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● Discuss NCQA Behavioral Health Distinction criteria
● Learn the different behavioral health collaboration 

models 
● Exploration of how PCC functionality can help you 

document for complex behavioral health patients
● Understand how to document to demonstrate 

integrated behavioral health 

Agenda



● Determine what YOUR patient population needs are
● An understanding of how to utilize PCC to document 

complex behavioral health patients 
● Closing care gaps for behavioral patients 
● Formalize your behavioral health program
● Improve outcomes for your patients

Takeaways



Building a Behavioral Health Program
● Identify the type of BH patients you feel 

comfortable treating
● Determine where the “cut-off” is – when the child 

needs to go to a higher level of care (e.g., suicide 
ideation, two failed treatment attempts, etc.) 

● Build a repository of educational resources and 
community resources 

● Properly build a care plan based on BH diagnosis 
○ For each child you will add individual details 

● Document everything!



Fundamentals of Behavioral 
Health Documentation 

● Utilize standardized assessments to make an accurate 
diagnosis 

● Document the child’s diagnosis on the problem list 
● Assess the child’s specific social determinants of health (e.g., 

foster care, family dysfunction, poverty) 
● Document the child’s behavioral health team, get 

co-management agreements or record releases where 
necessary

● Consider a patient agreement to create accountability 
● Follow evidence-based guidelines and document everything 

from the diagnosis to the educational resources provided 



Behavioral Health Models
● Full Integration

○ In-house services provided by employed behavioral health 
specialist 

○ Shared systems
○ Combined staff 

● Co-Location
○ Sharing or renting of space with a behavioral health 

specialist
○ Separate systems
○ Coordination of visits, notes and care plans

● Telehealth
○ Provide equipment for patients to connect with a behavioral 

specialist within your walls 
○ Separate billing



Full Behavioral Health Integration



Co- Location



Hybrid Full Integration/ 
Co-Location
● Psychiatrist and PCP located within same medical 

complex 
● Shared Psychiatric Physician Assistant 

○ FT at Psychiatrist (salary)
○ 1 day a week at PCP (hourly)

● Sees PCP patients hesitant to go to psychiatry 
○ Helpful for those with restrictive insurance

● Limited financial impact for both practices 



PCP and External Co-Management 
Agreements 

● In-house PCP with REACH training or Pediatric Primary Care Mental 
Health Specialist (PMHS-ARNP) for medication management 

● External collaboration with a counseling facility 
● Utilize psychiatry hotlines or local psychiatrist for complex cases

 
PROs

● Immediate access to 
care

● Controlled follow-up
● Improved compliance
● Reduces stigma of 

seeking care

CONs
● Scheduling challenges for a 

small practice/solo provider
● Expect BH patients to take 

more time and care 
coordination

● Increased BH patient cases 
● Level of comfort with complex 

cases 



Documenting External Collaboration 

● Document the provider name/credentials
● Document their recommendations and follow-up plan

○ Can use PCC Snap Text to template the anchors.
● Let patient know about the consultation 
● This type of collaboration (PCP/Psychiatry)  works for BH05 

https://learn.pcc.com/help/use-pcc-ehrs-text-expander/


Documenting External Collaboration 

● When receiving referral notes or patient updates back (hard paper) scan into the patient chart 
● Having co-management agreements/record releases helps get referral notes back 
● If the external provider included goals, try to note that in your chart to help keep the patient on track 



Co-Management Agreements

● Required for BH Distinction
● For internal and/or external 

use
● Add time frames for 

communication and 
receiving referral notes 

● These do not go to the 
patient

● Don’t forget to sign! 



Patient Agreements/ Protocols 
● Help create accountability for 

patients
● Staff can use as “standing 

orders” 
● Part of the child’s care plan
● Can be sent to other 

providers on the BH team



● Clearly spell out what 
conditions/situations you will 
treat

● Consider a 
protocol/agreement for each 
condition if the treatment 
plan is significantly different 

● Add in what standardized 
assessments will be used and 
why 

Patient Agreements/ Protocols 



Behavioral Health Assessments 
● PSC17 or PSC35 - General psychosocial assessment 

○ Good for younger children 
● PHQ- 9 or PHQ(A) - Depression

○ Typically 12 y/o + 
○ PHQ2 if the child tests positive will do a PHQ9

● Child Depression Inventory [CDI] 
○ Good for younger children to assess for depression 7 y/o+ 

● SCARED - Anxiety 
○ Will see practices do a PSC17 and then a SCARED on children 8 y/o+

● NICHQ Vanderbilt Assessment - ADHD
○ Parent and teacher assessments 
○ Try to remeasure after 30/60 days on medication

● Conners Rating Scale - Can be used for ADHD or ODD, cognitive problems, 
anxiety/shyness, perfection 

○ As young as 3 y/o 
● CRAFT - Substance use

○ Adolescents  



Screening Orders Through CHADIS

● PCC now offers integration with CHADIS.
● CHADIS screening questionnaires provide structured 

documentation that will auto-generate orders in your 
patient charts and auto-attach screening results to 
those orders.

