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Core Clinical Workflows

Model Component Clinical Workflow Sequencing

Strengthen Families
Prenatal-Postpartum Transition Support

Healthy Parenting Support

Enhance Screening Enhanced Universal Screening

Ensure Access

PCP BH Plan

Warm Hand-off to BHC

Warm Hand-off to CHW

Symptom Tracking

BHC BH Plan

CHW BH Plan

Bridge Connections

Early Intervention (EI) Tracking

Clinical Pathways for Special Populations

Access to Specialty Care
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1st 2nd Throughout 



Universal Screening – SWYC
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Start: Patient/family aged 0-4 
arrives at clinic

MA alerts PCP that patient/family is ready by changing dot to 
green, switching side bar to waiting, and hanging flag outside 

door 

Rooming

Check-In Check-in at registration or kiosk – verify HIPAA, demographic 
info, provide encounter form

MA rooms patient and provides SWYC for parent/caregiver to 
complete

MA completes vitals and enters SWYC responses in chart, if 
complete

MA selects appropriate SWYC form based on patient age 



Universal Screening – SWYC

4

PCP checks status of SWYC in chart, ask MA status of completion 
if not entered

PCP supports family in completing SWYC, if needed

Visit & Check-Out

PCP reviews completed screeners with family and identifies 
areas of need, brings in interpreter if comprehension issues are 

suspected

PCP completes PCP BH Plan, and recommends follow-up and/or 
referral to EI, DBP, other if problem is identified

WHO to BHC/CHW to 
be continued



Routine Warm Hand-off to BHC

5



Urgent Warm Hand-off to BHC
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Routine Warm Hand-off to CHW
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Depression Screening & Treatment
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PHQ 9 score 0-5 6-10 11-15 >16

Office 

procedure
Routine review

Beck at home 

or on site

Task BHC

IDQ request to 

BHC for Beck 

and intake

IDQ request to 

BHC for Beck 

and intake

IDQ request to 

BHC for intake

Beck Score 11-20 >21

PCP Visit 

Frequency
Routine 3 months 1 month 1 month 1 month

BHC Visit 

Frequency
N/A As needed As needed 1-2 weeks 1-2 weeks

Counseling 

Referral
N/A

Yes if +SI or 

Beck >10
Yes Yes Urgent Yes Urgent

CHW Phone 

Follow-up
N/A As needed Yes Yes Yes

Psychiatry 

Consult/referral
N/A Possible Possible Yes Yes

Medication N/A
Pending 

therapy
Consider Consider Yes



Prenatal to Postpartum Transition Care
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ADHD Diagnosis & Treatment
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BHI reaches out to family to provide further BH assessment/support

Primary Care ADHD Diagnosis

PCP 
(MA 
support)

FP

Visit 1 Visit 2 Visit 3: FU 

Family
presents 

with 
concerns

1. Vanderbilts
2. School release
3. Refer to TEAM 
UP

1. Scan parent Vanderbilts into EMR 
if completed during visit (Adv/Dir)
2. Scan release into EMR (Adv/Dir) 

1. 2-week FU with family to answer questions, obtain 

Vanderbilt

2. 1-week FU to school to resend/obtain Vanderbilt

3. Send Vanderbilts to Pedi PC Unit Coord if received 

4. Enter scores into EMR

5. Inform PCP/MA to schedule FU appt via phone note

If unable to reach family , send staff message to PCP, BHI

Scan Vanderbilts into EMR 

(Adv/Dir)

Pedi PC Unit 
Coordinator

BHI
1. Complete BH assessment/support
2. Coordinate with PCP, FP, Psychiatry to ensure appropriate services in place

1. Review Vanderbilts
2. Discuss diagnosis
3. Prescribe medication
4. Write 504 Letter
5. Coordinate with FP/BHI
6. Schedule 1-mo FU appt

1. 2-week FU with family to 
answer questions, confirm Rx 
picked up, 504/IEP dropped off

2. 1-week FU with school to 
confirm 504/IEP letter 
obtained

1.. Check for improvement
2. Monitor side effects
Resend Vanderbilts once on 
stable dose
3. Monitor wt, ht, bp, pulse

1. Call family to 
remind about refills
2. Facilitate 
504/other school 
services
3. Coordinate with 
PCP, BHI regarding 
family support, 
other necessary 
services


