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About IEHP

Mission Statement
We heal and inspire the human spirit.

Vision Statement
We will not rest until our communities enjoy optimal care and vibrant health.

Values Statement
We do the right thing by:
• Placing our Members at the center of our universe.
• Unleashing our creativity and courage to improve health and well-being.
• Bringing focus and accountability to our work.
• Never wavering in our commitment to our Members, Providers, Partners,
and each other.
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Introduction

Since its inception in 1996 as the region’s ﬁrst Medi-Cal managed care plan, Inland Empire Health
Plan (IEHP) has been committed to improving the delivery of quality, wellness-based health care
services for Members, in partnership with our Providers. Today, IEHP continues to partner with our
Providers to improve Member health outcomes through Population Health Management (PHM)
strategies.
This Provider Quality Resource Guide is a resource for IEHP Providers and their staff to support
their efforts in providing quality health care to IEHP Members. In this issue, IEHP strives to offer
more resources based on Provider feedback and new programs. The guide now includes the
following key quality initiatives:
• Global Quality Pay for Performance (GQ P4P)
• Managed Care Accountability Set (MCAS)
• Quality Withhold
• Value-Based Payments
Additional information regarding these regulatory guidelines can be found in the glossary.
Individual measures from value sets have been grouped into overarching health topics. Each
topic section in the guide contains measure overviews and the following information:
• Medical record documentation guidelines
• Tips for measure improvement
• IEHP resources for Providers and Members
The goal of this guide is to provide IEHP Providers and their practices with a single source
containing the appropriate information and resources for quality improvement in the measures
discussed. Collaboration between IEHP and its Providers has the potential to positively impact
IEHP’s quality rating, thereby maximizing the funds available for Provider incentive programs.
IEHP is dedicated to supporting its Providers and working together to continue improving the
quality of care for our population. By doing so, IEHP and its Providers can work toward fulfilling
IEHP’s mission: “We heal and inspire the human spirit.”
Thank you for all that you do to provide quality health care to IEHP Members.
Disclaimer
The guidelines provided in this resource are informational only. They are not intended or
designed as a substitute for the reasonable exercise of independent clinical judgment by
Practitioners, considering each Member’s needs on an individual basis. Guideline
recommendations apply to populations of patients. Clinical judgment is necessary to design
treatment plans for individual Members.
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How to Use This Guide

Topic Name

Each section of this guide focuses on a topic,
which encompasses one or more quality
measures. The Topic Name header indicates the
topic discussed in the section. Underneath this
title is a brief statement highlighting the
importance and impact of the topic.

Measure Descriptions

This section includes a brief overview of each
quality measure encompassed in the topic.
This section indicates which quality programs
affect the measure: MCAS (Managed Care
Accountability Set), Global Quality Pay for
Performance (GQ P4P), Quality Withhold, and
Value-Based Payments. Additional details
regarding measure descriptions can also be
found within the GQ P4P guide. Measure
descriptions included in this guide are based
on regulatory body descriptions and have not
been modified.
If applicable, this section also contains icons
if the measure is eligible for Historical Data
submission ( ) or supported by a Preventive
Care Roster ( ). Refer to the "Tools for
Measure Improvement" section for more
information on Historical Data submission and
Preventive Care Rosters.

Medical Record Documentation

This section delineates information that
Providers should include in their medical record
documentation.

Tips for Measure Improvement

This section includes advice aimed at assisting
Providers to maximize their measure rates and
incentive payments.

IEHP Resources

This section includes links to IEHP Provider and
Member resources that are related to the
measures discussed in each topic.
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Quality Programs Glossary
As a Managed Care Plan (MCP), IEHP is required to follow regulatory guidelines and requirements
regarding how care is provided to its Members. To assist Providers, IEHP has created an internal
program to encourage Providers to adhere to quality standards through the implementation of incentive
programs. This Provider Quality Resource Guide aims to consolidate the different quality programs and
assist Providers in navigating the various requirements. For more information on glossary terms below,
click on the headers to be linked to program websites.

Regulatory Oversight

These quality guidelines are governed by regulatory bodies. IEHP is responsible for
quality outcomes for its Membership based on these regulatory requirements.

CAHPS
The Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey is a
standardized patient experience assessment. The CAHPS Health Plan Survey is a tool for collecting
information on enrollees' experiences with health plans and their services. The CAHPS survey is a
vital tool for IEHP to assess patient-centered results of the care delivered, identify areas for
improvement and develop improvement initiatives.

HEDIS
The Healthcare Effectiveness Data and Information Set (HEDIS) is one component that is utilized by
the National Committee for Quality Assurance (NCQA) in the health plan accreditation process. IEHP
uses HEDIS® results as a tool to help focus its quality improvement efforts and to monitor the
effectiveness of provided services.

MCAS
Previously known as the External Accountability Set (EAS), the Managed Care Accountability Set
(MCAS) is a set of performances measures that California’s Department of Health Care Services
(DHCS) selects for annual reporting by Medi-Cal MCPs. MCPs are required to meet the Minimum
Performance Level (MPL) for select MCAS measures. All MCAS measures mirror Medicaid HEDIS®
measure technical specifications/measure sets.

Quality Withhold
Medicare-Medicaid Plans (MMPs) participating in the capitated model will have a portion of their
rates withheld; payment of these withheld amounts is subject to performance consistent with
established quality requirements. Quality Withhold (QW) measures are a subset of a larger and
more comprehensive set of quality and reporting requirements that MMPs must adhere to. QW
measures mirror select Medicare HEDIS® and California Core measure specifications.

Value-Based Payment
The Value-Based Payment (VBP) program, administered by the DHCS, is funded through state
Proposition 56 funds to provide incentive payments to Providers for meeting specific measures
aimed at improving care for certain high-cost or high-need Medi-Cal populations. These risk-based
incentive payments focus on specific achievement on metrics across four domains: chronic disease,
early childhood, prenatal/postpartum care, and behavioral health.
IEHP created a VBP Guide for Providers in alignment with DHCS program guidelines. The most
recent version of the VBP guide is available for download in the Provider section of the IEHP
website. Select the “Proposition 56 VBP” tab under “Plan Updates.”
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IEHP Activities

These activities were developed by IEHP to enhance the Provider and Member health care
experience, with the goal of improving quality of care based on regulatory requirements.

Global Quality Pay for Performance (GQ P4P)
The IEHP GQ P4P Program is a population-based performance incentive program. It is
designed to reward Primary Care Providers (PCPs) for quality improvement efforts and for high
quality performance levels. Measure weights are established based on NCQA Health Plan
Ratings weights and incentive distribution is based on meeting tiered level targets.
The GQ P4P Program guide is released annually and interim changes are posted in the
Provider section of the IEHP website under “Plan Updates.” The most recent version of the GQ
P4P guide is available for download in the Provider section of the IEHP website under “Pay for
Performance (P4P).”

Member Satisfaction Survey
IEHP conducts a Member Satisfaction Survey which closely mirrors the CAHPS Survey
questions. The survey allows IEHP to analyze data and leverage the findings to make relevant
decisions concerning quality improvement initiatives. The survey data also allows IEHP to
monitor its performance and make projections on annual CAHPS results.

Historical Data
Historical Data refers to the submissions of visits, procedures or services to close quality gaps
in care as reflected on the Preventive Care Rosters that cannot be submitted via claims or
encounters (e.g., services received prior to IEHP Membership, historical surgical procedures, etc.).

Standing Orders Program
IEHP conducts annual Provider outreach for participation in the Standing Orders Program. A Standing
Order is where a Provider gives IEHP permission to reach out to their assigned Members to
encourage completion of designated preventive screenings or laboratory tests. The Standing Orders
Program was implemented to ease the process for Providers in creating laboratory and imaging
orders. Participation in IEHP’s Standing Orders Program applies to the following HEDIS® measures:
Comprehensive Diabetes Care, Breast Cancer Screening and Colorectal Cancer Screening.
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Tools for Measure Improvement
IEHP offers a variety of tools and resources to support Providers in managing their Member population.
Providers are encouraged to leverage the tools listed below to enhance their provision of care.
Additional tools specific to identified measures are included within the topic sections. IEHP hopes that
in utilizing these resources, Providers will improve not only the quality of care provided, but also the
ease with which the care is delivered.

Program Guides and Tools
2021 Global Quality Pay for Performance (GQ P4P) Program Technical Guide
This program guide provides an overview of the 2021 Global Quality Pay for Performance (GQ
P4P) Program for Primary Care Providers (PCPs). The IEHP GQ P4P Program for PCPs is
designed to reward PCPs for high performance and year-over-year improvement in key quality
performance measures. This program guide is designed as an easy reference for Providers and
their staff to understand the GQ P4P Program. Measures included in the program range across the
following domains: Clinical Quality, Access, Behavioral Health Integration, Patient Experience and
Encounter Data. The most current 2021 GQ P4P Technical Guide is available to download in the
Provider section of www.iehp.org under “Pay-for-Performance (P4P) – Global Quality P4P
Program.”

