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A Community-Based Approach to Well-Child Care

Many families remain unaware of the critical significance of the early months and years in
shaping their child's development, growth, and lifelong well-being. It is recommended that there
be 15 distinct well-child visits within the first six years of a child's life. Each of these visits
presents an invaluable opportunity for families to collaborate closely with their child's healthcare
health providers. During these encounters, providers can address any health risks, concerns,
priorities, and celebrate family strengths and experience joy knowing they talked about what
mattered most to families. The services and care delivered during these visits have the power to
lay a positive foundation for infants, young children, and families long before the child even
begins school.

However, the reality is that about half of these essential visits fails to occur; and even when they
do, healthcare providers often struggle to optimize the brief 15-minute windows they have with
families. They must balance
Through Any Door Family Access Points . .
[ J conducting comprehensive

.............................. . screenings, addressing family
{ priorities, and fostering trust,

Community Based 4 Healthcare engagement, and meaningful
Access Points H Access Points . .
: relationships.
... Everyone leads,
'.‘ through every door, in every encounter ---... >
to inquire and engage families to provide and/or link to
Early care and education, quality whole child and family preventive and developmental P —— Recent data reVealS that Only tWO
home visiting, community services and partner tocuordfatesupports across systems _ Perinétal C.ere, = . .
resource brokers, : out of every five children aged 3-
: 3 5 in the United States are
: adequately prepared for school.

Use the family driven Well Visit Planner

_ (or similar) to engage families Additionally, four out of ten
R g children experience more severe
social and relational health risks

that can impact their early and lifelong well-being. These risks include Adverse Childhood
Experiences, food insecurity, or parents facing challenges in coping with difficult times. When
left unaddressed, these issues can hinder a child's flourishing and disrupt a family's ability to
function productively. This can result in higher healthcare and social costs for generations to
come. As community organizations, you play a critical role in bridging gaps in healthcare and
ensuring that these opportunities to enhance child and family health outcomes are not missed.
Pediatric primary care must extend beyond the clinical setting and reach into the community to
meet families where they are, enabling an integrated approach to child health care.

The following resources were developed to support your efforts in building partnerships with
child and family health providers in your community through use of the Well Visit Planner®
approach and family-driven tool.
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Mapping CBO and Clinical Partnerships:
Action steps to introduce the WVP

Scenario 1: You are a CBO with existing provider partnerships

Consider your
current

partnership

¢ Do you commonly connect
families to this primary care
provider?

¢ What is the common
workflow?

¢ Do you refer to them or do
they refer to you or both?

Introduce the Well
Visit Planner tool

e Call them and discuss about
the WVP (script can be
provided)

¢ Send an email with additional
information and links to
essential resources

e Set up a meeting to explore
the opportunity to strenghten
your partnership using the
WVP (slides can be provided)

¢ Share example Clinical
Summary

\- J

Develop short-
term action plan

and steps

* Option 1: Invite them to
create their own account (by
sending link to COE website
or add them on your account
in the "manage account
holders" page)

* Option 2: Add them as
additional account holders to
your account

* Option 3: Email or print the

to them on their next visit

.

WVG and CS for family to take

J

Scenario 2: You are a CBO and do not currently partner with providers

Send sample
Memorendum of

Understanding

* Review the document and
conditions together

¢ Make edits as needed based
on agreed workflow

o Establish data sharing process
and if family will continue
with CBO customized WVP or
newly created provider
customized WVP

A. Initiating a partnership with an unknown health provider in your community

eldentify local child or family health practices (address, phone number, provider email/s)

o|f possible, go in person and drop off informational materials (customized organizational flyer, WVP flyer,

business card)

¢Cold call clinic or practice and describe your goals, intentions, and ideas for partnering (mention the Well Visit
Planner tool and that you will share more information via email)

eConfirm best email address to follow up with essential information (email template can be provided)

B. Connecting with a child or family provider who is using the WVP in your community,

but you do not currently partner with

e|dentify clinic or practice address, phone number, provider email/s

o|f possible, go in person and drop off your contact information and customized WVP materials to let them
know you also use the WVP tool and are interested in partnering

eCall clinic or provider to discuss the possibilities to partner further and follow up with more information if

needed

eGauge interest in partnering and provide suggestions for workflow (referral process, family data sharing

process)
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Introducing the WVP
A. Example Email Template

Example Subject Line: Request to Partner to Catalyze Integrated Services in Well-Child Care
Dear [Provider/clinic name],

My name is {your name} and I am a {your role} at {organization name}. My organization is
interested in partnering with you to enhance our early childhood services and improve child
health and well-being outcomes in our community.

