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Core Clinical Workflows TEAMUP

FOR CHILDREN

Model Component Clinical Workflow

Prenatal-Postpartum Transition Support
Strengthen Families .

Healthy Parenting Support
Enhance Screening Enhanced Universal Screening

PCP BH Plan

Warm Hand-off to BHC

Warm Hand-off to CHW
Ensure Access

Symptom Tracking

BHC BH Plan

CHW BH Plan

Early Intervention (El) Tracking

Bridge Connections Clinical Pathways for Special Populations

Access to Specialty Care

1st . 2nd Throughout

YO




Universal Screening — SWYC TEAMUP
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Start: Patient/family aged 0-4

arrives at clinic J
Check-In Check-in at registration or kiosk — verify HIPAA, demographic
info, provide encounter form
Rooming

MA selects appropriate SWYC form based on patient age

l

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

l

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

l

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




Universal Screening - SWYC TEAMUP
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Visit & Check-Out PCP checks status of SWYC in chart, ask MA status of completion

if not entered

Y

PCP supports family in completing SWYC, if needed

\ 4

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

\ 4

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

WHO to BHC/CHW to
be continued




Routine Warm Hand-off to BHC

Provider sees
patient for
scheduled OV

PCP contacts
BH provider to notify BH that
patient is ready

BHC can bring patient to
BHC office to free up exam
room
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BHC provider completes
plan of care for patient
and books F/U if needed




Urgent Warm Hand-off to BHC
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MA, Nurse or CHW

stays with patient

to ensure patient
is safe

Pt sees provider Is the pt
who identifies BH

having Sl, HI, need for YES—P»
crisis 51A7

NO

v

Contact BH for
warm hand-off

Option #1: Call ext
339 or 340
Option #2: If BH provider no
available, contact CHW
Option #3: Place high
priority BH referral

If patient displays

use staff with de-

escalation training

aggressive behavior,

PCP contacts
BH provider

Option #1 — Call ext
339 or 340
Option #2 — Knock on
BH exam room door
Option #3 — Overhead
page BH STAT to
room #

BH provider
evaluates patient &
communicates ETA
of wrap-up with PCP

BH provider BH documents eva
completes plan of and plan of care in
care for patient eCWw

BH Documentatio
hould be in a separatg
OV note (BH creates a
second encounter in

eCW)




Routine Warm Hand-off to CHW TEAMUP
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Routine screening
tool(s) completed
during office visit

CHW ensures pt BH documents
completes plan of resources given and
care by PCP follow up plan in
(i.e. send pt to lab, eCW
pharm, etc)

PCP reviews CHW meets with
completed screener patient/family in
and identifies need exam room to offer

for CHW support

Screening tools
available:

CHW schedules
appts, submits
referrals as
needed

Option #1 — Notify
CHW located in pedi dept
Option #2 — Call ext
303, 358 or 150

ption #3 — Place a routine
eferral order to CHV




Depression Screening & Treatment TEAMUP
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PHQ9score 05 Je10 1115 b6

Beckathome  |pQrequestto 1DQ request to
Routine review Or onsite BHC for Beck BHC for Beck
Task BHC and intake and intake

Beck Score 11-20 >21
PCP Visit
Routine 3 months 1 month 1 month 1 month
Frequency
BHC Visit
N/A As needed As needed 1-2 weeks 1-2 weeks
Frequency
Counseling Yes if +SI or
N/A Y Yes U t Yes U t
Referral / Beck >10 > = e = efies
CHW Ph
One N/A As needed Yes Yes Yes
Follow-up
Psychiat
sychiatry N/A Possible Possible Yes Yes
Consult/referral
Pendi
Medication N/A ending Consider Consider Yes
therapy

Office
procedure

IDQ request to
BHC for intake




Prenatal to Postpartum Transition Care
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OB - Prenatal

I Appointment confirming pregnancy |

'

OB intake appointment:

OB High Risk Registry is
followed at OB and Pedi-OB
High Risk Meetings until the

6-week post-partum visit

1

If needs are identified (medical, sodial,
full assessment of woman’smedical |_ behavioral health) mom is added to OB
and social history High Risk Registry
I EPDS administered v
i3 If socially high risk, BH needs are
Referral made to Healthy families or identified, or score 210 or (+) answer to
EIPP for all women who are eligible question 10 (self-harm) on EPDS
and agree to referral
Referral made to
28-30 week perinatal appointment: OB integrated clinician
e seen that day for WHO or scheduled
I EPDS administered | St fulfen L

3

if score 210 or (+) answer to
guestion 10 (self-harm)

6 week postpartum appointment:
1

effort made for subsequent BH visits to
be scheduled in alignment with
woman’s OB appointments

referral can also be made at any point
during the pregnancy or post-partum

I Referral to New Mom’s Cafe I

Referral to El, EIPP, Healthy
Families if services not
already in place

I WHO to Pediatric BHC I

B

I EPDS administered

if score 210 or (+) answer to
question 10 (self-harm)

v

Followed by integrated
BHC throughout

New referral or referral
back to OB integrated BHC

Pediatrics - Postpartum

Registry shared with
Pediatric staff (including BHI
team) at Pedi-OB high risk l
meeting

Newborn appointment at Pediatrics

|
if score 210 or (+) answer to P I EPDS administered l
question 10 (self-harm)

T |

Provider speaks to mom alone
regarding her mental health and

If concerns regarding
mother’s behavioral health |

well-being

1 Month appointment at Pediatrics

EPDS administered I

if score 210 or (+) answer to ‘_l
question 10 (self-harm)

pregnancy, at 6-week
post-partum visit, and
longer if indicated

BHC might refer for a
medication appointment
with a psychiatrist or OB

provider might offer

medication if indicated with

consultation from a

psychiatrist

l

if concerns regarding
mother’s behavioral health




ADHD Diagnosis & Treatment
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Primary Care ADHD Diagnosis

Visit 1 Visit 2 Visit 3: FU
y T \ 1. Vanderbilts 1. Review Vanderbilts 1.. Check for improvement
PCP / Family 2. School release 2. Discus§ diagnqsis ' 2. Monitor side effects
(MA “ presents ‘ 3. Refer to TEAM 3. Prescribe medication Resend Vanderbilts once on
. 4. Write 504 Letter
| UP stable dose
support) || with / 5. Coordinate with FP/BHI 3. Monitor wt. ht. bo. pul
\_  concerns / . , ht, bp, pulse
N / 6. Schedule 1-mo FU appt
. . 1. Scan parent Vanderbilts into EMR
Pedi PC Unit if leted duri isit (Adv/Di
Coordinator IT'completed during vist (Adv. |'r) Scan Vanderbilts into EMR
2. Scan release into EMR (Adv/Dir) (Adv/Dir)
1. Call family to
FP 1. 2-week FU with family to answer questions, obtain 1. 2-week FU with family to remin.d. about refills
Vanderbilt answer questions, confirm Rx 2. Facilitate
2. 1-week FU to school to resend/obtain Vanderbilt picked up, 594/|EP dropped off 504/.other school
3. Send Vanderbilts to Pedi PC Unit Coord if received 2. l'WE?Ek FU with school to Services . .
4. Enter scores into EMR confirm 504/IEP letter 3. Coordinate with
' . obtained PCP, BHI regarding
5. Inform PCP/MA to schedule FU appt via phone note family support,
other necessary
If unable to reach family , send staff message to PCP, BHI services
1. Complete BH assessment/support
BHI 2. Coordinate with PCP, FP, Psychiatry to ensure appropriate services in place