Preventive Care Rosters
IEHP offers rosters to Providers through the secure Provider portal which identify assigned
Members meeting measure criteria for select GQ P4P services. Providers are encouraged
to leverage these rosters to increase efforts in improving quality of care to IEHP Members.
Rosters are subject to availability depending on assigned Membership.
Look for the following Preventive Care Roster icon throughout the guide
as an indicator that a Member roster may be available for download in the
Provider portal.
Available Rosters:
− Attention Deficit Hyperactivity Disorder (ADHD) Medication (Follow-Up Care) (ADD)
− Adult BMI Assessment (ABA)
− Annual Monitoring for Patients on Persistent Medications (MPM)
− Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis (AAB)
− Breast Cancer Screening (BCS)
− Cervical Cancer Screening (CCS)
− Childhood Immunizations (CIS)
− Chlamydia Screening in Women (CHL)
− Controlling High Blood Pressure (CBP)
− Diabetes Care (CDC)
− DualChoice Annual Visit
− Immunizations for Adolescents (IMA)
− Medication Management for People with Asthma (MMA)
− Prenatal & Postpartum Care (PPC)
− Screening for Clinical Depression (DSF)
− Weight Assessment & Counseling for Nutrition & Physical Activity (WCC)
− Well-Care (0-15 months, 3-6 years and Adolescent) (W30 and WCV)
− Yellow Card
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(continued)

Program Guides and Tools (continued)
Historical Data Process
The Historical Data process is dedicated for submissions of visits, procedures or services that cannot
be submitted via claims or encounters (e.g., services received prior to IEHP Membership, historical
surgical procedures, etc.). This process was designed to aid Providers in closing quality gaps in care
as reflected on the Preventive Care Rosters. Providers may submit a medical record as proof of
service for select measures through the Historical Data form. An IEHP Quality Improvement nurse
reviews medical record submissions and either approves or denies the case based on the
measurement criteria. IEHP sends monthly reports to Providers regarding the status of submitted
cases.
Look for the following Historical Data Eligible icon throughout the guide as
an indicator that a Medical Record may be submitted as proof for compliance
for the listed measure.
Eligible Measure Categories:
− Breast Cancer Screening (BCS)
− Cervical Cancer Screening (CCS)
− Children with Pharyngitis (CWP)
− Chlamydia Screening in Women (CHL)
− Colorectal Cancer Screening (COL)
− Depression Screening for Adolescents and Adults (DSF)
− Diabetes Care (CDC-HbA1c Control & CDC-Eye Exam)
− Prenatal Care (PPC-Prenatal)
− Wellness Visits (W30,WCV,WCC,IHA,CIS, & IMA)
The current Historical Data Form is available to download in the Provider section of
www.iehp.org under “Forms.”

Value-Based Payments Program Guide
This program guide provides an overview of IEHP’s Value-Based Payments (VBP) Program for
Providers. The VBP Program is funded by Proposition 56 and was created by the California
Department of Health Care Services (DHCS) to encourage Network Providers to deliver key health
care services that improve quality of care to Medi-Cal beneficiaries.
The guide is composed of the following components:
− Program overview
− Program eligibility and participation
− Financial earnings
− Payment schedule
− Overview of 17 services included in the VBP program including service, payment and
coding descriptions
The VBP Program Guide is available to download in the Provider section of www.iehp.org under
“Plan Updates – Proposition 56 VBP.”
12

Tools for Measure Improvement

(continued)

Program Guides and Tools (continued)
Telehealth Provider resources/information
Due to the Coronavirus (COVID-19) public health crisis, IEHP is encouraging the utilization of
telehealth for visits that can be conducted over the phone or via other audiovisual
telecommunications. IEHP has published a telehealth FAQ which is available here: (UPDATED)
Telehealth Services Due to Limiting Exposure to COVID-19.
The CMS General Provider Telehealth and Telemedicine Tool Kit contains links to reliable sources of
information regarding telehealth and telemedicine, including specific documents that will be useful in
choosing telemedicine vendors, initiating a telemedicine program, monitoring patients remotely, and
developing documentation tools
For additional resources regarding telehealth, please refer to IEHP's COVID-19 Advisory page
(https://iehp.org/en/providers/plan-updates?target=coronavirus-advisory).

Member Applications and Web-Based Tools
IEHP Smart Care Mobile Application (App)
The IEHP Smart Care Mobile App allows IEHP Members to manage their health account online,
including changing their primary care Doctor, checking their eligibility, updating their contact
information, requesting a new Member Card, and checking their referral status, prescriptions, claims
and lab histories.
Members who have a smartphone can download the IEHP Smart Care Mobile App in either Google
Play or the App Store.

Health Connect
Health Connect is a secure web-based portal where IEHP Members can register for IEHP Health
Education classes and request resources to support wellness and disease management.
IEHP Members can refer to the following instructions to learn how to access the portal.
Members who don’t have a home computer or smartphone can call Member Services for assistance
at 1-800-440-IEHP (4347), 8am – 5pm, Monday through Friday. TTY users should
call 1-800-718-4347.
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(continued)

Member Applications and Web-Based Tools (continued)
24-Hour Nurse Advice Line and DocOnline
Members can call the IEHP 24-Hour Nurse Advice Line at 1-888-244-IEHP (4347) for medical
advice anytime, day or night. For TTY, Members can call 711. DocOnline, an extension to the Nurse
Advice Line, allows Members to speak with a board-certified Physician for advice after hours using
telephonic and/or video devices. DocOnline Physicians will triage, assess, and provide diagnoses
for minor acute conditions. Physicians may also give treatment advice, refill select prescriptions and
refer Members for in-person care.

Cardiovascular Disease (CVD) Risk Calculator
The CVD risk calculator can be used to check for Member’s risk for developing:
• Coronary heart disease (including heart attack)
• Cerebrovascular disease (including stroke)
• Peripheral vascular disease
• Heart failure

Provider Applications and Web-Based Tools
Electronic Preventive Services Selector (ePSS)
The ePSS is a free web-based tool that health care teams can utilize to identify clinical
preventive services that are appropriate for patient care related to the measures discussed in
this Resource Guide. This tool is based on current evidence-based recommendations of the
U.S. Preventive Services Task Force (USPSTF) and can be searched by speciﬁc characteristics
such as age, sex, and selected behavioral risk factors.
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(continued)

Community Based Tools
Connect IE
Connect IE is a free web-based tool which provides a list of available community resources
throughout the Inland Empire for several categories including:
• Food – Food pantries, healthy eating resources
• Housing – Rent assistance, temporary shelter
• Transit – Bus passes, help with car payments
• Education – Health education (family planning, parenting, nutrition, safety, disability
education)
• Work – Job placement, skills and training
The website is designed to search for nearby resources by city or zip code. Connect IE links
Members among vulnerable populations whose health is negatively affected by social instability,
economic conditions and/or other factors.
All residents of San Bernardino and Riverside Counties, including Providers, Members, the
public, and community-based organizations can use this website.

IEHP Community Resource Centers
The IEHP Community Resource Centers (CRCs) are local resources for health care information
in Riverside, San Bernardino and Victorville. Bilingual staff can help Members of the community
engage in free classes, learn about health care, and health coverage programs.
◾ Centers are open to IEHP Members and the general community.
◾ Class types include:
• Fitness classes
• Wellness classes
• Nutrition classes
• Member orientation
◾ Some classes may require registration. Members should contact their local CRC to get more
information.
Locations
San Bernardino
805 W. 2nd St., Suite C., San Bernardino, CA 92410
(at Marshalls Plaza)
1-866-228-4347 press "4"
Riverside
3590 Tyler St., Suite 101, Riverside, CA 92503
(Across from Galleria at Tyler- next to Dollar Tree)
1-866-228-4347 press "3"
Victorville
12353 Mariposa Road Unit C2 and C3, Victorville CA, 92395
1-866-228-4347 press "5"
For more information call (866) 228-4347 or go to the CRC page on www.iehp.org.
Please Note: Due to the COVID-19 public health crisis, IEHP CRCs are closed until further
notice and are offering virtual classes via WebEx and Facebook. Members can visit the CRC
Class Calendars for more details.
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Provider Quality Resource Guide
Measure Overview
s

Measure Type
Guide Section
1. Access

2. Asthma Management
3. Women’s Health

4. Diabetes Management
5. Blood Pressure
Management

6. Behavioral Health
Population Management

7. Immunizations
8. Initial Health Assessment
9. Patient Experience

10. Perinatal Care

11. Post-Discharge
Follow-Up
12. Tobacco and
Alcohol Cessation
13. Weight Assessment

14. Well-Care Visits

Measure Name
After-Hours Availability On-Call Physician
Access
After-Hours Availability Emergency Calls
Appointment Availability - Urgent Visits
Appointment Availability - Routine Visits
Asthma Medication Ratio
Control of Persistent Asthma
Breast Cancer Screening
Cervical Cancer Screening
Chlamydia Screening in Women 16-24 (CHL)
Comprehensive Diabetes Care-HbA1c control
Comprehensive Diabetes Care-HbA1c Poor
Control
Comprehensive Diabetes Care- HbA1c testing
Controlling High Blood Pressure
Screening for Clinical Depression in Primary
Care
Antidepressant Medication Management
(AMM)
Diabetes Screening for People with
Schizophrenia or Bipolar Disorder Who Are
Using Antipsychotic Medications (SSD)
Metabolic Monitoring for Children and
Adolescents on Antipsychotics (APM)
Childhood Immunization Status (CIS)
Immunizations for Adolescents (IMA)
Adult Influenza Vaccination

MCAS

GQ P4P

VBP

Quality
Withhold











































Initial Health Assessment



Access to Care Needed Right Away
Coordination of Care
Rating of Personal Doctor
Timeliness of Prenatal Care (PPC)
Postpartum Care (PPC)
Prenatal Pertussis (Whooping Cough) Vaccine
Postpartum Birth Control
Post-Discharge Follow-Up
Plan All-Cause Readmission
Follow-Up After Hospitalization for Mental
Illness
Medical Assistance with and Tobacco Use
Cessation
Tobacco Use Screening
Screening for Unhealthy Alcohol Use
Weight Assessment and Counseling for
Children and Adolescents (WCC)
Child and Adolescent Well-Care Visits (WCV)
Well-Child Visits in the First 30 Months of Life
(W30)
Blood Lead Screening
Dental Fluoride Varnish
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Access

Primary Care Providers play an integral role in working towards IEHP’s goal of providing appropriate
access to care to Members through the maintenance of after-hour availability and by scheduling
appointments in a timely manner. Scheduling appointments promptly and offering after-hours care
may help reduce rates of emergency department use and unmet medical need.1

Measure Descriptions

IEHP Providers are required to offer timely appointments for Members requiring or requesting care.
Methodology
IEHP conducts a one-time annual call campaign to assess Provider network compliance for
Appointment and After-Hours Availability.