I'd like to introduce you to the Well Visit Planner™ (WVP) tool. It's an evidence-based digital
tool for families, designed to help them complete recommended screeners and assessments
aligned with Bright Futures Guidelines for the first 15 well-child visits (ages 0 to 6 years).
Developed by Johns Hopkins University's Child and Adolescent Health Measurement Initiative
(CAHMI) in collaboration with child health experts, including Bright Futures leaders, families
are invited to take about 10 minutes to complete core screeners and select their visit priorities
based on age-specific anticipatory guidance. The tool automatically generates a 1-page Clinical
Summary with results scored and summarized for providers, and a Well Visit Guide tailored to
families, streamlining relationship-based interactions during each visit and improving quality of
care and support. It also aids documentation, billing, and EHR integration for efficiency.

For more information, below are two overview videos on the Well Visit Planner which we highly
recommend watching:
1. A 9-minute overview video of the Well Visit Planner approach and tools:
https://www.youtube.com/watch?v=xuvXDzwKILJs&t
2. A 2-minute WVP introductory video for families:
https://www.youtube.com/watch?v=HFyS5hJ7FvEs

We hope to partner with you by using the Well Visit Planner as we are also in a position to
support meeting family needs and are eager to collaborate. Here is a simple Getting Started
Toolkit with essential information on potential next steps. Please let us know if you are interested
in using the Well Visit Planner with us, or contact the CAHMI at info@cycleofengagement.org

if you have more questions as they are supportive of our collaboration. Over 90% of families and
providers have said they would recommend the WVP to others. We would love to meet with you
about this and explore a possible workflow and referral process so that we are better able to
streamline care and support each other in serving families

Thank you,
{your organization name}


https://www.wellvisitplanner.org/ProviderInfo.aspx
http://cahmi.org/
https://cahmi.org/docs/default-source/coe-documents/ec-coe-reports-content-and-benefits-summary-220227---compressed.pdf?sfvrsn=5bb83af_2
https://www.youtube.com/watch?v=xuvXDzwKLJs&t
https://www.youtube.com/watch?v=HFy5hJ7FvEs
https://cahmi.org/docs/default-source/coe-documents/coe-getting-started-toolkit.pdf
https://cahmi.org/docs/default-source/coe-documents/coe-getting-started-toolkit.pdf
mailto:info@cycleofengagement.org
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B. Example Phone Script

Introduction

Hello, how are you?

I wanted to talk today about advancing our partnership using a tool called the Well Visit Planner.
We have been using it with our families to help us complete developmental screening and other
assessments to provide families with personalized care, referrals, and support. Have you heard of
the Well Visit Planner or Cycle of Engagement before?

> 1f yes: That’s great you’ve heard of it. What do you know about the tools (use information
shared in following section to address questions; also see FAQ document for common questions
and responses)

= If no, share WVP info: No problem, it’s very straightforward. The Well Visit Planner is an
evidence based digital screening tool aligned with Bright Futures Guidelines for families to
complete before the well visit. It was developed by the Child and Adolescent Health
Measurement Initiative (CAHMI) which is a research center at the Johns Hopkins University
Bloomberg school of Public Health, in collaboration with families, pediatric providers, and
experts, including leaders of Bright Futures at the American Academy of Pediatrics.

At [org name], we have our own customized WVP website for families, which includes a custom
Portal for us to access family screening results immediately after they complete it. We share our
WVP link with families and it takes them about 10 minutes to complete Bright Futures
recommended screeners and assessments, and they pick their priorities based on age-specific
Bright Futures anticipatory guidance topics. Families get a Well Visit Guide that summarizes
their results and resources specific to their needs and priorities, and we get an at-a-glance
Clinical Summary, in addition to the Well Visit Guide, which is a summary report of the family’s
scores and responses. This helps us plan resources and referrals families might need.

We think you could also benefit from the Clinical Summary to document and bill for services
and prepare for a family-centered well child visit.

We would like to continue partnering with you by having families complete all of the screeners
with us, pick their priorities, review their well visit guides with us, and then we can send you the
clinical summary so you are prepared to address their needs and priorities, while also celebrating
their strengths. And you won’t have to spend as much time on screening and assessments, but
still be able to bill for services provided afterwards.

