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 Community & Cultural Responsiveness Workgroup

Revised Recommendations

June 22, 2005●12:30-2:30 PM

I. Welcome and Introductions- The following stakeholders participated in the workgroup meeting facilitated by Evalyn Greb, Chief, Long Term Care Integration:

Name                                      Agency



Jovan Agee


United Domestic Workers 

Betty London


AARP

Barbara Fisher Consumer 
Center for Health Education & Advocacy

Charles Latimer

California Commission on Aging

Sharon Rushing

Health Net

Olita Dargan Harris

San Diego State University, College of Health & Human Services

Maria Dominiak

Mercer Government Human Services Consulting

Branch McNeal

Mercer Government Human Services Consulting

Viviana Criado

County of San Diego Mental Health Services

Grover Diemert 

Bayside Community Center
II. Workgroup Goal 
To develop consensus that the draft Community & Cultural Responsiveness recommendations for Acute and Long Term Care Integration (ALTCI) in San Diego, known locally as Healthy San Diego Plus (HSD+), are ready to be disseminated to the larger community over the next six months for education and additional input and discussion before final recommendations are generated for the Board of Supervisors and the State Office of Long Term Care in early 2006.  

III. Stakeholder consensus was developed on the following preliminary recommended community and cultural responsiveness requirements:

	Preliminary Recommended Community & Cultural Requirements for Healthy San Diego Plus (HSD+)
	Comments/Changes

	Enrollment: 

1. All eligible applicants must be enrolled without regard to marital status, age, sex, gender, sexual orientation, national origin, English proficiency, ancestry, race, color, religion, socio-economic status, political beliefs, genetic characteristics, physical or mental diagnosis, condition, ability or disability, except as required by law.

2. Enrollment forms and other vital documents must be translated in writing and made available in threshold languages, according to state and federal laws and regulations. The current threshold languages in San Diego, as designated by the Department of Health Services, are English, Spanish, Arabic and Vietnamese (see also Outreach & Education section).

3. Interpreter services (e.g., bilingual/multi-lingual staff, on-site interpreters, language assistance telephone lines) must be available on a 24-hour basis and the need for interpreter services must met on an individual basis, according to state and federal laws and regulations.  All Health Plans must inform members of their right to free interpreter services upon enrollment. Plan will discourage the use of family members or friends as interpreters unless at member’s request. The use of minors as interpreters is prohibited except under the most extraordinary circumstances, such as medical

emergencies.  (Members may be reluctant to discuss confidential or sensitive information in front of family or friends.)  Member’s request or refusal of interpreter service must be documented in the care plan.
Access/Provision of Services:

1. Plans must complete a group needs assessment according to current Medi-Cal managed care requirements to identify and determine a plan to meet the health education and cultural, linguistic and other service needs of the enrolled population.  No duplication should be required of plans, but the additional information and plan for the special needs of the ALTCI population should be appended and highlighted within existing needs assessment requirements.  This Data should be collected on the same cycle with Medi-Cal managed care contracts.
2. Reasonable individualized modes of communication/language assistance must be available in alternate formats upon request, for vital documents as defined, including, but not limited to, large print, TDD, Braille, audiotapes, language cards/pictures, oral translation, etc.

3. Health Plans must assist members in finding available culturally, linguistically, physically and geographically accessible services and providers to the furthest extent possible.

4. Health plans should arrange for provision of services with sensitivity to the member’s race, color, age, sex, gender, religion, national origin, English proficiency, ancestry, martial status, sexual orientation, and physical or mental diagnosis, condition, ability or disability.

5. The Health Plan’s 24/7 triage line must be available to meet the linguistic and hearing needs of all members.
Outreach and Education:

1. Vital documents shall be translated and provided in threshold languages for the enrolled population (see definition on page one for determination of threshold languages), according to state and federal laws and regulations

2. All written materials must be culturally, linguistically and disability sensitive and appropriate.

3. All written materials must be provided to members at a sixth grade reading level (exclusive of State DHS required language), as well as ensuring that the construction, concepts, and content are appropriate for individuals with low health literacy skills, as approved by the Department of Health Services, and be made available in large print upon request.