Measure

Type

Description

GQ P4P

This measure assesses Provider office call handling protocols for
after-hours access. IEHP conducts a one-time annual call
campaign to assess Provider network compliance. Physician
offices are compliant if during the call, the caller was provided with
instructions on:
• How to connect to a Doctor,
• How to connect to an on-call Physician or covering Nurse
after-hours, OR
• Was connected directly to Doctor, on-call Physician or
covering Nurse.

After-Hours
Availability
Emergency Calls

GQ P4P

This measure assesses Provider office call handling protocols for
life-threatening emergency calls. IEHP conducts a one-time
annual call campaign to assess Provider network compliance.
Physician offices are compliant if during the call the caller was
• Instructed to dial 9-1-1 OR
• Instructed to go to the nearest Emergency Room.

Appointment
Availability –
Urgent Visits

GQ P4P

PCPs are compliant with this measure if they meet the
Appointment Access timeframe of 48 hours or less.

Appointment
Availability Routine Visits

GQ P4P

After-Hours
Availability
On-Call Physician
Access

PCPs are compliant with this measure if they meet the
Appointment Access timeframe of 10 days or less.
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Access

(continued)

Tips for Measure Improvement
 After-hours access standards differ according to the type of call. The table below summarizes
these standards. Take a message and call back within three business days.

Type of Call

After-Hours Standard

Acceptable Alternatives

Life-threatening
Emergency

Immediate transfer of Member to
appropriate care setting.

Recording or verbally instruct the
Member to:
• Hang up and dial 9-1-1
• Go to the nearest
Emergency Room

Urgent Non
Life-threatening

Have Member stay on the line to be
connected to an on-call Physician OR
provide a phone number to reach the
on-call Physician.

• Take a message and call back
same day
• Connect or transfer to an
on-call Provider

Provide instructions for the Member
on how to contact or speak with the
on-call Physician or covering Nurse.

• Take a message and call back
within three business days

Non-Urgent

 The IEHP Nurse Advice Line does not replace a Provider’s requirement to have
after-hours access.
 Consider utilizing an external after-hours answering service to capture after-hours calls
from Members.
 Appointment standards differ by appointment type. The table below summarizes the
differing timeframes.

Type of Visit

After Hours Standard

Acceptable Alternatives

Within 48 hours

Refer to urgent care (Only if the
Member refuses an appointment
offered which falls within 48 hours).

Non-urgent,
Three business days, or as directed
acute illness visit by Physician

N/A

Urgent visit
(including
prenatal)

Routine
non-urgent visit

Within 10 business days of request

N/A

 Consider keeping some appointment slots open in your schedule for Members who need a
prompt appointment for an urgent health need.
 Providers remain in compliance with Appointment Availability standards should the Member
request an appointment date past the standard timeframe, as long as the Member was
offered an appointment during the timeframe.
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Access

(continued)

IEHP Resources
Type

Resource

Provider

Access Standards –
Appointment Availability

Description
Provider handout which outlines the access standards for
availability of services to Members.

References
1.

O’Malley, A. S. (2013). After-Hours Access to Primary Care Practices Linked With Lower Emergency Department Use And Less Unmet
Medical Need. Health Affairs, 32(1), 175–183. Retrieved from https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2012.0494
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Asthma Management

Nearly 26 million people in America have asthma, and it is linked to over 3,388 deaths per
year.1 Approximately half of California adults diagnosed with asthma have uncontrolled asthma.2
As of 2016, approximately 313,000 children and adults have been diagnosed with asthma in
San Bernardino County.3

Measure Descriptions
Measure
Asthma
Medication Ratio
Control of
Persistent
Asthma

Type

Description

MCAS

The percentage of Members between the ages of 5 and 64 years
who were identified as having persistent asthma and had a ratio of
controller medications to total asthma medications of 0.50 or
greater during the measurement year.

VBP

Incentive payment to Provider for each Member between the ages
of 5 and 64 years with a diagnosis of asthma who was prescribed
controller medications.

Member Medical Record Documentation
•

Document type and severity of asthma diagnosis in the Member’s record.

Tips for Measure Improvement
 Stay familiar with long-term controller medication treatment options for asthma management
including the following types of controller medications:
o Anti-asthmatic combination medications
o Antibody inhibitors
o Anti-interleukin-4
o Anti-interleukin-5
o Inhaled corticosteroids (including combination medications)
o Leukotriene modifiers
o Methylxanthines
For examples of which medications are covered for the above categories, please reference
the IEHP Formulary.
 Educate Members on the difference between using their quick relief inhaler versus their
long-term controller.
 Emphasize the importance of self-monitoring to assess level of asthma control and signs of
worsening asthma (e.g., peak flow meter use).
 Review proper administration of asthma medications during visits and ask the Member to
demonstrate inhaler techniques and use of devices.
 The Medication Management for People with Asthma Preventive Care Roster can be utilized
to identify Members with poor asthma control.
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Asthma Management

(continued)

IEHP Resources
Type

Resource

Description

Staying Healthy with Asthma

Booklet with information on asthma
symptoms, triggers and treatments.

Member

Family Asthma Program

Free asthma education and self-management
strategies to help Members better manage
their asthma. Refer Members to the IEHP
Calendar on www.iehp.org to register for an
upcoming WebEx class.

Member

Health Talk

A three-part podcast sharing information
about asthma, identifying asthma triggers and
asthma medicines.

Member

Controlling Asthma

Brochure written in English and Spanish for
Members on how to control asthma.

Provider

IEHP Medi-Cal Formulary

IEHP Medi-Cal online formulary search tool,
with a link to the most up-to-date formulary
PDF.

IEHP Academic Detailing

IEHP offers academic detailing for Providers
about asthma medication. Contact
PharmacyAcademicDetailing@iehp.org
for more information.

Member

Provider

References
1.
2.
3.

CDC - Program Overview - National Asthma Control Program. (2013, February 4). Retrieved from
https://www.cdc.gov/nceh/information/asthma.htm
Asthma Stats - Uncontrolled Asthma among Persons with Current Asthma. (2014, September 15). Retrieved from
https://www.cdc.gov/asthma/asthma_stats/uncontrolled_asthma.htm
San Bernardino County Asthma Resources. (2016, September 1). Retrieved from
https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/EHIB/CPE/CDPH%20Document%20Library/County%20profiles/San%20Bernardino
%202016%20profile.pdf
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Women’s Health
w

Women are at a higher risk for certain health issues. To protect their health and prevent disease,
women should adhere to regular check-ups with their Provider and preventive care standards.
Routine screenings allow for early detection of health problems so that treatment is more effective.

Measure Descriptions
Measure
Breast Cancer
Screening

Cervical Cancer
Screening

Type
GQ P4P
MCAS

GQ P4P
MCAS

Description
The percentage of women 50–74 years of age who had a
mammogram to screen for breast cancer anytime on or
between October 1 two years prior to the measurement year
through December 31 of the measurement year.
The percentage of women ages 21–64 who were screened for
cervical cancer using either of the following criteria:
• Women ages 21–64 who had cervical cytology
performed every three years,
• Women ages 30–64 who had a cervical human
papillomavirus (hrHPV) performed every five years
Evidence of hrHPV testing within the last five years also
captures patients who had co-testing.

Chlamydia
Screening
in Women

GQ P4P
MCAS

The percentage of women ages 16–24 who were identified as
sexually active and who had at least one test for chlamydia
during the measurement year.

Member Medical Record Documentation
Breast Cancer Screening: All types and methods of mammograms (screening, diagnostic, film,
digital or digital breast tomosynthesis) are eligible for measure compliance. Documentation must
include the screening date and result. MRIs, ultrasounds or biopsies do not qualify as they are
performed in addition to a mammogram.
Cervical Cancer Screening: Documentation in the medical record must include both a note indicating
the date when the cervical cytology or cervical high-risk human papillomavirus testing was
performed and the result or finding.

26

Women’s Health

(continued)

Member Medical Record Documentation (continued)
•

Documentation of a complete or total hysterectomy qualifies Member for an exclusion from
cervical cancer screening requirement. Documentation of hysterectomy alone does not meet
the criteria because it is not sufficient evidence that the cervix was removed. The following
examples of documentation phrases are acceptable:
o “Complete,” “total” or “radical” abdominal or vaginal hysterectomy.
o A “vaginal pap smear” in conjunction with documentation of “hysterectomy.”
o A hysterectomy in combination with documentation that the patient no longer needs
pap testing/cervical cancer screening.

Tips for Measure Improvement
 Participate in Standing Orders Program when offered by IEHP so that Members have direct
access to RadNet for mammograms.
 Request and retain copies of mammography results in the Member’s record or ask Members
to ask the mammography centers to send a copy to your office for records.
 Inform Members that cervical cancer is highly preventable through screening and
HPV vaccination.
 Incorporate information on the signs and symptoms of sexually transmitted infections during
routine visits.
 Take advantage of routine scheduled visits to complete cervical cancer and
chlamydia screenings.
 Use IEHP Breast Cancer, Cervical Cancer and Chlamydia Screening Preventive Care
Rosters to identify Members.

IEHP Resources
Type
Member

Member

Resource

Description

Teen Health Guide

Booklet provides age-appropriate information on
reproduction, birth control methods and sexually
transmitted infections.