As I mentioned, this is evidence based. Over the past 15 years, several studies have shown the
WVP is effective for providers and families alike. The WVP has been found to improve quality
of well child visits, increase screening and follow-up rates, and decrease urgent care visits, with



Resources for Building Community and Health System Partnerships Through the COE/WVP

no change to visit length. Over 90% of families and providers say they would recommend the
WVP to others.

Are you interested in trying this out?

- If Yes:

Let’s schedule a meeting for us to plan out a referral process in which we can securely share the
clinical summary with you. We can also consider your practice making its own account so that
we can share information easier. I will send you some additional materials on the WVP so you
can learn more about it. 77y to schedule in the moment to ensure follow-up.

- I need more information
I will email you some provider-specific materials about the WVP. Are there specific questions I
can answer now though? See next section

- No:
Ok, thanks for listening. Excited for us to continue to work together in whatever capacity!

Following the meeting send the three documents included in the email script:

1. Provider 2 pager

2. Contents and benefits

3. WVP one pager
Also share the 2 websites: www.cycleofengagement.org and www.wellvisitplanner.org



https://cahmi.org/docs/default-source/coe-documents/coe-provider-2-pager-220302---compressedec8ad95da6dd4769848976b962c46349.pdf?sfvrsn=3c579e7d_2
https://cahmi.org/docs/default-source/coe-documents/ec-coe-reports-content-and-benefits-summary-220227---compressedfe0bfb4a8d5b43f7b5780026828a9d45.pdf?sfvrsn=7350b8f8_2
https://cahmi.org/docs/default-source/coe-documents/p_wvp-1-pager-220405---compressed.pdf?sfvrsn=25a061fd_6
http://www.cycleofengagement.org/
http://www.wellvisitplanner.org/
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Common Questions from Health Providers

1. What are the core screeners and assessments included in the WVP?

The core screeners and assessments are included in the WVP at periodicity per Bright Futures
Guidelines. They include:

a)
b)

c)

d)

)

h)

)
k)

D

Child and parent/caregiver strengths (what is going well!)

Open-ended questions about family/parent specific goals and concerns for the well
visit

Developmental surveillance and standardized developmental screening using the
Survey of Well-Being of Young Children (SWYC)

Autism spectrum disorder screening using the Modified Checklist for Autism in
Toddlers, Revised (M-CHAT-R™) for 18-and 24-month visits

Caregiver concerns about speaking, vision, hearing

Open-ended question on any additional concerns about child’s development or
health

Caregiver depression using the Patient Health Questionnaire-2 (PHQ-2) or
Edinburgh Postnatal Depression Scale (EPDS) (based on child’s age)

Family psychosocial issues (e.g., meeting basic needs, alcohol and substance use,
smoking, emotional support, parent/caregiver coping, experiences of racial
discrimination, etc.)

Intimate partner violence using the Women Abuse Screening Tool-Short (WAST-
Short)

Other general health information recommended in guidelines (age-specific;
nutrition, medications, vitamins/herbs, special health care needs)

Other family health history and updates (heart problems, stroke, high blood
pressure, new problems, recent changes or stressors)

Other context and environmental assessments (e.g., living situation, lead, fluoride)

m) Anticipatory guidance and parental education prioritization checklists and provision

of family-centered topical Family Resource Sheets (can pick up to five; average
selected=3)

2. How can the tools be used if the families I work with have limited or no internet
access?

Families can complete on devices in our office or your waiting room. You can also verbally

administer the WVP in person, over the phone or video platforms.

3. What if the families I serve do not speak English?

The WVP is currently available in English and Spanish. If other languages are required, please

contact the CAHMI as additional translations require additional support.
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4. Can the Clinical Summary information be directly integrated into my electronic
health record?
Yes. The WVP was developed and tested for full integration into electronic records. Right now,

families can upload their Well Visit Guides to the EHR via a patient portal if you have one. You
can also scan Clinical Summaries into your EHR to support billing and documentation. Direct
integration into your EHR is possible if your EHR is able to receive WVP data. Collaboration
with your EHR vendor/IT team and additional data sharing agreements are required.

5. Who pays for the COE WVP tools?

The CAHMI is dedicated to making the COE free to use for families. With the support from
private foundation funders, providers can currently get an account and use the WVP and PHDS if
they are willing to share their experience using these tools.

