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Successful Strategies for Childhood Preventive Health Care

	Quality Measure 
& Our Goal
	What You Can Do to Help
	Reminders: What the Alliance Does to Help

	Childhood Immunizations:

All shots by age 2
	· Keep an up-to-date CDC shot schedule handy for easy reference.

· Keep a Vaccine Administration Record (VAR) on the front of the medical record.

· Document all shots (including those given elsewhere) on the VAR.

· Screen for immunization status at every visit.

· Use every visit as an opportunity to immunize.

· Be aware of valid contraindications for shots—don’t let a URI deter you.

· Allow patients to be seen for “shot only” appointments.

· Educate parents about the important role they play in keeping their child up-to-date on shots and protecting their child from serious disease.

· Remind families to bring the yellow card to all visits.

· Include your office staff in the effort to get all kids up-to-date by age 2 years. 

· Have your MA attach the child’s yellow card to the front of the chart at each visit.

· Give all appropriate shots on the same day— don’t delay.  When shots are deferred the child often doesn’t return.

· Praise families for keeping children UTD.
	· New Alliance mothers are contacted within one month of birth to promote immunizations and well-infant exams. 

· Immunization reminders are sent to all Alliance infants at age 3 months and 9 months.

· Providers are notified when infants are not up-to-date on immunizations by 9 months of age and again at 18 months of age.

· Outreach is provided for children who appear to be overdue for immunizations. (Partially Grant funded, Santa Cruz County).

· For a current CDC shot schedule, or for other assistance, call 831-430-5580.

· Utilize immunization registry

	Well Visits in the 
First 15 Months:

6 Well Visits
by age 15 months

	· Provide a Well Visit for every child, every year.  

· Be sure to document 3 components:

1. Health & Developmental History

2. Multi-System Physical Exam

3. Anticipatory Guidance / Health Education.

· Make an appointment for the next Well Visit before the child leaves the office.

· Praise families for staying on schedule.

· For Alliance Medi-Cal members, please send the Alliance a CHDP PM-160.
	· The Alliance pays fee-for-service for well visits.

	Well Visits 
Ages 2 - 21 Years:

A Well Visit 
for every child 
every year
	· Provide a Well Visit for every child, every year. 

· Be sure to document 3 components:

1. Health & Developmental History

2. Multi-System Physical Exam

3. Anticipatory Guidance / Health Education.

· For Alliance Medi-Cal members, please send the Alliance a CHDP PM-160.

· Include a few simple questions at a sick visit to meet the Anticipatory Guidance and Health & Developmental History requirements.
	· The Alliance pays fee-for-service for well visits.

· Reminders sent to members (3-6 years) to have an annual check-up/well visit.

· Reminder sent to members (12-21 years); member is automatically entered into a bi-monthly raffle once they have their well visit.

· You are sent a list of your members aged 3-6 and 12-21 who may not have had a well visit in the last 12 months.

· A sport physical or an annual GYN checkup may qualify as a well visit if you document all three components.



Successful Strategies for Preventive Health Care, Screening, and Chronic Health Care in Adults

	Quality Measure 
& Our Goal
	What You Can Do to Help
	Reminders: What the Alliance Can Do to Help

	Pregnancy
Care:

A prenatal visit in the first trimester
OR 
within 42 days of enrollment 

A postpartum visit 21 - 56 days after delivery
	· Promote early prenatal care.


	· An Alliance Health Coordinator supports pregnant members with education, referrals, transportation assistance, and help accessing care.  For assistance, call 831-430-5580.

· An Alliance Health Coordinator contacts all new mothers to promote compliance with the postpartum exam.

· New mothers may receive a gift card if they have a postpartum visit within 21-56 days.

	
	· Schedule a postpartum visit before she leaves the hospital.
	

	Chlamydia Screening:

Annual Chlamydia Screen for sexually active 
women 16 – 25 years
	· Become comfortable addressing issues related to teen risk behaviors.

· Know the laws concerning confidentiality when treating teens.

· Consider urine screening for ease of use.

· Familiarize yourself with recommendations for chlamydia screening and treatment.
	· Semi-annually, you are sent a list of members who appear to be overdue for Chlamydia screening.

· For Chlamydia screening and treatment guidelines, or for information regarding teen confidentiality, call the Alliance Quality Improvement Manager at 831-430-5564.

· Reminders sent to members to receive regular screenings.

	Cervical Cancer Screening:

A Pap test at least once every 3 years 
for women 21 - 64
	· Keep a “Preventive Screenings” flow sheet in the front of each chart.

· Promote patients’ involvement in managing their women’s health needs.
	· Semi-annually, you are sent a list of members who appear to be overdue for a PAP test.

· Reminders sent to members to receive regular screenings.

	Breast Cancer Screening:

A mammogram at least every 2 years for women 52 - 69 
	· Keep a “Preventive Screenings” flow sheet in the front of each chart.

· Promote patients’ involvement in managing their women’s health needs.
	· Semi-annually, you are sent a list of members who appear to be overdue for a mammogram.

· Reminders sent to members to receive regular screenings.


	Medication 
for Asthma:

At least one 
anti-inflammatory RX each year for moderate-severe asthmatics
	· Keep NIH guidelines handy for reference.

· Refer members for Asthma Education.

· Give the flu shot to your members with asthma.
	· Semi-annually, you are sent a list of your moderate-severe asthmatics.  The list identifies those members who may need a controller medication, and those who may be using excessive beta-agonists.  For more information about these reports, or for NIH treatment guidelines, call the Alliance Quality Improvement Manager at 831-430-5564.
· Member education materials sent to all members with asthma.

· The Alliance covers asthma education for members.  For more information about asthma health education, call 831-430-5575. 

· Flu shot reminders sent to members with asthma each fall.



	Comprehensive Diabetic Care

Annual Diabetic 

Assessment

 
	· Keep a diabetes flow sheet in the front of the chart.

· Refer your patients to Diabetes Education to increase self-care skills. 

· Be familiar with ADA guidelines.

· Give flu shots to your members with diabetes.

· Referral to podiatry as needed for foot care.

· Teach your patients about the diabetic services they should get each year.

· Four components of care annually: 

- HbA1c 
- LDL-C

- Nephropathy screening (urine microalbumin       assessment) for diabetics who are not seen by a nephrologist.
- Retinal eye exam by an optometrist or ophthalmologist


	· The Alliance covers diabetes education classes for members.  For more information about diabetes health education, call 831-430-5575. 

· Periodically, you are sent “Diabetes Tracking Reports” summarizing services provided to your diabetic members.  For more information about reports, call the Alliance Quality Improvement Manager at 831-430-5564.

· If you are interested in office training optimizing the office visit for patients with diabetes for your staff, please contact the Alliance Health Programs Manager at 831-430-5569.

· The Alliance Chronic Disease Case Manager is available to help you with identifying resources or referrals for members with diabetes at 831-430-5575.

· Flu shot reminders are sent to members with diabetes each fall.
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