Every Woman Counts

IEHP CRC free class where participants can learn
about breast and cervical health, screenings and
risk factors for a healthy lifestyle. Refer Members
to the IEHP Calendar on www.iehp.org to register
for an upcoming WebEx class.
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IEHP Resources (continued)
Type

Resource

Member

Pap and HPV tests:
What to Expect

Member

WISDOM Study

Description
Handout, in English and Spanish, explaining the
difference between a Pap Smear and an HPV
(human papillomavirus) test.
The WISDOM Study (Women Informed to Screen,
Depending on Measures of risk) is helping to end
confusion about mammograms. Medical
researchers from University of California need
study volunteers, specifically women ages 40 to 74
years old who have not had breast cancer or DCIS
(ductal carcinoma in situ). Study participants will:
• Find out about their personal risk for breast
cancer.
• Get clarification on screening guidelines for
them, their sister, daughter, and future
generations.
o Participate mostly from home (No
extra medical visits required).
o Help medical researchers discover
the best guidelines for mammogram.
If you have patients who may qualify for this study,
please let them know about it and share the
contact details below where they can learn more.
Visit: wisdomstudy.org
Email: info@wisdomstudy.org
Call: 1-855-729-2844

Bibliography

Breast Cancer: Screening. (2016, January 11). Retrieved from https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breastcancer-screening
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Diabetes Management

1.5 million Americans are diagnosed with diabetes every year. In 2018, 34.2 million Americans
(10.5% of the population), had diabetes.1 Diabetes was the seventh leading cause of death in the
United States in 2017, accounting for 83,564 total deaths.

Measure Descriptions
Measure
Comprehensive
Diabetes Care HbA1c control

Comprehensive
Diabetes Care-HbA1c
Poor Control

Type
GQ P4P

MCAS

Description
The percentage of Members 18-75 years of age
(as of December 31 of the measurement year) with diabetes
(Type 1 and Type 2) whose most recent Hemoglobin A1c
(HbA1c) level is controlled (<8.0%).
The percentage of Members 18-75 years of age (as of
December 31 of the measurement year) with diabetes (Type 1
and Type 2) whose most recent Hemoglobin A1c (HbA1c) level
is >9.0% or is missing.
Note: A lower rate indicates better performance in this measure.

Comprehensive
Diabetes Care HbA1c testing

VBP

Providers receive an incentive payment for each event of
diabetes (HbA1c) testing that shows the results of the test for
Members 18-75 years of age.
• Payment will be provided to each rendering provider for
each event of diabetes (HbA1c) testing (laboratory or
point of care testing) that shows a result.
• There are no more than four payments per year.
• Dates for HbA1c results must be at least 60 days apart.
• Diabetes diagnosis is not required to allow for screening
of individuals at increased risk of diabetes.

Member Medical Record Documentation
Documentation in the medical record must include a note indicating the date when the HbA1c test
was performed and the result or finding. Notation of the following in the medical record is
acceptable:
• A1c
• HbA1c
• HgbA1c

• HB1c

• Glycohemoglobin

• Hemoglobin A1c

• Glycated hemoglobin

• Glycohemoglobin A1c

• Glycosylated hemoglobin

Ranges and thresholds do not meet criteria for this indicator. A distinct numeric result is required
for numerator compliance.
30

Diabetes Management

(continued)

Tips for Measure Improvement
 Remind Members that even if they are not experiencing symptoms, high blood glucose levels
are damaging to the body (eyes, kidneys, etc.).
 Use IEHP Diabetes Preventive Care roster list to identify Members with HbA1c results >8%.
 Submit encounters for HbA1c point-of-care testing completed during Provider visits.
 Participate in Standing Orders Program when offered by IEHP so that Members have direct
access to the IEHP designated lab facility for completion of HbA1c.
 Refer to the Behavioral Health Population Management section of this guide for information
on providing diabetes care for Members who are also taking antipsychotic medications for
Schizophrenia or Bipolar Disorder.

IEHP Resources
Type

Resource

Description

Member

Diabetes SelfManagement Workshop

A workshop for Members with Type 2 diabetes and/or their
caregivers on diabetes self-management. Refer Members to
the IEHP Calendar on www.iehp.org to register for an
upcoming WebEx class.

Member

Diabetes: What’s Next?

Brochure on how to lead a healthy life for those diagnosed
with diabetes. Available in English and Spanish.

Member

Staying Healthy
With Diabetes

Booklet to help Members with diabetes self-management.

Member

Keep a Healthy Heart

Member

Diabetes Prevention
Program (DPP) - Live
the Life You Love

Provider

Comprehensive
Diabetes Disease
Therapy Management
Program

Educational guide which teaches Members how to take care
of their heart, blood pressure and learn other ways to live a
healthier life.
An online year-long lifestyle change program which pairs
participants with a health coach to help set up and track health
goals. Studies have shown that those who finish the program
can lose weight and prevent Type 2 diabetes.
IEHP has partnered with Preveon Health to offer a diabetes
disease therapy management program with clinical
pharmacist services such as lab ordering, medication therapy
management and medical nutrition therapy.

References
1.

Statistics About Diabetes. Retrieved from https://www.diabetes.org/resources/statistics/statistics-about-diabetes

Bibliography
Abnormal Blood Glucose and Type 2 Diabetes Mellitus: Screening. (2015, October 26). Retrieved from
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Blood Pressure Management

High blood pressure increases the risk for heart disease and stroke, two of the leading causes of
death for Americans. Tens of millions of adults in the United States have high blood pressure, and
many do not have it under control.1 In San Bernardino County, 29.7% of adults had high blood
pressure in 2017, higher than California.2 High blood pressure usually has no symptoms, so blood
pressure measurement is crucial for diagnosis.3

Measure Descriptions
Measure

Type
MCAS
GQ P4P
QW

Controlling
High Blood
Pressure

VBP

Description
The percentage of Members 18-85 years of age who had a
diagnosis of hypertension and whose blood pressure (BP)
was adequately controlled (<140/90 mm Hg) during the
measurement year.
Payment to Provider for each event of adequately controlled
blood pressure for Members 18-85 years of age being seen by
the Provider for their diagnosis of high blood pressure.
• Payment provided to each rendering Provider for a nonemergent outpatient visit or remote monitoring event, who
documents controlled blood pressure.
• A visit for controlled blood pressure must include a code
for controlled systolic, a code for controlled diastolic and a
diagnosis of hypertension on the same day.

Member Medical Record Documentation
•
•

Document a blood pressure reading at each office visit.
If multiple blood pressure readings occur on the same date of service, document all readings
in the record.

Tips for Measure Improvement
 If a Member’s blood pressure reading at the start of a visit is elevated, retake the blood
pressure after they’ve had time to rest. Many things can affect a blood pressure reading,
including nervousness or “white coat hypertension,” blood pressure cuff size and whether a
Member was correctly positioned when the reading was performed.4 Be sure to document
additional readings in the Member’s medical record.
 Patient-reported blood pressure readings are acceptable.
 If a Member’s blood pressure is ≥ 140/90, schedule a follow-up visit with a nurse within two weeks
for blood pressure recheck.
 Make sure that a Member is using a properly fitting cuff and positioned correctly to get the most
accurate reading.
 Reminder to calibrate home BP cuff with office BP cuff prior to starting routine checks at home
and at least every three to four months.5
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IEHP Resources
Type

Resource

Description

Member

Keep a Healthy Heart

Educational guide which teaches Members how to take care
of their heart, blood pressure and learn other ways to live a
healthier life.

Provider

Hypertension Clinical
Practice Guidelines

IEHP Clinical Practice Guidelines for Management of
Hypertension

JNC 8 Hypertension
Provider Guidelines &
Algorithm

A Provider resource regarding JNC 8 Blood Pressure guidelines
and prescribing algorithm.

2021 Global Quality
Provider P4P Program - Blood
Pressure Monitors

Provider memo explaining the Blood Pressure Monitor benefits
for Medicare and Medi-Cal Members.

References
1.
2.
3.
4.

5.

High Blood Pressure. (2020, February 19). Retrieved from https://www.cdc.gov/bloodpressure/index.htm
Chronic Disease. Retrieved from http://indicators.sbcounty.gov/wellness/chronic-disease/
CDC (2017). Are you Wrong About your Blood Pressure? https://www.cdc.gov/features/blood-pressure-tips/index.html
Some home blood pressure monitors aren’t accurate. (2014, October 29). Retrieved from https://www.health.harvard.edu/blog/home-bloodpressure-monitors-arent-accurate-201410297494
A Review of the JNC 8 Blood Pressure Guideline. (2015, July 1). Retrieved from https://www.iehp.org//media/documents/providers/pharmaceutical-services/clinical-information/clinical-practice-guidelines/june-2019/acc-guideline-forhypertension-2017feb-2018new-no-coverv2.ashx?la=en&hash=140e29a86c0179631c1be36a313c443879f64a1e
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Behavioral Health Population Management
According to the National Institute of Mental Health, nearly one in five adults lives with a mental illness
(51.5 million in 2019) and an estimated 13.1 million adults has a serious mental illness.1 Mental health
conditions substantially interfere with major life activities. Routine screening and medication
management play a significant role in these Members’ overall wellbeing.