6. The clinic uses the ASQ (or another developmental screening tool). Why switch to
the WVP which includes the SWYC?

While there are many comprehensive screening tools, they are all provider-facing. The Cycle of
Engagement is the only comprehensive screening tool that shares the data back with families so
that families can be knowledgeable partners in care. We can then review family results and
priorities with the family so they are empowered for the well child visit. Also, I want to
emphasize that the developmental screener included in the WVP, the Survey of Wellbeing of
Young Children, has similar sensitivity and specificity to the ASQ and other common
developmental screeners

7. How do I address risks or concerns screened for in the WVP when we might not
have the resources or knowledge to address them (eg. Intimate Partner Violence)?

This is a common concern, but fortunately we are partners and can share resources with each
other. Also, providers who have used the WVP have found that families appreciate an empathetic
ear to hear their concerns and help engage in problem-solving collaboratively. Some providers
have noted that it is rare there is not a single resource to provide that could help a family.
Additionally, if you make an account, you will get guidance on how to develop your resource
section of the customized WVP so that it is as comprehensive and responsive to family needs as
possible.
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Family Letter to Share with Health Provider with the Well Visit
Guide/Clinical Summary

The Well Visit Planner® and My Child’s Well Visit Guide

Dear [Provider name],

I would like to share with you the Well Visit Planner® (WVP), an evidence-based digital tool for
families developed by the Child and Adolescent Health Measurement Initiative (CAHMI), a
research center housed at the Johns Hopkins University. The tool was developed in collaboration
with families, pediatric providers, and child health experts, including leaders of the American
Academy of Pediatrics’ Bright Futures Guidelines to engage families in pre-visit planning and to
help us partner more efficiently. Here’s how it works. I complete the screeners and assessments
included in the WVP on my computer or phone, learn about what I can expect and discuss with
you at my child’s well-visit, and get my results back summarized in this Well Visit Guide
(attached). I get to pick my priorities from a list of age-specific anticipatory guidance topics, so
we can discuss what’s most important to me and my family. My Well Visit Guide and your
Clinical Summary automatically score and summarize my strengths, priorities, and needs
of my child and family to discuss during my child’s well-visit.

By completing the WVP, you can be assured that 1) I st

have completed all screens recommended for my child’s A el vist e

age/well-visit, and that both you and I get those results T——.
with tailored resources before the visit; 2) we address my | Welcome to the Well Visit

priorities among all the topics prescribed in Bright e ey V

Futures Guidelines; 3) we will partner to build trust,
celebrate my child’s strengths, and address my parenting = :
concerns; and 4) you can learn about and connect me to Take about 10 minutes o get  personazed Well Vit Gulde, Ge the best
resources my famﬂy might need' care focused on your child and family’s unique goals and needs.
Fifteen years of research on the WVP through repeated
studies in diverse populations has demonstrated that the
use of the WVP results in dramatically improved
quality of well child visits, increased screening and
follow-up rates, and decreased urgent care visits, all with no change to visit length. Over
90% of families and providers say they would recommend the WVP to others. I think using
the WVP is a change worth making.

If you are interested in using the WVP with families like me in your practice, go to
www.wellvisitplanner.org/providerinfo to learn how to sign up and get your own customized
WVP, or go to www.cycleofengagement.org to watch a demo and register. Thank you for
reading this letter and my Well Visit Guide to help me be the best possible advocate for my child
and family.

Warm Regards,
[family’s name, org name, and the CAHMI team]

10


http://www.wellvisitplanner.org/
http://www.cycleofengagement.org/
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Memorandum of Understanding Template

Prior to sharing this MOU, ensure both partners have:

1. Interest in continuing or developing a partnership to improve care for their families

2. Are familiar with the Well Visit Planner and have interest in implementing it in their practice
or organization

3. At least one partner has a Cycle of Engagement account and customized WVP website

MOU Between [Community-Based Organization (CBO)] and [Healthcare
Provider/Clinic]

Purpose: This MOU will establish a mutual agreement between [CBO] and [healthcare
provider] to facilitate sharing family Well Visit Planner (WVP) results with each other. Further,
it will help build a trusting and collaborative partnership between /cbo] and [healthcare
provider] working together to provide comprehensive services to children and families.

These goals will be accomplished by:

1) Obtaining family consent: Families will consent to their WVP results being shared between
[CBO] and [health provider] using a verbal or written consent form issued by /CBO or
health provider]. If the family does not consent to share their WV G/CS with the partner
agency, then their WVP will not be shared outside of the family’s trusted
provider/organization.

