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 DEPRESSION & ANXIETY SCREENING AND DIAGNOSIS DEPRESSION & ANXIETY SCREENING AND DIAGNOSIS

Screen all patients at every visit 
via patient entered questionnaire 

assignment
(12-17yrs)

Does patient 
have any other 

exclusion criteria ?

No

Yes

Does patient have 
existing therapist?

Yes

Does 
patient need 

consult to non- CC 
psychiatrist?

PCP/APP contacts existing therapist 
to coordinate consult to psychiatrist

 Does patient have 
existing 

psychiatrist?

No

Yes

Does 
patient need 
consult to a 
therapist?

PCP/APP contacts existing psychiatrist to 
coordinate consult to therapist

YesYes

No See Initiation of Care Workflow 

See Non-CC Psychiatry Workflow – Refer 
to Tiered Care Document

Is patient engaged 
and interested in 

receiving treatment?

NO

No additional action 
needed; usual care

Yes

 Results 
automatically 

documented into 
HL

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Does patient 
screen positive on 

QNR?

Assign appropriate QNR 
           • PHQ-8
           • GAD-7 

Did 
patient 

complete QNRs 
via MyChart?

Follow Primary Care Workflows

5. PSR sees on DAR 
that patient is due 
for QNR*, enters/

scans barcode, gives 
patient tablet**

 Patient enters 
DOB and answers 

QNR on tablet

3. Patient checks in 
for visit

Patient refuses

*Reg sites will direct patients to reception to pick up tablet.
**Non-English speaking patient will  be given paper and answered with 
help of interpreter.  Roomer or provider uses SmartForm to document.

Note: If QNR is completed 
on paper, transpose 

answers into HL

YES

NO
NO

YES

NO

NO



 Primary Care Behavioral Health: Pediatric Collaborative Care Workflows (Last Updated 8/24/2022)                        PAGE 2 Primary Care Behavioral Health: Pediatric Collaborative Care Workflows (Last Updated 8/24/2022)                        PAGE 2
In

it
ia

ti
on

 o
f C

ar
e:

 I
nt

ro
du

ct
io

n 
of

 B
H

C
 a

s 
Te

am
 M

em
b

er
 

In
it

ia
ti

on
 o

f C
ar

e:
 I

nt
ro

du
ct

io
n 

of
 B

H
C

 a
s 

Te
am

 M
em

b
er

 
 WARM CONNECTION AND INITIATION OF CARE WARM CONNECTION AND INITIATION OF CARE

4. BHC meets with 
patient and reviews 
“Your Collaborative 

Care Team Brochure” 
and “Collaborative 

Care HFFY” including a 
billing discussion and 
adds diagnosis to the 

problem list

3. Warm connection to 
BHC before patient 
leaves exam room

1. PCP/APP:

• Documents a plan of care

• Recommends/starts any 
medications

• Introduces Collaborative 
Care

• PCP ONLY:  Adds 
.pchbbhcwarmconnection 
to note

• Enter PCBH Consult order 
to BHC

7. BHC schedules initial 
assessment 

appointment
(within 1 week) and 
gives the “Pediatric 
Collaborative Care 

Worksheet” to patient 
(optional)

It’s important to set a small  
goal with the patient that 

day

10.  BHC creates new “Primary Care Behavioral 
Health (PCBH) Collaborative Care” episode of 
care and completes Episode Smartform, 
including:

• BHC’s name

• PCBH Collaborative Care - Active

• Patient Identified Via

• Reason for PCBH Collaborative Care

5. BHC opens a clinical 
info note to complete 

Health Link 
documentation. Enter 

“Behavioral Health 
Collaborative Care” 
Chief Complaint – 
comment Warm 

Connection.

18. BHC sets next 
PCBH Collaborative 

Care outreach date to 
date of initial 

assessment appt 

9. BHC sets next PCBH 
Collaborative Care  

outreach 

16. BHC follows up 
with patient by phone 
in 2-3 days to check on 

goal progress, billing 
concerns and 

medications, if 
applicable 

8. If BHC sets a BA goal 
with patient. BHC adds 
Emotional Health Goal 

in problem list and 
adds .bagoal to goal 

documentation

2. Is an APP the 
treating provider?

2a. APP places themselves on 
the care team

11. BHC adds themselves to 
Care Team

• Relationship -  Primary 
Care Behavioral Health 
Clinician

• Specialty – BHC license
• Yes – Admissions
• None – Additional results

6. Is patient 
interested in PCBH 
Collaborative Care 

program?