4. Outreach and education activities should target diverse and special needs individuals and be provided in naturally occurring gathering places that are culturally, age and disability sensitive and appropriate, as it relates to health disparities within enrolled populations as identified in the group needs assessment.
	All recommendations to build upon existing State and federal laws and regulations, including the Civil Rights Act of 1964, Knox Keene Health Care Service Plan Act of 1975, Department of Health Services requirements (Medi-Cal Managed Care Division Policy Letters, GMC Model Contract) and Senate Bill 853 relating to health care language assistance, Americans with Disabilities Act (ADA) and Title XXVI, CA.

The following should be considered in developing the standards and requirements for oral and written interpretation and translation services: (1) health plan flexibility in determining compliance with the standards (2) cost of compliance (3) availability of translation and interpretation services and qualified professionals. Workgroup consensus was that health plans translate vital documents into a language other than English when a limited English proficient member population reaches a numeric threshold of 3000 or more or 5% of the enrollee population, whichever is less. Vital documents are defined as:

1. Evidence of Coverage Booklet, and/or Member Services Guide, and Disclosure Forms. The contents of these documents include, but are not limited to, the following information:

a. Enrollment and disenrollment information

b. Access and availability of linguistic services

c. Information regarding the use of health plan services, including access to after-hour, emergency and urgent care services

d. Primary Care Provider (PCP) selection, auto-assignment, transferring to a different PCP

e. Process for accessing covered services requiring prior authorizations

f. Process for filing grievance and fair hearing

2.   Provider listings or directories

3. Marketing materials

4. Form letters (denial letters, emergency room follow-up)

5. Plan generated preventive health reminders (appointments, immunization reminders, etc)

6. Member surveys

7. Newsletters

Current Medi-Cal Managed Care regulations require a group needs assessment to be completed and submitted to DHS within 12 months of beginning operations and every 5 years thereafter.

Definitions:

· Literacy - ability to use reading and writing in processing, understanding and responding to communication or learning.

· Low-literacy materials - materials written in structurally simple, plain language that can be understood by people with limited literacy skills



	Staff and Provider Cultural Competence: 

1. Health plans must offer training to staff, providers and their office staff to (a) assist is developing personal awareness of diversity; (b) insure those working with the ALTCI population gain knowledge regarding the population; and (c) gain the skills to insure access and communication for the diverse needs of the ALTCI population.  Training should be provided, at a minimum, to all staff who have contact with members or write member communication documents.  An evaluation tool indicating the knowledge gained during these trainings shall be administered and results reported to the Quality Sub-Committee of HSD+.

2. Cultural competence curriculum must include valuing diversity and understanding cultural differences.

3. Health plans must provide access and information on culturally and language specific services and specialized services to meet the diverse needs of all members.

4. Recruitment, hiring, and retention efforts must strive for workforce diversity that reflects the enrolled population.
	Minimum requirements for staff and provider training and education will be addressed by the Provider Network Development, Education and Member Services Workgroup.  A comprehensive list of recommended mandatory and optional trainings is being developed by this workgroup. Training programs will also be based on identified needs and findings from the group needs assessment. Trainings should be provided by both professionals who are familiar with consumer issues and needs and consumer co-trainers who are representative of the member population. 

Contracting plans will offer incentives and resources (e.g. CEUs, on-line training) to improve cultural competence among providers.

Contracting plans will have a range of cultural competency resources available, from community-based organizations to certified medical interpreters.


	Assessment and Care Plan: (this section to be moved to the care management workgroup recommendations)
1. Assess member preferences for setting, providers, and safety and plan care accordingly.

2. Assess member capabilities, abilities, and strengths.

3. Assess member ability and development of personal long term care planning with family and caregivers and include plan (e.g., Advance Directive, Relapse Prevention Plan) with Care Plan OR assist member with development of such a plan for inclusion in Care Plan, as appropriate.

4. Assess for cognitive and/or sensory impairment and plan communication and care accordingly.

5. Assess health education/prevention needs and plan accordingly.

6. Assess need for healthy choice mentoring and willingness to volunteer for same. 

7. Assess what individual member believes to be unique about his/her needs and implications for service delivery across the continuum
	

	Diverse Member Representation:

1. Health Plans should make an effort to develop proportionate participation of consumers, community advocates and traditional and safety net providers of the elderly and disabled in an Advisory Committee with functions that include, but are not limited to, providing advice, information and recommendations on culturally, linguistically and disability appropriate service and program design, priorities for health education and training and Quality Assurance/Quality Improvement.
	

	Rural Issues:

Still to be addressed, including telemedicine, mobile providers/facilities, neighborhood facilities to be scheduled by visiting providers, reimbursement incentives for rural delivery, etc.
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