Measure Descriptions
Measure

Screening
for Clinical
Depression
in Primary
Care

Type

Description

The percentage of Members ages 12 and older screened for clinical depression
during the measurement year with the result of the screening documented by
the Provider. For this measure, two rates are calculated, and the average of
both rates are used as the final score.
• Rate 1 - Screening for Clinical Depression: The percent of Members ages
12 and older who were screened for clinical depression during a PCP visit
GQ P4P
during the measurement year.
• Rate 2 - Appropriate Documentation of Depression Screening Result: The
percent of Members in the measurement year screened for clinical
depression who also had the result recorded and a follow-up plan
documented, indicated on the date of the encounter.
• The clinical depression screening tool must be an age-appropriate
standardized tool.
VBP

MCAS

Antidepressant
Medication
Management
(AMM)
VBP

Incentive payment to Provider for conducting a screening for clinical depression
(using a standardized screening tool) for Members ages 12 and older.
• No more than one payment per Provider per Member per year.
• Must be an outpatient visit.
The percentage of Members ages 18 and older who were treated with
antidepressant medication, had a diagnosis of major depression and who
remained on an antidepressant medication treatment. Two rates are reported:
• Effective Acute Phase Treatment:
The percentage of Members who remained on an antidepressant
medication for at least 84 days (12 weeks).
• Effective Continuation Phase Treatment:
The percentage of Members who remained on an antidepressant
medication for at least 180 days (six months).
• Incentive payment to Provider for Members ages 18 and older with a
diagnosis of major depression and newly treated with an anti-depressant
medication who have remained on the anti-depressant medication for at
least 12 weeks. Payment to prescribing Providers for the Effective Acute
Phase Treatment for patients ages 18 and older with a diagnosis of major
depression 60 days before the new prescription through 60 days after.
• Effective Acute Phase Treatment is at least 84 days during 12 weeks of
treatment with antidepressant medication beginning on the Index.
• Prescription Start Date (IPSD) through 114 days after the IPSD (115 total
days).
• Payment to each prescribing Provider that prescribed antidepressant
medications during Effective Acute Phase Treatment period.
• No more than one Effective Acute Phase Treatment per year.
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Behavioral Health Population
Management (continued)

Tips for Measure Improvement
 Engage Members in conversations regarding mental health by screening for depression on a
routine basis.
 Encourage Members to try a variety of stress relief methods such as meditation, creative
activities and exercise.
 Be patient and continue to show care and concerns during visits. Members are listening and
as trust builds, resistance to discuss behavioral health concerns lessens.
 Adverse childhood experiences are linked to many serious health conditions. Conduct an
Adverse Childhood Experiences Screening (ACES) for children and adults using either the
PEARLS tool or a qualifying ACES questionnaire to screen Members for history of trauma.
o For additional information regarding ACES services and reimbursement, please
reference the FAQ on Proposition 56 Adverse Childhood Experiences Screening (ACES)
Services
o It is highly recommended that Providers complete the ACEs Aware Online Training.
 Assess the Member’s readiness to accept counseling prior to providing education; it might be
difficult for them to obtain/retain information provided.
 Engage with family members/caregiver when appropriate.
 Set up electronic medical record (EMR) system to create a follow-up plan for any positive
screenings.
 Refer to a Behavioral Health Specialist and IEHP Behavioral Health Department as needed.
 Use IEHP Screening for Clinical Depression Preventive Care roster list to identify Members
who have not received a depression screening in the measurement year.

IEHP Resources
Type

Resource

Description

Member

IEHP Mental Health
Resources

IEHP site with information on contacting Behavioral Health Care
Managers to assist Members with referrals and coordination of
care and walk-in psychiatry clinics in Montclair, Palm Desert
and Victorville locations.

Member

Teen Mental
Health Guide

Booklet provides age-appropriate information on common
mental health disorders, warning signs and treatment options.

Member

Diabetes SelfManagement
Workshop

A workshop for Members with Type 2 diabetes and/or their
caregivers on diabetes self-management. Refer Members to
the IEHP Calendar on www.iehp.org to register for an
upcoming WebEx class.

Member

Staying
Booklet to help Members with diabetes self-management.
Healthy With Diabetes
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IEHP Resources (continued)
Type

Resource

Description

Diabetes: What's
Next?

Brochure on how to lead a healthy life for those diagnosed with
diabetes. Available in English and Spanish.

Member

Find Your Calm
Classes

A class that provides Members with evidence-supported
strategies and activities to relieve stress and anxiety. Refer
Members to the IEHP Calendar on www.iehp.org to register
for an upcoming WebEx class.

Member

Self-Management
Tools Booklet

Booklet with educational modules on Healthy Eating,
Depression, Healthy Weight, Managing Stress, Physical
Activity, Smoking Cessation, and At-Risk Drinking.

Provider

Edinburgh Postnatal
Depression Screening
Tool in English and
Spanish

A screening tool developed to identify women who may have
postpartum depression.

Provider

Patient Health
Questionnaire (PHQ-9)

Tool for assessing depressive symptoms in individuals ages 18
and older. The measure is completed by the individual prior to
a visit with the clinician.

Provider

PHQ-9 Modified for
Adolescents (PHQ-A)

Tool for assessing the severity of depressive disorders and
episodes in children ages 11–17. The tool is completed by the
child prior to a visit with the clinician.

FAQs on Proposition
56 Payment Adverse
Childhood Experience
Screening (ACES)
Services

Frequently asked questions regarding Proposition 56
Developmental Screening Services.

Member

Provider

References
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Immunizations

On-time vaccination is essential because it helps provide immunity to potentially life-threatening
diseases. Vaccines are tested to ensure that they are safe and effective to administer at the
recommended timeframes.1 Due in part to the public health emergency, vaccine rates for younger
children are down 5-10%, but public sector doses for adolescents are down 17-21% according to the
CDC. Considering that preteens ages 9-12 are due for four vaccines, it is crucial to provide
protection against all vaccine-preventable diseases.

Measure Descriptions
Measure

Childhood
Immunization
Status
(CIS) –
Combo 10

Type

GQ
P4P
MCAS

VBP

Immunizations
for
Adolescents
(IMA)

GQ
P4P
MCAS

Description

The percentage of children 2 years of age who had four diphtheria,
tetanus and acellular pertussis (DTaP); three polio (IPV);
three haemophilus influenza type B (HiB); three hepatitis B (HepB); four
pneumococcal conjugate (PCV); two or three rotavirus (RV); and two
influenza (flu) vaccines by their second birthday. The percentage of
children 2 years of age who had one measles, mumps and rubella
(MMR); one chicken pox (VZV); and one hepatitis A (HepA) vaccines on
or between the child’s first and second birthdays.
For children 2 years of age, Providers receive an incentive payment when
the last dose in any of the multiple dose vaccine series is given on or
before the second birthday.
• Diphtheria, tetanus, pertussis (DTaP) – 4th vaccine
• Inactivated Polio Vaccine (IPV) – 3rd vaccine
• Hepatitis B – 3rd vaccine
• Haemophilus Influenza Type b (Hib) – 3rd vaccine
• Pneumococcal conjugate – 4th vaccine
• Rotavirus – 2nd or 3rd vaccine
• Flu – 2nd vaccine
A given Provider may receive up to seven payments per year per patient.
A two-year look back is required for each patient to capture the series of
vaccines and identify the last vaccine in the series.
The percentage of adolescents 13 years of age who had one dose of
meningococcal conjugate; one tetanus, diphtheria toxoids and acellular
pertussis (Tdap); and two or three doses of the human papillomavirus
(HPV) vaccine on or before their 13th birthday.

QW

The percentage of Medicare beneficiaries ages 65 and older who report
receiving an influenza vaccination upon completion of the Medicare
CAHPS survey.

VBP

Incentive payment to a Provider for ensuring influenza vaccine
administered to Members ages 19 and older.
• Payment to rendering or prescribing Provider for up to two flu
shots given throughout the year for Members ages 19 and older at
the time of the flu shot.
• No more than one payment per Member per quarter for the first
quarter of the year (January through March) or the last quarter of
the year (October through December). If more than one Provider
administers the shot in the quarter, only the first Provider will
receive payment in that quarter.

Adult Influenza
Vaccination
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Member Medical Record Documentation
•

•
•
•
•

Include documentation of:
o A note indicating the name of the specific antigen, the manufacturer, lot number, and
the date of the immunization administration, and documentation in California
Immunization Registry (CAIR2).
o A certificate of immunization prepared by an authorized health care Provider or agency
including the specific dates and types of immunizations administered.
For documented history of illness or a seropositive test result, there must be a note
indicating the date of the event, which must have occurred by the measure’s cutoff
timeframe.
A note that the “Member is up to date” with all immunizations but which does not list the
dates of all immunizations and the names of the immunization agents does not constitute
sufficient evidence.
A notation that a Vaccine Information Statement (VIS) was provided, including the date it
was given or offered to the Member and the VIS publication date. Current VIS are
available for download from the CDC.
Document any contraindication for which an immunization cannot be given.

Tips for Measure Improvement
 Distribute educational materials to Members or caregivers highlighting the importance of
vaccines and staying on top of the immunization schedule.
 Provide guidance and information regarding various myths or dispel any false reports
regarding immunizations (social media, peers, rumors, etc.).
 Take advantage of the Member’s presence during sick visits or Well-Child exams to provide
immunizations.
 Spend additional time discussing the benefits of the flu shot for the child, family and
community. Use Member materials provided as a guide for discussion.
 Enter data into the California Immunization Registry (CAIR2), including historical
immunizations. If entered into CAIR2, Historical Data Form submissions are not required.
 Use IEHP Childhood Immunizations and Immunizations for Adolescents Preventive Care
Rosters to identify Members.
 Ask Member or caregiver if their child has had any immunizations elsewhere (e.g., flu vaccine
at a health fair or drugstore) AND document in the medical record and on the yellow card on
the IEHP Secure Provider Portal.
 Offer influenza vaccination during any visit during the flu season.
 Provide reassurance regarding questions or concerns Members may have surrounding the
influenza vaccine.
 Enact patient reminder/recall efforts including pulling overdue patient lists, pulling newly due
patient lists and proactively outreach to patients via multi-pronged communication channels
 Recommend all Advisory Committee on Immunization Practices (ACIP) - recommended
vaccines at every Well-Care visit.
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IEHP Resources
Type

Resource

Description

Immunization
Brochure

Bilingual handout contains information about the flu and
information about the vaccine.

