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Initiation of Care

BHC introduces COCM program to
patient after therapy visit if patient
meets criteria and completes their
visit. Verify/add diagnosis of
depression or anxiety to problem list.

Annual screening process and BHC handoff
(see “Universal Depression Screening
Procedure”)

v BHCC outreaches to meets BHCC documents
with patient to confirm consent. Completes BHCC If BHCC sets a
e RIS PCP places COCM Pro'gram,'including ”Primat"y Care I?IH Sche.d'ules BA.goaI with
. billing discussion and g Collaborative Care” tool initial patient, BHCC
PCP to place order which is e . s'the patient interested ) . . :
—»{ verifies diagnosis on the e Yes¥ to document episode »| assessment adds emotional
order for routed to BHCC . enrolling in COCM .
problem list and add to from telephone appointment health goal to
COCM Pool . . .
encounter. encounter. Click within one documentation
Document in telephone “active” in the Episode week in smartform
Note: Search for order called “ACHC COCM”, encounter to initiate billing.
which will be a synonym for PCBH Clinician
(Collaborative Care Program)
l BHCC creates new “Primary Care BH
Collaborative care” Episode of care BHCC add.s themselyes to care team BHCC
and completes Episode SmartForm, * Relationship-Primary Care BH iy .
BHCC sets next : : Clinician Were meds initiated
including: > ;
PCBH . _ . P tracking- Case i
_ e BHCC Name e  Specialty — BHC License o — PCP in visit?
Collaborative F—— . e Yes- Admissions RUALOIIUOTS Yes
hi e PCBH Collaborative care — Review
care outreach In A Non- Additional results l
Epi I
pictoo e Patient identified via
e Reason for PCBH Collaborative No BHCC
Care documents
medication
< change in Plan
and
Intervention
SmartForm.
BHCC follows .
BHCC enters PHQ & . . Ws up BHCC links encounter to
. with patient by phone .
GAD-7 (if not entered . episode and documents BHCC sets next PCBH
by the MA/LPN) L2 CEPD I using Collaborative Care outreach
documents note using fgic::gsg;ensj Hing .ACHCCOCMFOLLOWUP date to date of initial
° and closes the o . or free text a note in assessment appt
=3 medications, if
encounter. . telephone encounter
applicable
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Initial Assessment

Patient Screening
arrives for | completed
COCM initial No
visit

Poes patient have
complete required
screenings?

BHCC links BHCC fills out
encounter to SmartForm

Yes—p the PCBH |——— with family/
episode of Adult Initial

care Assessment

complex social service

Send request
via inBasket
to Patient
services, as
appropriate

7'y

Yes

Poes patient have

needs?

BHCC routes
a telephone
encounter to
PCP or triage

A

Yes

PCP determines
plan of care

Does patient have
plex medical needs?

A 4

BHCC opens visit encounter to
complete Health Link
documentation/smartform.

Comment initial assessment,
BHCC documents using
.ACHCCOCMINITIAL

Enter “BHCC” Chief Complaint-

AQPA or other conce
identified by the BHCC
during the initia

Yes

v

outreach

handoff

BHCC documents and routes
to the BHC team to request

If urgent, BHCC will directly
connect with BHC team for

No—P»]

BHCC sets next
PCBH Collaborative
care outreach date
and fills out follow

up section of
telephone
encounter

BHCC verbally
confirms date/
time of next
outreach

No
]
Ensure
BHCC enters diagnosis from
outreach in ——p & L
last BHC visit is
SmartForm .
on problem list

BHCC reviews initial
assessment with
PCP during weekly
huddles (if needed)

L
i
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.b
Follow Up Care
BHCC opens
BHCC ensures p
BHCC uses BHCC contacts appropriate .
. . PHQ completed BHCC links
RWSB to patients via everv 2 weeks encounter. Enter encounter to
identify phone or get a hold o YesP y — —» “Behavioral Health ¥ .
. . Completes with . ” the episode
patients to handoff from patient? . Collaborative Care
patient if of care
contact PCP/BHC reason for call/
: needed . .
: Chief complaint
Recommended contact Must provide at least one BHCC Document
frequency: R modality: medication changes in BRCC Reviews
Severe/New: weekly e  BH Activation Plan and InterveEtion and checks in
) for 4-8 weeks e Medications on goal setting
Mild: Every other week e IPT SmartForm
l 1. Patient not improving or needs higher level of care
BHCC d o For telephone/Telemed: Improvement: Patients who have been in collaborative care longer
ocuments in . L o, in 8- han expected
. Document time tracking in 50% betterin 8 t P
encounter using : BHCC completes 12 weeks EIEL el B PP 3. ER/Hospital visit related to BH

patient outreach and indicate will huddle weekly | 4 new patient (if necessary)

.achccocmfollowup the follow up

. . contact form. Select PCBH . : for ~10 min 5. no recent BHC outreach/never discussed
and in Primary I Collaborative Care in the » section. Open and ; 6. Patients ready for relapse prevention
Care Behavioral “3bout” field route encounter to 7. Not recently reviewed
Health For | ) — PCP if there is an .
Collaborative 9r " pferson. enter visi actionable item Is patient T
diagnosis and PCP as improving? BHCC assesses H