8a. BHC resolves 
episode of care

13. Were meds 
initiated by the 

provider in today’s 
visit?

13a. BHC documents 
medication change in 
Plan & Intervention 

SmartForm

14.  If brief therapy or 
therapeutic session 

was initiated (i.e. CBT, 
IPT or ACT), BHC 
documents Brief 

Behavioral 
Intervention 

15. BHC enters PHQ & 
GAD-7 (if not entered 

by the MA/LPN), 
documents note using 
.pcbhwarmconnection 

and closes the 
encounter.

Yes

No No

7a.  BHC creates new “Primary Care Behavioral 
Health (PCBH) Collaborative Care” episode of 
care (i.e. PCBH1) and completes Episode 
Smartform, including:

• BHC’s name

• PCBH Collaborative Care - Active

• Patient Identified Via

• Reason for PCBH Collaborative Care

• Decline Reason

No

Yes

17. BHC links 
encounter and 

documents using 
.pedspcbhfollowup or 

free text a note in 
telephone encounter

12.  BHC documents 
Time Tracking - Case 

Collaboration/ Review

HealthLink Operations to Train

13b. If ADHD meds 
were initiated, make 
sure they add med 

initiation  date in the 
ADHD diagnosis on the 

problem list

16b. If patient has an 
ADHD diagnosis, and was 
prescribes medicine, ask 

if they started the 
medicine.    

Yes

16c. Delete med 
initiation date under 
ADHD diagnosis list in 

the problem list

No

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler

Yes
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 INITIAL ASSESSMENT INITIAL ASSESSMENT

See Case Review 
Workflow

6. BHC fills out 
SmartForm with 

family

7. Does patient have 
complex social 
service needs?

 8a. BHC routes a 
telephone encounter to 

PCP/APP

11. BHC sets next PCBH 
Collaborative Care 

outreach date and fills 
out follow up section of 

office visit.

9. BHC opens office visit to 
complete Health Link 

documentation.  Enter 
“Behavioral Health Collaborative 
Care” Chief Complaint - comment 

Initial Assessment.  BHC 
documents using 

.pedspcbhinitialassessmentnote 

No
1. Patient arrives 

for initial 
assessment visit

5. BHC links 
encounter to the 
PCBH episode of 

care

10. Are there any safety, 
AODA, or other concerns 

identified by the BHC during 
the initial assessment?

11a. BHC documents  
using .pcbhredflagnote

13. BHC documents, 
enters visit diagnosis and 

appropriate LOS .

12b. BHC opens, 
documents and routes 

telephone encounter to 
PCP/APP 

14. BHC reviews initial 
assessment with PCP/

APP during weekly 
huddles, if needed

15. Does patient 
need to be reviewed 

with the team 
psychiatrist?

See Follow-Up Care 
Workflow

Yes Yes

No12. Is provisional 
diagnosis correct?

Yes

No

12a. BHC updates 
diagnosis in problem list

 4. BHC gives the 
patient the Audit-C 

(for adolescents 
and completes the 
Initial Assessment

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

11a. PSR schedules 
follow up appointment 

with the BHC at 
checkout.

8b.PCP/APP determines 
plan of care and enters 

consult, if needed.

*Reg sites will direct patients to reception to pick up tablet.
**Non-English speaking patient will  be given paper and answered with help of interpreter.  Roomer or provider uses 
SmartForm to document.

7a. BHC orders a consult 
to Ambulatory Social 

Work

Yes

8.  Does patient have 
complex medical 

needs?

Yes

Patient Scheduling 
Representative 

(PSR)

HealthLink Operations to Train

No

No

MA/LPN
Team Psychiatrist 

(TP)
WisPic/1102

Scheduler

3. Results 
automatically 

documented into 
HL

2A. Patient checks 
in for visit

2B. PSR sees on 
DAR that patient is 

due for QNR*, 
enters/scans 

barcode, gives 
patient tablet**

2C. Patient enters 
DOB and answers 

QNR on tablet

2. Does 
patient complete 
required QNRs via 

MyChart?