Member

Immunization Timing

Handout that provides a visual of what immunizations are
needed from birth to 18 years of age. Available
in English and Spanish.

Member

Flu Shot

Informational brochure explaining the importance of the flu
shot and where to obtain one.

Member

Flu Vaccine
Decision Aid

Shared decision-making guide to help Members choose
whether or not to receive a flu vaccine; available for
Members to order online via the Health Connect portal.

Provider

Grow Well Childhood
Immunization Toolkit
for Providers

Provider toolkit that includes information on addressing
vaccine hesitancy, speaking to Members/guardians regarding
immunizations and utilizing CAIR.

Provider

Recommended
Immunization
Schedule for Persons
Aged 0-18

CDC handout delineating what immunizations are
recommended. Available for Members ages 18 years or
younger as well as for Adults.

Member

References
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Initial Health Assessment

DHCS requires that all newly enrolled Medi-Cal Members undergo an Initial Health Assessment
(IHA).1 The IHA enables the Member’s PCP to assess and manage the acute, chronic and
preventive health needs of the Member.

Measure Descriptions
Measure

Initial Health
Assessment

Type

Description

GQ P4P

The IHA is a comprehensive assessment that is completed during
the Member’s initial encounter with a PCP, appropriate medical
specialist, or Non-Physician Medical Provider, and it must be
documented in the Member’s medical record.
• The eligible population is newly assigned Members with an
IEHP effective enrollment date of January 1 through
December 31 of the measurement year. The IHA must be
provided within 120 days of enrollment.*
• IHA visits completed during the 11 months prior to enrollment
with IEHP count towards numerator compliance.

*IEHP policy states that Members under 18 months of age must receive notification of the availability and need
for an IHA within sixty (60) days of enrollment.

Member Medical Record Documentation
•

The following IHA components must be completed and documented in the Member’s
record:
1. Assessment of health behaviors - review of pertinent health related behaviors
including smoking, alcohol and drug use, exercise, etc.
2. Review of past medical and social history
3. Review of systems - review of signs and symptoms related to all major
organ systems
4. Review of current medication use
5. Review of preventive services - review of status of Member in terms of needed
preventive services (e.g., immunizations, cervical cancer screening). The
needed preventive services should either be provided on the day the IHA is
performed, or additional visits scheduled to provide them
6. Physical exam (including mental status) sufficient to assess the Member’s
acute, chronic, preventive health needs, and psychosocial needs
7. Diagnostic tests - ordering of appropriate diagnostic tests, as needed and
8. Development of Problem List and Medication List, if appropriate.
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Member Medical Record Documentation (continued)
•

All Members must receive the Staying Healthy Assessment (SHA) as part of their IHA.
The SHA consists of seven age-specific pediatric questionnaires and two adult questionnaires.
SHA is available in English and in all Medi-Cal threshold languages (Arabic, Armenian, Chinese,
Farsi, Hmong, Khmer, Korean, Russian, Spanish, Tagalog, and Vietnamese) on the Provider
Forms section of the IEHP website.
o The SHA should be performed at age-specific time frames or annually.
o It should be evident within the medical record that the Provider reviewed the SHA form.
o Address any issues or concerns indicated by the Member on the SHA form during
the visit.

Tips for Measure Improvement
 Use the IEHP Initial Health Assessment roster list to identify Members in need of
an IHA. IEHP provides PCPs with a monthly detailed Member roster for all newly
enrolled IEHP Members who are due for an IHA within 120 days from enrollment and of
Members under 18 months of age who are due for an IHA within 60 days of enrollment.

IEHP Resources
Type

Resource

Description

Provider

Initial Health
Assessment
Standards

Handout outlining IHA Child and Adult standards.

Provider

Staying Healthy
Assessment Training

Information for Providers on completing the SHA forms for
patients.

Provider

Staying Healthy
Assessment Forms

SHA forms for various age groups, in different languages.

References
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Patient Experience

Member surveys allow for concerns to be voiced and help identify opportunities to improve overall
customer service. The IEHP Member Satisfaction Survey is conducted on an annual basis and is
designed to capture information from IEHP Members about their experiences with health care.
Members’ responses allow IEHP to target specific issues and improve Member satisfaction.

Measure Descriptions
The following measures provide information on the Members’ experience with the health plan and
Providers and provides a general indication of how well these entities meet Members’ expectations.
Methodology
IEHP conducts an annual Member Satisfaction survey from which Member responses regarding
health care experience are collected.
Access to Care Needed Right Away

Member Satisfaction Question
In the last six months, when you needed care
right away, how often did you get care as
soon as you needed it?

Valid Responses
•
•
•
•

Never
Sometimes
Usually
Always

Target Responses
•
•

Usually
Always

Coordination of Care

Member Satisfaction Question
In the last six months, how often did your
personal Doctor seem informed and up to
date about the care you got from other
Doctors or other health Providers?

Valid Responses
•
•
•
•

Never
Sometimes
Usually
Always

Target Responses
•
•

Usually
Always

Rating of Personal Doctor

Member Satisfaction Question
In the last six months, how often did your
personal Doctor seem informed and up to
date about the care you got from other
Doctors or other health Providers?

Valid Responses

•

0-10

Target Responses

•

8, 9 or 10
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Tips for Measure Improvement
 Encourage Members to utilize the IEHP 24-Hour Nurse Advice Line or any after-hours
services if needed.
 Inform Members of close-by urgent care options for obtaining after-hours care.
 Review IEHP Access Standards and implement internal workflows to adhere to these
standards.
 Refer to the Serve Well Toolkit for providing a high level of customer service in the
Provider office.
 Include all records received from other Providers in the Member’s medical record to
support care coordination.

IEHP Resources
Type

Resource

Description

Member

Urgent Care Clinics

A directory search tool of all Urgent Care Clinics within the
IEHP network is available at www.iehp.org.

Member

ER vs. Urgent Care
Clinic

A guide for Members on when to visit the Emergency Room
versus an Urgent Care Clinic.

Member

24-Hour Nurse Advice
Line

After-hours care options offered by IEHP.

Provider

DocOnline FAQ

FAQ prepared by IEHP Provider Services regarding
DocOnline.

Provider

Serve Well Customer
Service Toolkit

A Provider toolkit on how to provide outstanding customer
service to Members.

Provider

Barriers to Your Care

Addresses common beliefs that may keep Members from
obtaining care.
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Perinatal Care
Increasing the number of women who receive early prenatal care (in the first trimester of pregnancy)
can improve birth outcomes and lower health care costs by reducing the likelihood of complications
during pregnancy and birth.1 Moreover, appropriate postpartum care during the weeks following
birth helps set the stage for long-term health and well-being of both mother and baby.2

Measure Descriptions
Measure

Type
GQ P4P

The percentage of live birth deliveries that received a prenatal
care visit in the first trimester, on or before the enrollment start
date or within 42 days of enrollment in the organization.

VBP

Incentive payment to the Provider for ensuring that the woman
comes in for her initial prenatal visit.
• Payment to rendering Provider for provision of prenatal and
preventive care on a routine, outpatient basis.
• No more than one payment per pregnancy.
• Payment for the first visit in a plan that is for pregnancy at
any time during the pregnancy.

VBP

Incentive payment to the Provider for the administration of
pertussis vaccination to women who are pregnant.
• Payment to rendering or prescribing Provider for DTaP
vaccine anytime in the measurement year.
• Payment may only occur once per delivery per patient.
• Women who had two separate deliveries (multiple births
with different dates of service) between January 1 through
December 31 of the measurement year may count twice.

MCAS

The percentage of live birth deliveries that had a postpartum visit
on or between seven and 84 days after delivery.

Timeliness
of Prenatal
Care

Prenatal
Pertussis
(Whooping
Cough)
Vaccine

Postpartum
Care

Description

VBP

Incentive payment for completion of recommended postpartum
care visits after a woman gives birth.
• Payment to rendering Provider for provision of an Early
Postpartum Visit (on or between one and 21 days
after delivery) and/or Late Postpartum Visit (on or
between 22 and 84 days after delivery).
• Payment for the first visit in the time period (Early or Late).
• No more than one payment per time period.
• Delivery date is required for this measure to determine the
timing of the postpartum visit. This payment is not specific
to live births.
50

Perinatal Care

Measure

Postpartum
Birth Control

(continued)

Type

VBP

Description
Incentive payment for provision of most effective, moderately
effective, or long-acting reversible method of contraception within
60 days of delivery.
• Payment to rendering or prescribing Provider
for provision of most effective method, or long-acting
reversible method of contraception within 60 days of
delivery.
• Payment for the first occurrence of contraception in the
time period.
• No more than one payment per delivery.
• Delivery date is required for this measure to determine the
timing of the postpartum visit. This payment is not specific
to live births.

Member Medical Record Documentation
Prenatal Care Visit
•
•

•

Documentation of the initial prenatal visit must be completed within four weeks of entry
to prenatal care.
Documentation in the medical record must include a note indicating the date when the
visit occurred, and evidence of one of the following:
o A diagnosis of pregnancy
o A basic physical obstetrical examination that includes auscultation for fetal heart
tones, pelvic exam with obstetric observations, or measurement of fundal height
(a standardized prenatal flow sheet may be used)
o Evidence that a prenatal care procedure was performed such as:
 Screening test in the form of an obstetric laboratory panel (must
include all of the following: hematocrit, differential WBC count,
platelet count, hepatitis B surface antigen, rubella antibody, syphilis
test, RBC antibody screen, Rh and ABO blood typing), or
 TORCH antibody panel alone, or
 A rubella antibody test/titer with and Rh incompatibility (ABO/Rh)
blood typing, or
 Ultrasound of a pregnant uterus.
Last menstrual period (LMP), estimated due date (EDD) or gestational age
in conjunction with either a prenatal risk assessment and counseling/education or
complete obstetrical history.
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Member Medical Record Documentation (continued)
Prenatal Care Visit

•

o Folic acid counseling and/or documentation of Member refusal of folic acid
supplementation3
Ultrasound reports, laboratory results or cervical cancer screening results cannot stand
alone and must be documented in an office visit to be compliant for these measures.