2) Establishing a data sharing method: Partners will the best way to share family data. There
are 3 recommended secure options:

a. Link COE accounts and use the Data Sharing feature: If each partner has a Cycle of
Engagement (COE) account, then they will add each other or the same additional staff
member on their accounts to share data via their WVP Data Dashboard.

b. Identify a secure method of communication outside the COE account: If a partner
does not have a COE account, the account-holding partner is responsible for receiving
and sharing the family WVG/CS to the non-account holder prior to the family’s visit.

c. Family brings the printed WVG or CS from one partner to the other. If both parties
prefer not to use their COE accounts or any other electronic sharing method.

Proposed data sharing process from [CBO] to [health provider]:
1. Family completes CBO customized WVP before or while meeting with CBO
2. CBO obtains consent from family to share their WVP results with partner provider/clinic
3. If needed, CBO will help connect family to partner provider/clinic and set up a well child
visit
a. For families that do have a provider, the CBO will ensure the family shares the
provider letter that explains the WVG/CS. The CBO may follow-up with this
provider to develop a partnership.
4. CBO will share the WVG/CS with partner provider via established data sharing method.
Provider will review the CS/WVG prior to visit and plan potential needed referrals.
a. It is recommended providers and CBOs discuss billing insurance for the screeners
used in the WVP.

11
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5. CBO will follow up with family 2 weeks following initial contact to ensure well visit is either
scheduled or completed.
6. As families continue to use the WVP, both partners will establish which WVP account to use
for continued sharing.
a. Name partner here:
b. Ex. Partners agree that family will continue to use CBO customized WVP as the
family’s initial point of contact, and CBO is responsible for sharing results
accordingly.
7. 1If any technical issues occur in accessing the WVG/CS or sharing these documents, CBO
will contact the CAHMI for tech support at info@cycleofengagement.org

Proposed data sharing process from [health provider] to [CBO]:
1. Families will complete provider customized WVP and review results during well child visit.
2. Provider will refer family to partner CBO depending on unique needs and explain what the
family can expect from CBO services.
3. Providers will obtain consent from the family to share their WVG/CS with partner CBO (see
example consent form in reference materials).
a. If families do not consent to sharing with CBO, provider should ensure their WVG is
saved for future reference.
4. Provider will share the WVG/CS with CBO via their WVP Data Dashboard (ensure both
COE accounts are linked).
5. As families continue to use the WVP, both partners will establish which WVP account to use
for continued sharing.
a. Name partner here:
b. Ex. Partners agree that family will continue to use provider customized WVP as they
will be the provider for multiple well child visits, and they will share WVG/CS with
CBO accordingly.
6. If any technical issues occur in accessing the WVG/CS or sharing these documents, CBO
will contact the CAHMI for tech support at info@cycleofengagement.org

Duration

This MOU is at-will and may be modified by mutual agreement from both partners. This MOU
will be effective upon both partners’ signature and will remain in effect until modified or
terminated by any one of the partners by mutual consent.

Date:

(Partner signature)
(Partner name, organization, position)

Date:

(Partner signature)
(Partner name, organization, position)

12
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Appendices
A. Cycle of Engagement Well Visit Planner Approach Getting Started Toolkit

GETTING STARTED TOOLKIT
Cycle of Engagement Well Visit Planner® Approach to Care

This toolkit aims to inspire
and instruct child healthcare
professionals on how to start
using the Cycle of Engagement
model and Well Visit Planner
digital family engagement and
assessment tools to optimize the
power of well-child care services
so all children and families thrive!

Helping families, care teams, and communities partner in

the joyful work of promoting the early and lifelong health of
children, youth and families.

«.'sq:'-

&% CAHMI" s Cycle of Engagement

Child & Addolescent Health Measurement Initiative Real engagement for real heal th

www.cycleofengagement.org

&,
::3':
o2y
A H M Copyright® 2023 Child and Adolescent Health Mea-
surement Initiative, Center for the Advancement of

rChliE Adsert el Innovative Health Practices.
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B. Overview of the COE WVP Approach for Health Providers
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about the Well Visit
Planmer:

Try It Qutt

Regisver to get a free, custamized, and secure Cycke of Engagemant
(C0E) aocount and dashimard. Fram hers you f&an;

1. Cusmamize the Wall Visit Planner o use with the children

Pravldivy, “The Well Vol Plander snvickes ang relaforcds awilhal we do o prosdders.,
We dida T fanww 10 0k @8 many questions . I pow wanl fo proside

comprehensive, poideiine-hased care thet J personalired to soch child
and faweily, you have o oie the Wl VI Fanmen™

Famifies: 5 ked o) Uamg s Well ¥ak Planner was fimse, helped me plan my ol
wikl ana' idenriy guestiond. Doring K el wisit the prosddieed were prepared
e focws o ey child and femil ©

Get Help!