SmartForm

authorizing provider in LOS No | barriers to progress BHCC
¢ case review .
| and routes ; discusses
. needed with team >—Yesp|
encounter to BHC if osvehiatrist? next steps
If patient has Yes there is an y with patient

medical questions, actionable item

BHCC routes to Remission: N
3 - e  50% reduction of 0
appropriate clinical 0 g v
pool sympto’m§ . patient readygQ BHCC adjusts care plan,
e Patient’simprovementis |-------- enter relapse .
ficient as det ined tion? determines next contact
Zu Plzlsn :s etermine prevention? No > and sets next PCBH
¥ . or. cam Collaborate care outreach
psychiatrist
Schedulers: If a patient is calling to schedule an Yes date

appointment with the BHCC, confirm they are on the
care team before scheduling. If they are not on the
care team, route the telephone encounter to the
BHCC.



mjones
Stamp


patients to discuss with
team Psychiatrist and

documents time tracking —

registry tracking

HCC identifies patie
discuss with psychiat
during phone or vi

encounter

=

ts t
rist
sit

N

eam Psychiatrist (TP) uses
RWB to identify patie
discuss with BHCC

(3D

nts to

BHCC 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

A

TP flags patients for
review by going to Track
Outreach, select “in
person” & “team psych
review” and the date of
next case review.

Case Review

TP and BHCC
review case
load, using

“Case Review

Guide” to
structure case
presentation

1,

BHCC logs into
primary care clinic
location to access

the PCBH
Collaborative care
navigator

BHCC opens a
telephone
encounter, links
encounter to the
PCBH Episode of
care. Enters reason
for call as
“Behavioral Health
Collaborative Care”
comment “team
Psych Review”

TP invites PCP to
attend team
psychiatrist case
review meeting as
needed

TP documents in
telephone encounter
in a new note
assessment and
recommendations
using
.ACHCCOCMPSYCHC
ASEREVIEW

L)

BHCC documents
smart form elements
like time tracking
and contact date —
“team psych review”

TP updates
diagnosis
in problem
list

Yes— P

provisional

BHCC
reviews <
encounter

Are there
actionable
items?

. ) .ACHCCOCMBHCCCA
Note: Goal is to review 6 Y
cases per case review SEREVIEW $S
BHCC routes
encounter to
l PCP
. B - -
PCP reviews HCF CC reviews and signs t
suggestions communicates ‘encounter, verifies/schedules
PCP routes recommendations Were ’ . .
from TP and . . next follow up with patient
. No# encounter —¥ and care plan with medication N¢ o
BHCC. Adjusts ) . and verifies/sets next PCBH
to the BHCC patient and .
care plan as . Collaborative Care outreach
needed documents in Sate
HealthLink
Yes

Note: PCP may contact
the TP with medication
questions

PCP places
medication order. | |
PCP or triage contact
patient

Note: BHCC cannot pend
orders, but will identify
patient’s preferred

BHCC contacts patient to discuss
recommendation for specialty services.
Patient motivation assessed and BHCC

offers assistance

pharmacy

medication changes

BHCC documents

in Plan and —
Intervention
SmartForm

Registration assist patient in
scheduling a follow up
appointment, if needed.




Relapse Prevention and Discharge

BHCC Completes BHCC documents
L Resiliency planin BHCC contacts patient usin
Patient is stable or . P 8
T SmartForm with BHCC creates BEHAVIORAL HnlCG L (S via phone at 1 month. .ACHCCOCMFOLLO
patlen.t In person HEALTH RELAPSE ”PCBH ) e Administers PHQS, WUP and documents
or via phone PREVENTION LETTER | > CC° agotrat"’eh GAD7, PROMIS resiliency Plan
Under Communications are Dutreac depression, PROMIS Session number in

Remission: ( ! date to 1 month Anziety ‘ Plan and

e 50% reduction of Pull into telephone e  Provides education Intervention
symptoms encounter notes using 7y and support SmartForm (i.e.

e Patient’s .ACHCCOCMREesiliancyPlan ! e  Follow up with goal select 1 for outreach
improvement is RV : setting one month after RPP
sufficient as created)
determined by PCP
or team psychiatrist

N es patient need additio <
o low up/stay in progra
BHCC
Communicates .
with PCP to notify BHEEQ::T::S ?:rcfncli:izj BHCC BHCC selects
them that patient P BHCC BHCC clears discharge
ic bein requested follow combletas oUtraach encounters removes reason in
> & —— up. Transfers call/ > .p B > .. —» and linksto — themselves — .
discharged and to patient’s comments if . Episode of
. routes encounter . Episode of from the
determine when . . goals applicable Care
- to registration to Care, as care team
follow up PCP visit SmartForm
il e S schedule needed
(w/in 3-12 mos)

Registration assist patient in
scheduling a follow up
appointment, if needed.

BHCC resolves the

Episode of Care

Note: If patient relapses or comes back to see

the BHCC after being discharged, a new Episode

of Care will need to be created.

e <1 year, review initial assessment and
make updates in notes

e >1year, complete a new initial assessment
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Patient Non-Engagement

BHCC attempts to
contact patient to
reschedule appt

Patient no shows
for clinic visit

BHCC checks for
BHCC attempts to g BHCC clears .
ST R B Does patient answer outreach unlinked
: . P < outreach attempts No—p> . —» encounters and
Patient doesn’t times over the comments if . .
h next month and reengage’ applicable links to Episode of
answer outreac PP Care, as needed
call
Note: Contact
Yes
attempt should be v
spread out over the
next month

BHCC removes
themselves from
the care team

BHCC selects
discharge reason
in Episode of Care

SmartForm

Note: If patient reengages
after discharged a new Episode BHCC resolves the
of Care will need to be created. episode of care
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Phone Outreach —

Patient identified BHCC calls Does the patient Use PRI MESE ()
@ |e. aentifie . P Yes—p .pcbhphonemessage — Link to Episode —— to Clinical staff or
via RWB patient answer?
for follow up PCP
Close
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