work easier for providers!

CSHCN Registry Use in Secondary Tools

CSHCN Characteristics

• Registry Products
Using Microsoft SQL Server Reporting Service and
Microsoft Access, registry data were used to
characterize this population and its distribution
among CHS clinics, as well as enhance secondary
tools such as Care Summaries and referral
information provided to community agencies.

Median age

Table 1. CSHCN Inclusion Criteria
Condition
Foster Care Clinic

Diagnostic /
Administrative
Visit coded as a foster care visit

Very Low Birth Weight

Birth weight <1500 g and age < 2 yo

Cognitive Impairment

ICD-9 = 318.0, 318.1, 318.2, 319,
v18.4, v79.2

Currently on 4+ medications

Down Syndrome

Medication

Muscular Dystrophy

ICD-9 = 335.0 or 335.21

Cystic Fibrosis

ICD-9 = 277.0x

Autistic Spectrum Disorder

ICD-9 = 299.xx

Arthritis

ICD-9 = 714.3x
At least one heart
medication in the last
two years

Seizure in the last 12 months

ICD-9 = 780.39, 345.9, 436, 780.39,
780.32, or 345.8

At least one antiseizure medication in
the last year

Sickle Cell Anemia
Early Intervention referral
Health Care Program for
Children With Special Health
Care Needs.

Visit coded as Webb Nursery
> 2 yo and 2 or more ICD-9 = 493.xx
diagnoses in the last three years, with
the last one classified as persistent
ICD-9 = 282.6x or v78.2
Patient referred to Early Intervention
and receiving services
Referred to HPC

2134 (74.5%)
698 (24.4%)

29,750 (56.7%)
21,245 (40.5%)

31 ( 1.1%)

1,503 ( 2.9%)

Race/Ethnicity
Asian
Black
Hispanic

37 ( 1.3%)

1,096 ( 2.1%)

600 (21.0%)

6,852 (13.1%)

1,705 (59.6%)

37,838 (72.1%)

White

398 (13.9%)

4,266 ( 8.1%)

Other/Unknown

123 ( 4.4%)

2,446 ( 4.6%)

Discussion

N

ICD-9 = 746.3, 745.5, 745.69, 425.4,
786.5, 747.1, 398.9, 745.2, 745.10,
427.9, 746.9, 746.6, 747.0, 416.0, or
747.3 in the last two years

Asthma

25,959 (49.4%)
26,539 (50.6%)

Table 3. Frequency of CSHCN Conditions*

Congenital Heart Disease

2+ visits to the Webb Nursery
in the last 12 months

1,669 (58.3%)
1,194 (41.7%)

Other

ICD-9 = 758.0
ICD-9 = 343.xx or 337.1

Female
Primary Language
English
Spanish

Currently on 4+
medications excluding
common medications
(e.g., Tylenol,
ibuprofen)

Cerebral Palsy

Gender
Male

Asthma

1,287

Foster Care Clinic
Cerebral Palsy
Autistic Spectrum Disorder
Cognitive impairment
Seizure in past 12 months
Down Syndrome
4+ current medications
2+ nursery clinic visit in last year
Health Care Program for Children
Very low birth weight
Sickle Cell Anemia
Muscular Dystrophy
Congential Heart Disease
Arthritis
Cystic Fibrosis
Early Intervention referrals

948
157
154
107
95
82
79
73
66
44
22
14
9
7
6
Pending

Defining and creating an electronic CSHCN registry has
proven a valuable resource, allowing providers to
proactively manage this important clinic population, and
offering new insights into how this population is
represented within Denver Health’s primary care clinics.
Looking forward, it is anticipated that the definition of
CSHCN will be refined and extended to other clinic
conditions. Additionally, developing registries and tools
such as those presented here can play an important role
in conforming to patient-centered medical home
standards and other regulatory requirements.

*Some patients have multiple CSHCN condition
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