Please amail us an Infa@cahml.org
o mare infarmatkan or guestions
We aim (o parner 1o continuasly

improve and look fonsard o

Planner content and benefits
» Whew a shart widen

and familias you sere and use your use poral T acoess Wall
Wit Guikdes, Cinicad Summaries and rescurces

2, Customized the Online Prometing Healthy Development
Survey and Use your e portad o get SgEregate repens
oh GuasbTy and rescurces o Improwve dane

heasing from youl
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C. Summary of Contents and Benefits

Well Visit Planner® and Promoting
Healthy Development Survey:

o

Summary of content, reports, implementation
and alignment with screening and quality of

care standards

The CAHMI's Early Childhood Cycle of Engagement Wel Visit Plommer
(WVP) and Promating Healthy Development Survey (PHDS) farmily

completed tools Indude valid

abde r
are gemerated to help

based on Bright Futures Guidelines a
aligned with p

CORE CONTENT

* Taikared for 15
raiomrmnded visits
based an Bripht Fulures
Euidelings (el week 1o 6™
wear of Bie)

» English and Spanish

* Mabile cptimized

» Mt all content applies
Tt all 5Ees

OTHER ASSESSMENTS
AND TOPICS THAT CAN
BE ADDED

content aligned with natienal standards

r famnilies and child health professionals

mmended standards o
Irmprove aspe
ed to evaluate quallty

& % CAHMP's Early Chi

dhood
Cycle of Engagement

The Child & Adolescent Health Measurament Initistive

The Wel Wisit Planner® is a beief family-completed, pre-visit planning tool
anchored to Bright Futures guidelines for all 15 well Wisits recommended
from a child's first week to sheth year of life.

Chik aned pareitlciraihen sbrangthi (mbal (s geiig wll]

2. Bipar imbad quasli g abou? Tasiwparenl spedlc gnak and
it for the wall wii

=aaliog bask naids, aloch ol and
ubilands e, dmoking, a=all SuUpEar, parenlicaragvir Ccopng,
anpafeniin of faoal Sidimieatnn el

. It Lt parinar

etk Ui W iva f Alveriis Scriniriifg

A.[ i survail ared 5l
SEraERang Uk e Surwiy of Wal-Belig of Youni Childres [SWYE]

4. Auties pecirum dierder scramming usng L W osiTed Cradebel for
SAulhes in Todd ks, Revtied [MACHAT-R™) for 1Eand 24-month Waits

w

Caragiesr Cosderimh sboul §paskd i, vilon, heasing

4. Opas mded quasticn on ety addition @ concami abaut childs
desloprrent; or heakh

7. Careghoer depression wsing the Pailent He
or Bdinburgh Fosinatal Depression Soale

alih Questionnaine-2 [FHO-Z1
D5 (hased an child's aps|

= Zhart Child Flowrishing indax [Ei1)

= Shorl Family Rasilence Index (FR1)

= Zhar Parest-Chid Emetienal Connaction Rerm

= Sharl Protecthon family Rostine ssd Habits |PFRHED

< Pegatric ACES and Related Life-events Screener (FERRLE)

Tial-dher PWAST-Shart)
10, Anticlpatory guidancs and pirantal edeta tien pronlisalen checkiss
andl prowtion of lamibp-cartared lapi by Ropi: Fam iy Rk ion Sheals
fean pick wp o Thee: pverage selemed =3
11, @cher genaral health information recemmended in puidelines
(ape-specific: nurrion, medcations. staminsherhs, spedal heakh care nesd)
1% Tiher Famlly hezabih hisiony and updanes (heart, sircke. blood pressare, nesy
problenes, recent Changes of sinessars)

@ik ra et ang s enal arresETends (e f . Al enaenios feadl Maante)

= Othar soclalemotional seressing |Baby Fediairic Sp=plo= Ceddin
(BP0 Gnd Prisehes| Pad Symplom Checkiae [PPEC]

= Othar soclal determinasts topici. SEER coming soon as con

= Interconception Cara ||

Obey ausridree s com be paded by pru dueiaf soslomboattan of prar KUF.

