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Course Instructions 
 

 
 
 
 

How to Navigate the Course 
 

This course has been created in our new RISE format. This webpage-like design allows for easier 

navigation with a more modern feel. 

 
Click on the markers in the image below for tips on using the course interface. 

 



Interactive Sections 
 

Throughout this course, you may see some lessons with interactive images and slides. Depending 

on the interaction, you may have to toggle to full-screen by clicking an image, dragging and 

dropping items, and/or clicking arrows to allow navigation of the interaction. 

 

 
 

Video Sections 
 

In this course you may see some lessons with videos. Use the player controls shown highlighted 

in the square below to toggle to full-screen, manage closed captions, control volume, and 

play/pause the video. 



Knowledge Checks 
 

The knowledge checks in this course will display a score based on your responses. You are 

encouraged to review the feedback provided to your responses to ensure you understand the 

content. 

 
 

Retaking a knowledge check is optional and will not impact your completion of the course. 
 
 
 

 
Continue 
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IEHP DualChoice (HMO D-SNP) Population, 
including the Most Vulnerable Population 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Upon completion of this lesson, 
you will be able to: 

Identify the characteristics of the most 
vulnerable population. 

Describe the specially tailored services 
available for the most vulnerable population. 

 
 
 
 
 
 
 

 
S t art Lesson 



 

 
 
 
 
 

 

 



  

  

  

  



 
 

 

 
Click the icons in the graphic below to see some 

examples of Specially Tailored Services offered for the 
most vulnerable population. 
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Roles and Responsibilities of the 
Interdisciplinary Care Team 
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Interdisciplinary Care Team 
 

 



Review each of the tabs in the section below to learn 
more about the ICT. 

 

 



 
 



 

 
 
 
 
 



Responsibilities in the ICT 
 

 
Conduct outreach and engagement 

Review HRA responses 

Help prioritize problems, goals, and interventions 

Assist with Care Transitions and ensure appropriate follow-up care is received 

Facilitate communication between Interdisciplinary Care Team (ICT) participants 

Assist Members/Caregivers to obtain all Medicare, Medi-Cal, and Community-Based 

benefits & services 

Communicate with the appropriate ICT participants when the expected outcomes are 

not achieved, allowing the ICT participants to recommend changes or adjustments 

Review Member health outcomes to determine if adjustments to the individualized 

care plan should be made to support health care needs 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Now that you have learned about the role of the ICT, and 

some of the responsibilities of the Care Management Team, you 

can move to the next lesson to learn about the Health Risk 

Assessment. 
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Health Risk Assessment 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Upon completion of this lesson, 
you will be able to: 

Recall the purpose of the Health Risk 
Assessment (HRA). 

Determine the frequency by which the HRA is 
performed. 

Explain the overall process of completing the 
HRA. 
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A Health Risk Assessment (HRA) is a survey tool used to assess 
the Member’s medical, functional, cognitive, psychosocial, and 

mental health needs. 
 

The HRA is considered the starting point in the care 
coordination process. 

 

 
 

 

 

 

 

 

 

 



The HRA Process 
Review the next section to discover more about the overall process of completing the 

HRA. 

 

 
There are four different methods in which HRAs can be completed: 

 
Telephonically 

 

Face-to-Face 
 

Mail 
 

Via the Member Portal 
 
 

 
 

The HRA consists of 28 questions in total. That total has recently increased from previous years with a 

new question that has been added to address Advanced Care Planning (ACP). 

 
 

'Do you have a living will or Advanced Care Directive?' 
 
 

An Advanced Care Plan (ACP) is a way for a person to make their health care wishes known if they are 

unable to speak for themselves or prefer someone else to speak for them. Primary Care Providers 

should discuss ACP with Members at least annually. 

 
 

 
Advanced Care Planning (ACP) 

 
 



 
Examples of Advanced Care Plans include: 

 
 

Living will 
 

Durable power of attorney for health care 
 

Physician Order for Life Sustaining Treatment (POLST) 
 

Medical Orders for Life Sustaining Treatment (MOLST) 
 

 

 
 
 

One of the questions in the HRA asks the Member for their top 3 concerns. The response to this 

question is a great place for the Care Manager to start developing the Individualized Care Plan (ICP) as 

well as building trust and confidence in the care management relationship. 