Postpartum Care Visit
•
•

Documentation of a comprehensive postpartum visit should be no later than 12 weeks after
birth.
Documentation in the medical record must include a note indicating the date when an
outpatient postpartum visit occurred and one of the following:
o Pelvic exam
o Evaluation of weight and blood pressure
 Examination of the breasts and abdomen
 Notation of postpartum care
o Perineal or cesarean incision/wound check
o Screening for depression, anxiety, tobacco use, substance use disorder, or
preexisting mental health disorders
o Glucose screening for women with pregnancies complicated by gestational diabetes
o Documentation of any of the following topics:
 Infant care or breastfeeding
 Resumption of intercourse, birth spacing, or family planning
 Sleep/ fatigue
 Resumption of physical activity and attainment of a healthy weight

Tips for Measure Improvement
 Reinforce the importance of early prenatal care as part of preconception care.
 Educate Members on the signs of pregnancy and perform testing to confirm pregnancy
early in gestation.
 Ensure immunizations are up to date and educate on importance of vaccines during
pregnancy.
 Encourage women to follow up for postpartum care in a timely manner, between seven
and 84 days.
 Schedule postpartum visits prior to hospital or birth facility discharge to ensure
Member has scheduled an appointment.
 Encourage, educate and discuss birth control options and family planning.
 Providers may be eligible for Proposition 56 reimbursement for providing family
planning services. Please reference the FAQs on Proposition 56 Family Planning
Services for additional information. Use IEHP Prenatal and Postpartum Rosters to
identify Members (available on IEHP Secure Provider Portal).
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IEHP Resources
Type

Resource

Description

FAQs on Proposition
56 Family Planning
Services

Frequently asked questions regarding Proposition 56 Family
Planning Services.

Member

Baby-N-Me App
Flyer available in
English and Spanish

Free smartphone application (“app”) with evidence-based
educational content for pregnant and postpartum Members
and appointment trackers.

Member

Healthy Me, Healthy
Baby Guidebook

Booklet on health tips for during and after pregnancy; may be
requested by Members through IEHP’s online Health
Connect portal.

Member

Circle Time

A class offered at IEHP CRCs that is designed for families
with infants, toddlers, and children ages 0-5. The classes
promote healthy development and parenting skills using
engaging play and social interaction. Refer Members to the
IEHP Calendar on www.iehp.org to register for an upcoming
WebEx class.

Member

My Job and My New
Baby

A booklet which outlines the rights of new parents who live in
California.

Provider

References
1.
2.

3.

http://indicators.sbcounty.gov/wellness/prenatal-care/
ACOG Committee Opinion No. 736. (2018). Obstetrics & Gynecology, 131(5), 140–150. Retrieved from
https://www.ncbi.nlm.nih.gov/pubmed/30134408
Folic Acid Supplementation for Prevention of Neural Tube Defects. (2017). Jama, 317(2), 222. Retrieved from
https://www.uspreventiveservicestaskforce.org/home/getfilebytoken/7Y97fjKqmNzNorxTWUcyZK&dl=1
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Post-Discharge Follow-Up

Members who have had a recent hospital stay require specialized attention during the first
30 days following discharge. Complications and/or readmissions can occur during this discharge
period, highlighting the importance of appropriate post-discharge follow up by the Member’s Primary
Care Provider.

Measure Descriptions
Measure

PostDischarge
Follow Up

Plan All-Cause
Readmission

Type

GQ
P4P

Description

The percentage of Members ages 18 and older who have a follow-up
visit with a Provider within required timeframes. For this measure, two
rates are calculated and the average of both rates are used as the final
score:
• The percent of Members identified as “high-risk”, or as having
a probability score > 0.5, who were discharged from an acute
inpatient stay during the measurement year who also had a
follow up visit with a Provider within seven days of discharge.
• The percent of Members identified as “low or rising risk”, or
as having a probability score ≤ 0.5, who were discharged from
an acute inpatient stay during the measurement year who also
had a follow-up visit with a Provider within 30 days of discharge.

Post Discharge
Follow Up

QW

For Members ages 18 and older, the number of acute inpatient and
observation stays during the measurement year that were followed by
an unplanned acute readmission for any diagnosis within 30 days and
the predicted probability of an acute readmission.
Note: A lower rate indicates better performance in this measure.

Follow Up After
Hospitalization
for Mental
Illness

QW

The percentage of discharges for Members ages 6 and older who were
hospitalized for treatment of selected mental illness or intentional selfharm diagnoses and who had a follow-up visit with a mental health
practitioner. Two rates are reported:
• The percentage of discharges for which the Member received
follow-up within 30 days after discharge.
• The percentage of discharges for which the Member received
follow-up within seven days after discharge.
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Tips for Measure Improvement
 Check the risk score for Members available on the IEHP Secure Provider Portal. See
2021 IEHP Global Quality P4P Guide for a step-by-step guide.
 Train staff to reach out to Members as soon as a notice of discharge is received,
making scheduling follow-up visits for these Members a priority for continuity of care.
 Use IEHP Inpatient Discharges Roster to identify Members recently discharged and
requiring a follow-up visit.
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Tobacco and Alcohol Use
Tobacco use is the leading cause of preventable disease and death in the United States.1 Tobacco
cessation education can save lives and improve overall health. Providers can help Members achieve
this through screenings, behavioral counseling and other interventions.

Measure Descriptions
Measure

Type

Description

Medical Assistance
with Smoking and
Tobacco Use
Cessation: Advising
Smokers to Quit

GQ P4P

Adults ages 18 and older who are current smokers or tobacco users
who have received cessation advice during the measurement year.

Tobacco Use
Screening

VBP

Screening for
Unhealthy Alcohol
Use

VBP

Incentive payment to Provider for tobacco use screening or
counseling provided to Members ages 12 and older.
• No more than one payment per Provider per patient per
year.
• Must be an outpatient visit.
Incentive payment to Provider for screening for unhealthy alcohol
use using a standardized screening tool for beneficiaries ages 18
and older.
• No more than one payment per Provider per patient per
year.

Member Medical Record Documentation

Compliance for this measure is collected through the Member Satisfaction survey conducted on an
annual basis. The following documentation recommendations do not impact measure rates but reflect
best practices for tobacco screening and counseling.
• Tobacco and alcohol users should be identified using the appropriate ICD 10 diagnosis.
• Document Member responses to tobacco and alcohol use assessments in the medical record.
• Include any standardized screening tools utilized during the visit.
• Document prevention, cessation and/or counseling services offered in the medical record.
• Record guidance provided to Members in response to positive screening results.

Tips for Measure Improvement
 Screen for tobacco and alcohol use at every visit when reviewing Member questionnaires such as the
Staying Healthy Assessment (SHA).
o Asking Members about tobacco and alcohol use at every visit increases the likelihood of recall
of discussion.
 Use a nonjudgmental tone to show care and concern during visits.
 Assess Member’s readiness to quit using the 5A’s of Intervention (Ask, Advise, Assess, Assist, Arrange).
o Ask – Identify and document tobacco use status for every patient at every visit.
o Advise – In a clear, strong, and personalized manner, urge every tobacco user to quit.
o Assess – Is the tobacco user willing to make a quit attempt at this time?
o Assist – For the patient willing to make a quit attempt, use counseling and pharmacotherapy
to help him or her quit.
o Arrange – Schedule follow-up contact, in person or by telephone, preferably within the first week
after the quit date.
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IEHP Resources
Type

Resource

Description

Member

Self-Management
Tools Booklet

Booklet with educational modules on Healthy Eating,
Depression, Healthy Weight, Managing Stress, Physical
Activity, Smoking Cessation, and At-Risk Drinking.

Member

Quit Smoking
Self-Care Guide

Booklet with educational material to help Members quit
smoking.

Member

Stop Smoking Module

Interactive web-based module to assist Members who wish
to quit smoking.

Member

Smoking Cessation
Webpage

Website with links to resources on quitting strategies, risks of
smoking and second-hand smoke, the right medicine to help
quit, and stress management.

Member

Avoiding At-Risk
Drinking Module

Interactive web-based module to assist Members to
recognize and avoid at-risk drinking.

Member

Keep a Healthy Heart

Educational guide which teaches Members how to take care
of their heart, blood pressure and learn other ways to live a
healthier life.

Alcohol Misuse
Provider Screening and
Counseling
Resources

A page of helpful resources for Providers to use with
Members whose alcohol and substance use may be
negatively impacting their health and quality of life.

References
1.

CDC National Health Reports Highlights. Retrieved from https://www.cdc.gov/healthreport/publications/compendium.pdf
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Interventions for Tobacco Smoking Cessation in Adults, Including Pregnant Persons (2021, January 19). Retrieved
from https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/tobacco-use-in-adults-and-pregnant-women-counseling-andinterventions
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Weight Assessment

Obesity is a complex health issue which stems from behavioral, genetic and environmental factors.
Approximately 42% of adults1 and 18.5% of children and adolscents2 in the United States are obese.
It is crucial to address weight issues since obesity is correlated with poor mental and physical health,
including the leading causes of death such as diabetes, heart disease, stroke, and cancer.3 Healthy
lifestyle habits, including healthy eating and physical activity, can lower the risk of obesity and the
subsequent development of diseases.