2a. Patient checks 
in for visit

 2b. BHC gives the 
required intake 

QNRs via HL 
interview

Yes

No: Telemed

No: In-clinic

Ages 12 & up 
• PHQ-8      • PSS-10 
• GAD-7      • WEMBS
• PRIUSS-3

Ages 8-11
• PROMIS depression self-report
• PROMIS anxiety self-report
• SCARED – child
• SCARED – parent

Ages 6-11
• PROMIS depression parent
• PROMIS anxiety parent 
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 FOLLOW-UP CARE FOLLOW-UP CARE

1. BHC uses RWB to 
identify patients to 

contact

2. BHC contacts 
patient via phone 

or clinic visit 

7. BHC links 
encounter to the 
episode of care

13. Is patient 
improving?

No

14a. Is patient ready 
to enter relapse 

prevention?

No

Yes

14. BHC assesses barriers 
to progress and routes 
encounter to treating 
provider if there is an 

actionable item.
Yes

15. Is case review 
needed with Team 

Psychiatrist?

Yes
16. BHC discusses next 

steps with patient

15a. BHC adjusts care 
plan, determines next 
contact and sets next 

PCBH Collaborative Care 
outreach date.

No

Recommended Contact 
Frequency:
Severe or new cases: 
Weekly for  4-8 weeks, in-
person once a month
Mild cases: Every other 
week; in-person once a 
month

Improvement:
50% better in 8-12 
weeks

*Remission:
• 50% reduction of symptoms
• Patient’s improvement is 

sufficient as determined by 
PCP and/or Team Psychiatrist

3. Is BHC able to 
get ahold of 

patient?

See Unengaged 
Patient Workflow

8. Were medication 
changes made 

by the 
PCP/APP?

9. Were brief 
behavioral 

interventions done 
with patient/

parent?

8a. BHC documents in 
medication changes in 

Plan & Intervention 
SmartForm 

9a. BHC reviews and sets 
Emotional Health Goal (if using 
BA, document using .bagoal) 

and documents Brief Behavioral 
Intervention session number (if 

using brief therapy) in Plan & 
Intervention SmartForm 

10. BHC documents using 
.pedspcbhfollowup. 

(HealthLink)

11. For Telephone or Telemed:  Document 
Time Tracking - Telephone Encounter

For in-person visits:   Enter visit diagnosis 
and PCP as authorizing provider in LOS

See Case Review 
Workflow

See Resiliency Plan & 
Discharge Workflow

Yes Yes

No

PCP/APP will huddle with 
BHC on a weekly basis 
for ~10 minutes each

12. BHC completes 
the follow up section. 
BHC will open/route 
telephone encounter 
to PCP/APP if there is 
an actionable item.

Behavioral Health Emergency:  
• Contact Team Psychiatrist 
• If TP not available or unable to respond in a timely 

fashion, contact BH Supervisor
• If neither available, reach out to the BH Directors

10a. If patient / family 
has medical questions, 

BHC routes encounter to 
appropriate RN pool.

No

Must provide at least one 
treatment modality:

• Behavioral activation 

(BA)

• Medications

• Brief therapy (CBT, IPT, 

ACT)

15b.PSR schedules 
appointment with the 

BHC at checkout.

16a. PSR assist patient in 
scheduling a follow up 

appointment with BHC, if 
needed.

Note to PSR:  If patient / parent is calling to 
schedule an appointment with the BHC, confirm 
BHC is on the care team before scheduling.  If 
they are not on the care team, route telephone 
encounter to the BHC.

HealthLink Operations to Train

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler

5. Results 
automatically 

documented into 
HL

4A. Patient checks 
in for visit

4B. PSR sees on DAR 
that patient is due for 
QNR*, enters/scans 

barcode, gives 
patient tablet**

4C. Patient enters 
DOB and answers 

QNR on tablet

4. Does 
patient complete 
required QNRs via 

MyChart?

4a. Patient checks 
in for visit

6b. BHC gives the 
required intake 

QNRs via HL 
interview

6. BHC opens appropriate 
encounter – Tele, TeleMed 

or Office visit.   Enter 
“Behavioral Health 

Collaborative Care” Reason 
for Call/Chief Complaint.

No

No: In-Clinic

Yes

No: Telehealth

*Reg sites will direct patients to reception to pick up tablet.
**Non-English speaking patient will be given paper and 
answered with help of interpreter.  Roomer or provider uses 
SmartForm to document.