 
 

*Note that you will learn more about the ICP later in the course* 
 
 

 
 

On a daily basis, IEHP posts completed HRAs to its secure Provider Portal for IPA Care Management 

Teams and Primary Care Providers to access and review. HRA data are also posted to IEHP's Secure 

File Transfer Protocol daily for IPAs. 

 
 
 
 

 
HRA and Individualized Care Plans 

 
Completed HRA 



 

 
 

In some cases, IEHP is unable to contact the Member or they refuse to complete the HRA. 
 

If a Member does not complete an HRA the Primary Care Physician (PCP) is encouraged to reach out to the Member to 
schedule a visit and/or connect the Member with IEHP DualChoice Member Services at 877-273-4347 / 800-718-4347 
(TTY) to complete their HRA 

 
 

If a Member does not complete an HRA the Care Manager must: 
 

Document the reason for the missing HRA 
 

Continue outreach efforts to engage the Member and complete the HRA 
 

Outreach is recommended quarterly at a minimum 
 

Develop an Individualized Care Plan (ICP) with any existing data 
 

If no historical data is available, open an ICP with the following basic problems: 
 

Annual Flu Shot 
 

Annual Wellness Visit with PCP 
 

Community Resources & Wellness Connection 
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Individualized Care Plan 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Upon completion of this lesson, 
you will be able to: 

Outline the components of an Individualized 
Care Plan (ICP). 

Describe the purpose of the ICP. 

Recall the process for Interdisciplinary Care 
Meetings/Conferences. 
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The components of the ICP are Problems, Goals and 
Interventions, which include: 

 

 

 
 
 
 
 
 
 



 

 
 

Role of the Interdisciplinary Care Team (ICT) 
 

The ICP is shared with the Interdisciplinary Care Team (ICT) as necessary and 

every time the Member transitions from one care setting to another. ICT 

participants should contribute to the ICP per their expertise, as documented in 

the ICP. 

 
The Care Manager is responsible for developing, maintaining, and updating the ICP. 

The ICP should be updated to reflect changes in condition, changes to goals, 

progress to the goals, and changes in the interventions. 

 
As a member of the ICT, the Primary Care Provider is responsible for reviewing 

the Member's ICP, as shared by IEHP through the secure Provider portal or by 

the Member's IPA. 

 
The timeframe for follow up with the Member/Caregiver should be appropriate for 

the established goals and interventions. Time/date to follow up should be clearly 

documented in the ICP. 
 

The Interdisciplinary Care Team reviews Member health 

care outcomes to determine if adjustments to the 

Individualized Care Plan should be made to support 

health care needs. 



 
 

 

 

IEHP’s Model Of Care (MOC) does not 

prescribe the frequency of Interdisciplinary 

Care Conferences (ICCs) or meetings. 

 
 

Should a need for a formal ICC be identified, 

the Member and/or Caregiver are invited 

and encouraged to participate. 

 

All formal ICCs and informal interdisciplinary care 

team discussions must be clearly documented in the 

medical management system or ICP. 

 
 

The Member and/or Caregiver are informed of ICC 

participant recommendations during follow-up calls 

and/or in writing, if requested. 

 
 

 
 

 
 



 

 

 

In the next lesson, you will learn about the coordination 
involved with Care Transitions. 
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Introduction to Care Transitions 
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A Care Transition is when a Member transitions from one care 

setting to another. There are several different examples of Care 
Transitions. 

 

 
 



 
 

 
 



 
 

 
 



 
 

 
 



 
 

 
 



 
 

 
 
 
 
 
 
 



 
 

Providers, as members of the ICT, must collaborate with the 
Member’s IPA to ensure safety and continuity of care between 

transitions. 

 
Additionally, Facilities (Hospitals, Skilled Nursing Facilities, 

and Physical Rehabilitation Facilities) must be timely in 
notifying the IPA of admissions and discharges. 