Measure Descriptions
Measure
Weight
Assessment
and Counseling
for Children
and
Adolescents
(WCC)

Type

GQ P4P
MCAS

Description
The percentage of Members 3–17 years of age who had an
outpatient visit with a PCP or OB/GYN during the measurement
year with the following indicators of care provided at the visit:
• Height, weight and body mass index (BMI) percentile
documentation
• Counseling for nutrition
• Counseling for physical activity

Member Medical Record Documentation
Weight Assessment and Counseling for Children and Adolescents:
• Height, weight and BMI percentile: Height, weight and BMI percentile documented during the
current calendar year. Include age-appropriate screening tools within the medical record.
o BMI percentile must be plotted on an age-growth chart (not height and weight chart)
and cannot be a range.
• Nutritional Counseling: Document discussion of current nutrition or eating habits,
face-to-face Provider education and provision of educational materials to the Member
or parent regarding nutrition and dietary choices, referrals to nutrition programs, and/or
counseling during the current calendar year.
• Physical Activity: Document discussion of current physical activity, participation in sports
or outdoor activities, or education or referrals related to physical activity or
weight management that took place during a face-to-face visit.
o Examples of appropriate discussion documentation include:
 Avoid high-calorie foods that are low in nutritional value.
 Use nutrition facts labels to compare foods.
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Member Medical Record Documentation (continued)





Substitute healthy alternatives such as: water or low-fat milk for
sweetened beverages.
Encourage the whole family to be physically active.
Limit screen time (television and computer).
Encourage outside time or participation in sports.

Adult BMI Assessment:
• For Members 20 years and older on the date of service: Documentation in the
medical record must indicate the weight and BMI value, dated during the measurement
year or the year prior.
• For Members younger than 20 years on the date of service: Documentation in the
medical record must indicate the height, weight and BMI percentile, dated during the
measurement year or the year prior.
o The BMI Percentile may be documented as a number (e.g., 85th percentile) or
plotted on an age-growth chart.

Tips for Measure Improvement
 Use IEHP Weight Assessment and Counseling for Nutrition and Physical Activity
Preventive Care Roster to identify Members.
 Refer Members to IEHP Health Education nutrition/lifestyle programs via the
Provider Portal.
 When discussing weight, use a nonjudgmental and respectful tone.
 Discuss the benefits of weight loss, including reducing the risk factors for serious
illnesses such as diabetes, heart disease, etc.

IEHP Resources
Type

Member

Member

Resource

Description

Circle Time

A class offered at IEHP CRCs that is designed for families
with infants, toddlers and children ages 0-5. The classes
promote healthy development and parenting skills using
engaging play and social interaction. Refer Members to
the IEHP Calendar on www.iehp.org to register for an
upcoming WebEx class.

Fitness Classes

Free 30-60 minute activities offered at IEHP CRCs including:
Yoga, Zumba, Tai Chi, Line Dance, Aerobic Box, Latin
Dance, Strength and Conditioning and Kid Aerobics. Refer
Members to the Community Resource Event Calendar for
more details.
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IEHP Resources (continued)
Type

Resource

Description

Member

Nutrition Classes

Free classes are offered at IEHP CRCs which focus on
nutrition and instructs participants on cooking healthy
recipes. Refer Members to the Community Resource Event
Calendar for more details.

Member

Eat Healthy, Feel
Better Brochure

Bilingual Member handout containing benefits, healthy tips,
and resources for additional information.

Member

Eat Healthy,
Be Active Class

Members will learn about reading food labels, meal planning
and making healthier choices in the IEHP CRC class. Refer
Members to the Community Resource Event Calendar for
more details.

Member

Interactive SelfManagement Tools
• Healthy Weight
• Healthy Eating
• Physical
Activity

Online interactive modules on various health topics such as
Healthy Weight, Healthy Eating and Physical Activity.

Member

Self-Management
Tools Booklet

Booklet with educational modules on Healthy Eating,
Depression, Healthy Weight, Managing Stress, Physical
Activity, Smoking Cessation, and At-Risk Drinking.

Member

Keep a Healthy Heart

Provider Growth Charts

Educational guide which teaches Members how to take care
of their heart, blood pressure and learn other ways to live a
healthier life.
Growth chart forms for the following age ranges: 0-36 months
and 2-20 years.

References
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Well-Care Visits for Children and Adolescents
Well-Care visits are critical in assessing physical, emotional and social development at every stage
of life, particularly for children and adolescents. Behaviors established during this time often extend
into adulthood. Well-Care visits provide a critical opportunity for early detection of various
developmental issues.1 Increasing the proportion of adolescents who obtain a preventive health care
visit within the past year is also one of the Healthy People 2030 goals.2

Measure Descriptions
Measure
Child and
Adolescent
Well-Care
Visits
(WCV)

Type

Description

GQ P4P

The percentage of Members ages 3-21 who had at least
one comprehensive Well-Care visit with a PCP or an OB/GYN
practitioner during the measurement year.
Separate payment to each rendering Provider for successfully completing
each of the annual Well-Child visits at age 3, 4, 5, and 6.
• Payment for the first Well-Child visit in each year age group (3-, 4-,
5-, or 6-year-old)
The percentage of Members who turned 15 months old during
the measurement year and had six or more Well-Child visits.
The percentage of members who had the following number of Well-Child
visits with a PCP during the last 15 months. The following rates are
reported:
• Well-Child Visits in the First 15 Months: Children who turned 15
months old during the measurement year and had six or more WellChild visits.
• Well-Child Visits for Age 15 Months–30 Months: Children who turned
30 months old during the measurement year and had two or more
Well-Child visits.
Separate incentive payment to a Provider for each of the last three WellChild visits out of eight total - 6th, 7th and 8th visits.
• Separate payment to each rendering Provider for successfully
completing each of the three Well-Child visits at the following times:

MCAS
VBP
GQ P4P

MCAS
Well-Child
Visits in
the First
30 Months
of Life
(W30)
VBP

Visit Type

Visit Date Range

6 Month Visit

Between 172 and 263 days of life

9 Month Visit

Between 264 and 355 days of life

12 Month Visit

Between 356 and 447 days of life

Three payments per child are eligible for payment.
Blood Lead
Screening

Dental Fluoride
Varnish

VBP

Incentive payment to a Provider for completing a blood lead screening in
children up to 2 years of age.
• Payment to each rendering Provider for each occurrence on or before
the Member’s second birthday.
• Provider can receive more than one payment.
Blood lead tests will not be excluded if a child is diagnosed with lead toxicity.

VBP

Incentive payment to Provider for providing oral fluoride varnish application
for children 6 months through 5 years of age.
• Payment will be made to each rendering Provider for each
occurrence for children younger than 6 years of age.
Payment for the first four visits in a 12-month period.
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Well-Care Visits for Children and
Adolescents (continued)
Member Medical Record Documentation
 Documentation of an annual wellness visit and notation of findings should indicate whether
findings were normal or abnormal.

Tips for Measure Improvement
 Encourage parents/caregivers to make a list of topics they want to discuss such as
development, behavior, sleep, eating or getting along with other family members and to
bring the top three to five questions or concerns to their next visit.
 Explain the importance of scheduling and keeping routine visits for assessment of a
child’s overall growth and development.
 Actively pursue missed appointments with letters and reminder calls. Reminder calls
made later in the day or early evening may result in more contacts being made to the
Members.
 Use IEHP Preventive Care Well-Care rosters to identify Members in need of Well-Child
visits (available on the IEHP Secure Provider Portal).
 Preventive services may be rendered on visits other than Well-Child visits. Services count
toward the measure, regardless of the primary intent of visit (example: sick visits) but
documentation specific of acute or chronic conditions may not count (example: sick visit,
only checking symptoms during visit).
 A child or adolescent who endures an adverse childhood experience without the buffering
protections of trusted, nurturing caregivers and safe, stable environments can develop a
toxic stress response, which can impact brain development, hormone and immune
systems, and genetic regulatory systems.3 Conduct an Adverse Childhood Experiences
Screening (ACES) for children using either the PEARLS tool or a qualifying ACES
questionnaire to screen Members for history of trauma.
o For additional information regarding ACES services and reimbursement, please
reference the FAQ on Proposition 56 Adverse Childhood Experiences Screening
(ACES) Services.
o It is highly recommended that Providers complete the ACEs Aware Online
Training.
 Providers may be eligible for Proposition 56 reimbursement for utilizing standardized
developmental screening tools during Member visits. For additional information, please
reference the FAQs on Proposition 56 Developmental Screening Services.
 Well-Care visits for infants that occur when the child is under their mother’s insurance
before they receive a unique IEHP Member ID must be submitted through the Historical
Data process.

66

Well-Care Visits for Children and
Adolescents (continued)
ssw

IEHP Resources
Type

Resource

Provider

Staying Healthy Asses
sment (SHA) Training

Information for Providers on completing the SHA forms
for patients.

FAQs on Proposition
56 Payment Adverse
Childhood Experience
Screening (ACES)
Services

Frequently asked questions regarding Proposition 56
ACES Services.

FAQs on
Proposition 56
Developmental
Screening Services

Frequently asked questions regarding Proposition 56
Developmental Screening Services.

Teen Health Guide

Booklet provides age-appropriate information on
reproduction, birth control methods and sexually
transmitted infections.

Member

Circle Time

A class offered at IEHP CRCs that is designed for families
with infants, toddlers, and children ages 0-5. The classes
promote healthy development and parenting skills using
engaging play and social interaction. Refer Members to
the IEHP Calendar on www.iehp.org to register for an
upcoming WebEx class.

Member

Teen Health
Workshops

Online classes which focus on health concerns most relevant
to the teen population. IEHP Calendar on www.iehp.org to
register for an upcoming WebEx class.

Provider

Provider

Member

Description
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