Azpects of Quality Azzessed Using the The Online PHIDS is a valld family-reported, postvisit assessment of

quality of care for famikes of children 3 months to & years.

Promoting Healthy Development Survey

QUALITY OF CARE
MEASURES

OPTIONAL CONTENT

- Apticipatery paidanc e pareedal sducation reah are el

= Recammimded divsido proenlal sunsaillsscs and
alarid | d

¥ il clduri

= Pallow i scswrs for chil deur al stk far davel s nLal
problems (ueng PEOS)

= Bt piychadoclal scrawning accurs

= Sursailancs of cangirar mential heahth condected

= Caragvir infarad® in Delamedid na and concerieubdr fers
1o talredine

= Ifrgart of COWIE-1% cn child's el | wiaits ared Saky bia

= Family eemcarn atout child devi agmant dr add reieed
= Sursailino abaut prob b=t inthe cemmunity cooors
G rs ourdas proviced

- Corn v dical b ariberia d mal i, seiod daclos o

s oo 1o asd coordir aof cira, Tamily canbered cira)

Goafily meswnn ane sratied &y cdhildfon il semegrep s,
coregreer mnin beakk, cAN deselapmental sfoles and bosing
o s bk fane ned [CSHICH Screaner)l

= Firadibadde an e wria ol S Well Visl Manner |# weng this ok

Additfosn) siseriments will be oaithed ai we S el
e by BC_COF s,
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D. Well Visit Planner 1-Pager for Providers

Use The Well Visit Planner®
to improve care in your practice

The Well Visit Planner® is a brief, family
completed online pre-visit planning tool
carefully aligned with national Bright
Futures guldelines for children from the
first week of |ife through six years of age.

What The Well Visit Planner® does:

«" Families reflect, learn, identify goals, ¢ ur‘n::lll.tq_
2 'h'usl. prlurltlrz" br hed

Thq':-l.l can even complete It while in the waiting
rocm on thelr smartphone.

«" Families recelve a guide to help them navigate
thelr visit to maximize thelr child's care

' Clml clans recelve an at-a-glance summary of

strengths, CONCRFNS

and needs with ||r|k- to resources to share
with families and support care

+" Streamlines the visit and bullds trust between
wou and your patients and famllles

“1 liked it! Using the Well Visit Planner was
fast, helped me plan my child's visit and
identify questions. During the well visit the
providers were prepared to focus on my
child and family.” [Farent]

o0y

Your Chie, Yoir W Visil

Well Visit Planner®

Tha Chite & Adaiescan] Heskh Mesypreraes| Irialag

.1. 'l..'

“From a provider point of view, it was
beneficial because we didnt miss a screen, we
knew we met family priorities and were keyed
into things that the families might not have
atherwise shared.”

The Well Visit Planner® is incredibly
easy to use:

* You can register and start using it on day onel

+ Add additional screening tools and resources
to share with and the families you serve

* Registration is easy and free for early adopter
Iinnovative health practices. Contact us at
info@cycleofengagement.org.

The WP was designed and validated by the Child
and Adolescent Health Measurement Initiative
[2008-2016) and is available for free as we scale
use across innovative pediatric health practices.

Copyright & Ch I 1 pnd Adolescent Heach Weasorement Inkd atfve, Cenbar for the
Arkarcemend of Inravathee Healkh Practices (3051 SHEL (2193, | HU (2021
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E. Example_Clinical Summary to Show Providers

Date of Well Visit: No response +« Date WVP Completed: 2/4/2023 + Birth Month & Year: 7/2021

Key: [J family response indicated ™ family response indicated B family did not respond;

no or low risk

some risk or concern

nonresponse could indicate risk

N0
A

o TN
1 Well Visit Planner ®

Screening and Assessments Summary and Topics te Address: Assess & Address Abcut This Child

Child Development

Developmental Surveillance and
Screening
] © Developmental Screening SWYC
milestones score': 12 (Results from 18
Month SWYC: met age expectations); score
may or may not indicate a delay. Clinical
review with family needed.
Very Much
+ Kicks a ball
+ Names at least 5 body parts - like nose,
hand, or tummy
« Names at least 5 familiar objects - like
ball or milk
* Runs
* Walks up stairs with help

Somewhat

+ Climbs up a ladder at the playground

+ Uses words like "me" or "mine"

Not Yet

+ Jumps off the ground with two feet

+ Puts 2 or more words together - like
"more water" or "go outside"