● CHADIS replaces the need to print, scan, and attach 
screening results to your orders and visits.

● CHADIS standardizes the screenings you do for each 
visit.



Adolescent Depression Screening

Required: Conducts depression screenings for adults and 
adolescents using a standardized tool

● Use PCC Dashboard measure - “Depression Screening - Adolescents”
○ To get credit, you’ll want to configure orders and billing to allow for appropriate tracking.  Some 

additional adjustments to orders and follow up processes may be required for PCC’s CQM reports 
(not to be confused with the Dashboard report here).  See Learn.pcc.com for full details: CMS2: 
Preventative Care and Screening: Screening for Clinical Depression and Follow-Up Plan

● No % threshold is required
● Must identify standardized screening tool
● Evidence and report or documented process required
● Use patient example of a positive assessment with follow-up plan

https://learn.pcc.com/help/meet-clinical-quality-measures-with-pcc-ehr/#CMS2_Preventative_Care_and_Screening_Screening_for_Clinical_Depression_and_Follow-Up_Plan
https://learn.pcc.com/help/meet-clinical-quality-measures-with-pcc-ehr/#CMS2_Preventative_Care_and_Screening_Screening_for_Clinical_Depression_and_Follow-Up_Plan


Failed Assessment and Follow-up Plan



Failed Assessment and Follow-up Plan



● Use EHR Patient Lists in Report Library for identifying 
patients needing Care Management based on 
diagnosis or problem list

● Add “Care Management” flag to these patients (Note: 
this should be added to your available flags if not yet 
configured)

● Create clinical alerts reminding clinicians when 
working with these patients

Care Management and Support



Clarify Terminology 
Care Management Activities performed by 

healthcare professionals 
to improve patient 
outcomes

Care Coordination Organizing patient care 
between clinicians and 
facilities 

Care Plan Individualized instructions 
and interventions given to 
the patient in writing



● Use clinical alerts to flag/alert for care management 
activities 

Care Management and Support



Building a Care Plan 

● Determine where the care plan will live (e.g., 
chart or visit note).  Note: adding the care plan to 
the visit note allows the individual care plan to be 
marked as reviewed. 

● Add patient goals (e.g., play with kids or lose 5 
pounds)

● Include barriers (e.g., cost of medications, 
compliance issues or lack of transportation) 

● Provide educational resources or tools 
encourage self-management  



Care Management and Support

● Use PCC’s Care 
Plan component 
embedded within 
visit templates

● Attach important 
documents 
directly to care 
plan



Building a Care Plan 
Configure the care plan to print with the Patient Visit 
Summary



Building a Care Plan 
Active Care Plans can be automatically shared to the Portal



Organizing Data for the 
BH QI Worksheet

● Two behavioral health measures 
● PCC Dashboard: ADHD Follow-up and Depression 

Assessments 
● Build “homegrown” reports for more complex 

patients/situations based on orders or DX code 
○ Vanderbilt orders for ADHD patients
○ Postpartum depression assessments 

● Two data points are required - baseline and remeasurement 
● The story on improvement is more important than the data
● Give YOUR reasoning for monitoring the measure and you 

actions for improvement 



Engage/educate

Prepare for Visits

Document 

Follow-up/Care 
Coordination

Identify/DX

Closing a Care Gap for Behavioral 
Health Patients 



Branding/Marketing

● Practicing medicine is a business!
● Patients are consumers of your service
● If they do not like the service, they have the right to 

go to another provider
● Keep your message consistent
● Train staff to say your desired keywords 
● Ask for patient feedback 
● Incorporate new services 
● Don’t be afraid of failure 



Offering Specialized Services
● PROMOTE, PROMOTE, PROMOTE
● If something sets you apart don’t be afraid to make it known 
● Integrating behavioral health is a specialized service, most do 

not provide this level of care
● Use your interest as a specialized service and then a new 

revenue stream

In-house LCSW→ individual patients visits→ brief 
interventions for PCP→ family or group sessions based on 
condition→ BH specialist becomes a center point for BH care 
coordination/care management → practice becomes locally 
known for caring for complex BH patients 



Thank you!
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