Ages 12 & up 
• PHQ-8
• GAD-7 

Ages 8-11
• PROMIS depression self-report
• PROMIS anxiety self-report
• PROMIS depression parent
• PROMIS anxiety parent

Ages 6-7
• PROMIS depression parent
• PROMIS anxiety parent

1. Patient not improving or needs higher level of care
2. Patients who have been in collaborative care longer than expected
3. ER/Hospital Visit related to behavioral health
4. New patient (if necessary)
5. No recent BHC outreach/never discussed
6. Patients ready for relapse prevention
7. Not recently reviewed
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 CASE REVIEW CASE REVIEW

1a. BHC uses RWB to identify 
patients to discuss with Team 

Psychiatrist (TP) (see reasons in 
Follow up care workflow)  & 
documents Time Tracking - 

Registry Tracking

5. TP documents 
assessment and 

recommendations
using .pedsbhcctpdoc, 

documents Time 
Tracking – Psychiatric 

Consultation and 
routes encounter to 

the BHC

8. PCP/APP reviews 
suggestions from Team  
Psychiatrist and BHC. 
Adjusts care plan as 

needed.

10. Does patient 
need a higher 
level of care?  

Yes

5a. TP invites PCP/APP 
to attend team 

psychiatrist case 
review meeting as 

needed

No

7.  BHC reviews 
encounter.  If there are 

no actionable items, 
the BHC signs the 

encounter.  If there are 
actionable items, the 
BHC routes encounter 

to PCP/APP. 

3. TP and BHC review 
case load, using “Case 

Review Guide” to 
structure case 
presentation

1c. Team Psychiatrist (TP) uses 
RWB to identify patients to 

discuss with BHC  

1b. BHC identifies patients to 
discuss with Team Psychiatrist 

during phone or visit encounter

2. BHC flags patients for 
review by going to Pt 
Outreach → Track Pt 
Outreach, select “in 

person” & “Team Psych 
Review, and the date of 

next case review.

2c. TP flags patients for 
review by going to Track Pt 

Outreach, select “in 
person” & “Team Psych 
Review, and the date of 

next case review

4. TP logs into primary 
care clinic location to 

access the PCBH 
Collaborative Care 

Navigator.  

TP opens a telephone 
encounter, enters 
reason for call as 

“Behavioral Health 
Collaborative Care”-

comment “Team Psych 
Review” and links 

encounter to the PCBH 
Episode of Care

9a. PCP/APP places 
medication order  

9. Does PCP/APP 
decide to change or 
adjust medications?  

Yes

11. PCP/APP routes 
encounter to the BHC

12. BHC communicates  
recommendations and 
care plan with patient 

and documents in 
Health Link

No
13. Were 

medication 
changes made?

13a. BHC documents in 
medication changes in 

Plan & Intervention 
SmartForm 

Yes

No

6. Does provisional 
diagnosis need to 

be updated?  

Yes

No

6a. TP updates 
diagnosis in problem 

list

Note: PCP/APP may contact 
the TP with medication 

questions.

Note:  BHC cannot pend 
orders, but will identify 

patient’s preferred pharmacy

15. PSR assist patient 
in scheduling a follow 
up appointment with 

BHC, if needed.

14. BHC signs 
encounter, verifies/

schedules next follow-
up with patient and 

verifies/sets next PCBH 
Collaborative Care 

outreach date

Note:  Goal is to review 6 
cases per case review.

 BHC may place consult to psychiatry/
psychology order only if patient is active in 

Collaborative Care – delete note in comment 
section and add .pcbhpsychreferral

HealthLink Operations to Train

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler
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 RELAPSE PREVENTION AND DISCHARGE RELAPSE PREVENTION AND DISCHARGE

17. BHC resolves the 
Episode of Care

1. Patient is stable 
and/or in remission

2. BHC completes 
Resiliency Plan with 
patient / family in-

person or via phone

Remission: 50% reduction 
in symptoms
* Alternative goal can be 
determined as appropriate 
by team psychiatrist and/
or PCP/APP

6. BHC contacts patient and/or 
parent via phone or clinic visit 
monthly for up to 3 months:
• Administers PHQ-8, GAD-

7, PROMIS depression, 
PROMIS Anxiety

• Provides education and 
support

• Follow up with goal 
setting 

9. Is patient still 
stable and in 

remission after 3 
months?  

Yes No

10b.  If patient re-
engages in 

Collaborative Care, 
continue to document 

in the same PCBH 
Episode of Care. 