+ Uses words to ask for help

= @ Autism spectrum disorder screen
(M-CHAT R/F): 4 (Moderate risk);
Administer M-CHAT Follow-Up for
specific responses
+ Child does not like climbing on things
+ Child does not show caregiver things
just to share
+ Child does not try to get caregiver to
watch them
+ Child gets upset by everyday noises

# @ Caregiver reports completing
standardized developmental,
behavioral screening: No

M Caregiver's overall level of concern
about child's development, learning,
behavior: A little

[1Hearing concerns: No

M Speaking concerns: Yes

[]Lazy or crossed eyes: No

[ Bowel movements/urination
concerns: No

Health Behaviors

r1Smoking

1Flag for potential alcohol misuse
[1Recreational/non-prescription drug use

Relational Health Risks

@ Intimate partner violence risk?
* Caregiver and partner work out arguments
with some difficulty

Social Factors/Determinants
Economic Hardship: Somewhat/very often
hard to cover costs of basic needs, like food or
housing

1Positive impact of COVID-19 on child: A
little

Negative impact of COVID-19 on child:
Somewhat

Impact of Covid-19 on family's well-being:
More stress

Caregiver Emotional Health

1@ Depression risk: PHQ-2* Score: 1: Down,
depressed, or hopeless several days over the
past 2 weeks

[ Caregiver social support: Does not have at
least one person they trust and can go to with
personal difficulties

Caregiver self care/hobbies: Has not spent
time in last 2 weeks doing things they enjoy
Caregiver coping: Not Very Well

Other assessments added by provider:

Preschool Pediatric Symptom Checklist
{PPSC): no/low risk

Safe Environment for Every Child (SEEK) : At-
risk

PEARLS ACEs score®: 2

PEARLS Toxic Stress Risk Factor score®: 1
Child flourishing: At Risk

Family resilience: Caregiver did not respond
Parent-child connection: No/Low Risk

See details on 2nd page

Additional caregiver/parent goals and/or
concerns to address during the visit:
Finding a pre-school

Anticipatery Guidance Pricrities Selected by the Family: Coach & Educate

View educational materials for the 18 Month Well Visit here:

https:/Awvww wellvisitplanner.org/Education/Topics.aspx?id=6

This child’s parent/caregiver selected the following top 4 priorities across each of the 24
recommended Bright Futures anticipatory guidance topics for the 18 Month Well Visit. Click on
the links below to access information and resources to share with families on these priorities.

See page 2 for additional resources.
1. Making e you have

Name: Example Child Initials (F M L) EC
Special Keyword: Example WVP

WVP completed by: Mother

Gender: Female

Insurance coverage/type: Frivate or
Employment-based

Interested in telemedicine visits: No
Concerns about telemedicine to
address: Losing a sense of connection,
respect and warmth with provider

General Health and Updates

Child's Health and Health History
0 child has ongoing health problem
requiring above routine services
(CSHCN screener®)

New medications: Amoxicillin

0 Currently taking vitamins/herbal
supplements

Dentist: Currently no dentist
JFlucride

[Lead exposure

Family History and Updates

Lives with both parents: No

Recent family changes (e.g. move, job
change, separation, divorce, death in
the family): Job change

New medical problem in family
1Parent/grandparent had stroke or
heart problem before age 55

] Parent has elevated blood
cholesterol

Strengths to Celebrate!
Connect & Celebrate

One thing that is going well for the
caregiver as a caregiver:

Finding time to do chores while girls nap
or play together

One thing the child can do that
caregiver is excited about:
Communicating with us and her sister
mare every day!

Child Flourishing
Details on 2nd page

Parent-child connection
Details on 2nd page

1SWYC Milestenes: The developmental screening instrument of the Survey of Well-Being of Young Children (SWYC), which meets American Academy of Pediatrics’
developmental screening guidelines @ 2Intimate partner viclence risk assessed using the Woman Abuse Screening Tool-Short (WAST-Short), a two-question abuse
screening tool @ 2The Pediatric ACEs and Related Life Events Screener (PEARLS) screens for a child's exposure to adverse childhood experiences (ACEs) and risk factors
for toxic stress @ “Caregiver depressicn risk is assessed using the Patient Health Questionnaire-2 (PHQ-2) for the 9 month well visit and beyond @ STThe Children with
Special Health Care Needs (CSHCN) Screener is a validated 5-item screening teol identifying children with engoing conditions and above routine service needs @

Pages 2-4 of the clinical summary have resources based on family priorities and risks.
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