 
 

 



 
 

IEHP’s dedicated LTSS Liaison can be reached by: 
 
 

Contacting the Provider Relations Team at (866) 223-4347 or (909) 890-2054 

By completing and submitting the CM Referral Form to CMReferralTeam@iehp.org 

(download the form via the link below) 

 

 
 

 
 

 
 

mailto:CMReferralTeam@iehp.org
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A Closer Look at CPGs 
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Definition 
Clinical Practice Guidelines, or CPGs as they're sometimes referred to, are evidence-based treatment 

recommendations which serve as a framework for clinical decisions and supporting best practices. CPGs 

are statements that include recommendations intended to optimize patient care. They are informed by a 

systematic review of evidence, and an assessment of the benefits and harms of alternative care 

options. 

 

An example of a CPG: 

 
Patients with persistent high cholesterol blood values should be started on a lipid-lowering medication. 

 

 
 

Communication 
IEHP and IPA Providers must refer to IEHP approved Clinical Practice Guidelines when developing 

treatment plans. Additionally, IEHP communicates about approved, new and updated CPGs to the 

Provider Network through the IEHP Provider website, and with notification sent via Blast Fax. 

 

https://www.iehp.org/en/providers/provider-resources?target=clinical-practice-guidelines


 
 

When a modification must be made to the treatment plan 
due Member-specific preference, tolerance or 

contraindication, the Provider must update the 
documentation in the medical record. 

 
For any change to the use of CPG discussed during the Interdisciplinary Care 

Conference (ICC), the Care Manager will document the reason for the modification 

in the ICP. 

The Care Manager notifies the appropriate ICT participants to contribute additional 

recommendations or adjust their actions if indicated. 

Documentation is required when there are any modifications to the use of CPGs and 

if recommended by ICT participants. 

The notice to all ICT participants of the modified use of CPGs must also be documented. 
 

Example Modifying the Use of a Clinical Practice Guideline 
 

Member is given a prescription for a statin to lower cholesterol. After two weeks on the statin 

Member develops severe muscle pain seriously impairing the Member's quality of life and 

adherence to the medication. Provider prescribes an alternative treatment/medication. 

 
- Documentation must be completed as described above. 

 
 
 

 
 

 



 



 
 

 
 

The next lesson in this course covers the important topic of  

Cultural and Cognitive Competency.
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Unconscious Bias 
 
 
 

 
 
 
 
 

 
 

 
 
 
 

Unconscious biases are social stereotypes about certain 
groups of people that individuals form outside their own 

conscious awareness. Everyone holds unconscious beliefs 
about various social and identity groups, and while bias is a 

normal part of human brain function, it can often 
reinforce stereotypes. 
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A Culture of Inclusion 
IEHP believes in a culture of inclusion. All people, regardless of their abilities, disabilities, 

or health care needs, have the right to be respected and appreciated as valuable. 

Because of IEHP’s diverse populations, IEHP is committed to delivering health care 

services that are respectful and responsive to the access and cultural needs of its 

Members. 
 

It is important for all Team Members to be self-aware of their own unconscious bias 

before it affects encounters with Members, Community or other Team Members at 

IEHP. 
 

Every person should: 
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Culturally Competent Care 
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Cultural competence is the capability to effectively deal 

with people from different cultures. A culturally 
competent health care system can help improve health 
outcomes and quality of care and can contribute to the 

elimination of racial and ethnic health disparities. 
 

 

 



Cultural factors include, but are not limited to, 

geography, age, socioeconomic status, religion, gender, 

education, politics, sexual orientation, gender identity, 

race, and ethnicity. 
 
 

How Does Culture Impact the Community? 
 
 

Culture informs on: Cultural Influences: 
 
 

Concepts of health, healing. Acculturation. 
 

How illness, disease, and their causes are perceived. Botanical Treatments and Healers. 
 

The behaviors of patients who are seeking health care. Decision Making. 
 

Attitudes toward health care providers. Privacy. 
 

Language Skills and Preferences. 
 
 
 

 

Review the sections below to learn about the importance of these 

terminologies and how orientation differs from gender identity.



 

 
 

 
 
 
 



 
 

 

In the last two lessons, you have learned about Unconscious Bias 

and Cultural Competency. Now you can continue with the next 

lesson where you will learn about the role of race and ethnicity in 

health care.
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Race and Ethnicity 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Upon completion of this lesson, 
you will be able to: 

Summarize the differences between race and 
ethnicity. 

Identify techniques for accommodating 
Members of various racial and ethnic 
backgrounds. 
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Definition of Race 

 
A human population that is believed to be distinct in some way from other 

humans based on real or imagined physical differences. 