5. BHC sets next PCBH 
Collaborative Care 
Outreach date to 1 

month

10. BHC communicates 
with PCP/APP to notify 

them that patient is 
being discharged and 
to determine when  
follow-up PCP/APP 

visit should take place 
(within 3-12 months)

16. BHC selects 
discharge reason in 

Episode of Care 
SmartForm

11. BHC notifies 
patient and parent of 
requested follow up.  
Transfers call/routes 
encounter to PSR to 

schedule

3. BHC creates 86616 
PEDS PCBH 

COLLABORATIVE CARE 
RELAPSE PREVENTION 

LETTER

4. BHC documents 
“Resiliency Plan” in 
Plan & Intervention 

SmartForm

8. Is patient still 
stable and in 

remission at each 
1 month contact?  

9a. BHC documents No 
Longer in Resiliency 

Plan in Plan & 
Intervention 
SmartForm

No

7. BHC documents 
using 

.pedspcbhfollowup 
and documents 

Resiliency Plan Session 
number in Plan & 

Intervention 
SmartForm (I.e. select 
“1” for outreach one 

month after RPP 
created)

13. BHC clears 
outreach comments if 

applicable

12. BHC completes 
patient’s goals

15. BHC removes 
themselves from the 

Care Team

14. BHC checks for 
unlinked encounters 

and links to Episode of 
Care, as needed

10a. BHC determines 
next steps and will 

confer with PCP/APP 
and/or Team 

Psychiatrist, if needed

11a. PSR assist patient 
in scheduling a follow 
up appointment with 

PCP/APP

Note: If patient relapses 
or comes back to see the 
BHC after being 
discharged, a new 
Episode of Care will 
need to be created.
• If <1 year, review 

initial assessment 
and make updates 
in your note.

• If >1 year, complete 
a new initial 
assessment.

HealthLink Operations to Train

Yes

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler

2a. Manually Assign via 
MyChart or iPad:

Ages 12 & up: WEMBS, 
PRIUSS-3, & PSS-10 

Ages 8-11: SCARED – 
child & SCARED – parent
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 PATIENT RE-ENGAGEMENT PATIENT RE-ENGAGEMENT

1a. Patient no- 
shows for clinic visit

2. BHC attempts to 
contact patient to 
reschedule appt

9. PCP/APP can 
attempt to contact 
patient, if desired

No

4. Does patient / 
parent answer 

outreach attempts 
and reengage?  

Yes
1b. Patient does 

not answer 
outreach call

5. BHC updates outreach 
comments using 

.primarycareoutreachco
mment and creates and 
mails 86617 PEDS PCBH 
COLLABORATIVE CARE 
UNENGAGED LETTER

3. BHC attempts to 
contact patient / 

parent 3 times over 
2 weeks

8. BHC cc:s letter to 
PCP/APP with a 

note that the 
patient will be 
discharged in 2 

weeks if there is no 
response from the 

patient

See Follow-Up 
Care Workflow

7. BHC sets next 
PCBH Collaborative 
Care outreach date 

to 2 weeks

10. Does patient / 
parent call BHC 
and reengage in 

care within 2 
weeks? 

See Follow-Up 
Care Workflow

Yes

No

Note: If patient 
reengages after 

being discharged, 
a new Episode of 
Care will need to 

be created.

Note: Contact 
attempt should be 

spread out over the 
2 weeks.

6a. BHC creates letter in 
MyChart for patient.

6. Does patient 
have MyChart 

activated?  

Yes

No

15. BHC resolves 
the Episode of Care

14. BHC selects 
discharge reason in 

Episode of Care 
SmartForm

11. BHC clears 
outreach 

comments if 
applicable

13. BHC removes 
themselves from 
the Care Team

12. BHC checks for 
unlinked 

encounters and 
links to Episode of 
Care, as needed

Shanda & HealthLink Operations to Train

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler
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PHONE OUTREACHPHONE OUTREACH

HealthLink Operations to Train

Patient identified 
via RWB

BHC calls patient / 
parent

Follow 
unengaged 

patient 
workflow

Does the 
patient answer? 

Use 
.pcbhphonemessage 

for follow-up
Link to episode

Route if needed to 
RN or PCP or APP

CloseYes

NO

Behavioral Health 
Clinician (BHC)Roles: PCP/APP

Patient Scheduling 
Representative 

(PSR)
MA/LPN

Team Psychiatrist 
(TP)

WisPic/1102
Scheduler