Rooted in the idea of biological classification of humans according to 

morphological features such as skin color or facial characteristics. 

 
Delineating Race in the United States 
Flip each of the cards below by clicking to discover more about different races. 

 

 
 



 

 

 



 
 

Ethnicity refers not to physical characteristics but social traits that are shared by 

a human population. 

Some of the social traits often used for ethnic classification include nationality, 

tribe, religious faith, shared language, shared culture, and shared traditions. 

Hispanic or Latino describes a person of Cuban, Mexican, Puerto Rican, Cuban, 
South or Central American, or other Spanish culture or origin, regardless of 
race. The term, Spanish origin can be used in addition to Hispanic or Latino. 

Not Hispanic or Latino. 
 

 
 

 



Understanding racial and ethnic differences 
may assist you in providing services for people 

of diverse backgrounds. 

Read through some techniques to aid you in 
your work with Members of various racial and 

ethnic backgrounds. 
 

 
 



 

 



 

 

 

 

 

 

Continue with the next lesson where you will learn 
about Independent Living. 
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Independent Living 
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IEHP seeks to remove barriers in transportation, provider sites, 
digital media, and written and verbal communication. 

 
Take a moment to watch the video below. 

 
 

YOUTUBE 
 

 

Ed Roberts: Free Wheeling

"Independent Living is not doing things 
yourself; it is being in control of how 

things are done." 
Judy Heumann 

https://www.youtube.com/
https://cdn.embedly.com/widgets/media.html?src=https%3A%2F%2Fwww.youtube.com%2Fembed%2Fci3ek-tqiGQ%3Ffeature%3Doembed&display_name=YouTube&url=https%3A%2F%2Fwww.youtube.com%2Fwatch%3Fv%3Dci3ek-tqiGQ&image=https%3A%2F%2Fi.ytimg.com%2Fvi%2Fci3ek-tqiGQ%2Fhqdefault.jpg&key=40cb30655a7f4a46adaaf18efb05db21&type=text%2Fhtml&schema=youtube
https://www.youtube.com/
https://www.youtube.com/watch?v=ci3ek-tqiGQ
https://www.youtube.com/watch?v=ci3ek-tqiGQ


 
 

 
 
 

 
 
 

 
 

“If we have learned one thing from the civil rights 
movement in the U.S., it’s that when others speak 

for you, you lose.”- Ed Roberts 
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Long-Term Services and Supports Explored 
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Least Restrictive Environment 

Members will receive services in the least restrictive environment when: 
 
 

Placement is appropriate 
 
 

Member does not oppose these services 
 
 

Services can be reasonably accommodated 
 
 
 
 
 

LTSS provides different types of services and supports 
depending on the Member’s need. Review each section below 

to learn about the different LTSS programs available to 
Members. 

 
 

 
 
 

1 

2 

3 





 

 
 
 



 
 
 
 



 

 



 
 

The Member's IPA coordinates with the PCP to ensure that 
the Member receives medically necessary health care 

services and/or MSSP-like services, regardless of approval 
to the MSSP program. 

 
The Member's IPA maintains continuous and unimpeded flow 

of medical information between practitioners, including 
assisting the PCP to obtain MSSP assessments and care plans, 

if needed. 
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Home and Community Based Services 
 
 
 

 
 
 
 
 

 
 

 
 
 
 

 
Home and Community Based Services (HCBS) are types of 

person-centered care delivered in the home and community. 
HCBS are often designed to enable people to stay in their 

homes, rather than moving to a facility for care.

 
 

 

Discuss the various Home and Community 
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Completing the IEHP Care Management Referral Form 
The following documentation needs to be provided to support the referral to Case Management. 

 
Clinical Notes 

 
Any Active Authorizations 

 

IPA Care Manager contact info 
 

 
 
 

 

IPAs and Providers are encouraged to work directly with the 
Inland Regional Center and/or Institute on Aging for HCBS 

referrals. If additional assistance is needed, they can reach out to 
IEHP through the IEHP Care Management Referral Form. 

 

 
 
 
 

 
 
 
 

 
Once the documentation for the referral is complete, email the 

form securely to cmreferralteam@iehp.org 

It may take up to 5 business days for referral to be processed and 
for a response, and if the Member does not meet criteria, the 

Member will be referred back to the IPA. 

https://www.iehp.org/-/media/documents/providers/provider-resources/forms/umcm-forms/archive/2018/20180227---care-management-referral-form-v2.ashx?la=en&hash=f22f9072f7d080d16fe104530db3235f12f19b5f
mailto:cmreferralteam@iehp.org
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Care Manager’s Role 
Our Care Managers play a pivotal role for our Members with Dementia with the 

following: Assess the needs: 

Health Risk Assessment 
 

Long-Term Services and Supports Assessment 
 

AD8 Dementia Screening Tool 
 

Assess for Caregiver burnout 
 
 

Confirm Provider involvement 
 

Provide support to Member and caregiver(s) 
 
 

Additionally, every D-SNP Member’s Care Team must include a Dementia Care 

Specialist, who may serve as the primary care manager for Members with dementia, 

or a supportive resource within the Care Team. This individual does not have to be 

clinically licensed but must have received training based on content provided by experts 

within the field, such as local or national Alzheimer’s Associations. 

 

Tips for Caregivers 



 

 
 



 
 

 
 



 
 
 
 
 

Sundowning 
The term "sundowning" refers to a state of confusion occurring in the late afternoon and lasting into 

the night. Sundowning can cause different behaviors, such as confusion, anxiety, aggression or 

ignoring directions. Sundowning can also lead to pacing or wandering. 

 
 

Common Behaviors Actions for Lessening Symptoms 
 
 

Confusion Reduce noise 
 

Anxiety Distract with an activity (e.g. puzzles) 
 

Aggression Keep routine as much as possible 
 

Ignoring directions Close drapes/curtain at dusk to minimize confusion as possible 
 
 



Additional Resources 
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Community Supports Services 
 
 
 

 
 
 
 
 

 
 

 
 

 

 

Identify examples of available Community 
 

 
Begin Lesson 



 

 
Community Supports Services are optional services or settings 

that Managed Care Plans (MCPs) such as IEHP may offer in 
place of services or settings covered under the Medicaid State 
Plan. These services should be medically appropriate and cost- 

effective alternatives. 
 

 
 
 
 
 
 
 
 



A key goal of Community Supports Services is 
to allow Members to obtain care in the least 

restrictive setting possible, although they are 
not required to use Community Supports. 

 

 

 
 

https://www.iehp.org/en/providers/special-programs?target=CSS


 

Frequently Asked Questions 
 

1. How would a PCP or Specialist know if one of their Members 
is likely to be eligible for Community Supports Services? 

Should a PCP or Specialist determine Member would benefit from a Community Supports service, they 

may submit a referral to Utilization Management (UM) via the IEHP Provider Portal or fax at 909-

890- 5751. It would be the responsibility of UM to determine eligibility based on criteria. 

 

2. If a Provider is in their exam room with a Member and 
identifies a possible need for Community Supports services, 
what do they do? 

Providers may submit a referral to UM via the IEHP Provider Portal or fax -909-890-5751. If a 

Member has additional questions, the Member may contact IEHP Member Services at 800-440-

4347 Monday - Friday, 8am - 5pm. TTY users should call 800-718-4347. 

 
3. What number can IEHP Providers call should they have 
questions about Community Supports services? 

Providers may contact IEHP Provider Relations Team at 909-890-2054. They will be connected 

with their Provider Service Representative. 

 
 
 

Continue to the next lesson to discover more about the 

integration of Medi-Cal and Medicare benefits, along with 

details about the Members' rights and responsibilities. 
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Integration of Benefits 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Upon completion of this lesson, 
you will be able to: 

Explain how to integrate the Member's 
Medicare with Medi-Cal benefits. 

Locate the IEHP DualChoice Plan Member 
Handbook. 
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There are Medi-Cal covered benefits and services that can 
help our Members stay independent and safe such as: 

 
 

Community-Based Adult Services (CBAS) 
 

Community Supports Services 
 

Some Durable Medical Equipment & Supplies 
 
 
 

 
 

 

 



 

https://www.iehp.org/en/members/iehp-dualchoice?target=dualchoice-plan-benefits-2023
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Wrap Up 
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