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Community and Cultural Responsiveness Workgroup

Summary Notes

April 13, 2005●12:30-2:30 PM

I. Welcome and Introductions- The following stakeholders participated in the workgroup facilitated by Workgroup Chair, Jong Won Min, M.S.W., Ph.D., Hartford Geriatric Social Work Faculty Scholar Assistant Professor, School of Social Work, San Diego State University:



Name




Agency








Abe Krems, M.D.


AARP/AIS Advisory Council/HSD Joint Committee

Julie Loats 



Orange County Office on Aging

Michelle Datwyler 


CalOptima

PJ Robles 



Social Security Administration

Betty London, R.N., Ed.D

AARP volunteer

Shukri Adam



HHSA-Public Health Nurse

Usha Dhupa



Consumer advocate/social service volunteer

Dhruv Dhupa, M.D.


Consumer advocate/social service volunteer

Grover Diemert


Bayside Community Center

Virginia Mendoza


UCSD, School of Urban Studies & Planning

Sara Barnett 



Aging & Independence Services-LTCIP 

II. Workgroup Goal - Recommend community and cultural responsiveness minimum standards and requirements for Acute and Long Term Care Integration (ALTCI)/Healthy San Diego Plus (HSD+) that address the unique needs of seniors and persons with disabilities.

III. Group Discussion–a table with draft recommendations guided the group discussion and generated several comments, questions, and suggested revisions for further consideration and development (See Table beginning on pg. 3 of this document).

· Enrollment 

· Enrollment forms and other vital documents (member handbook, grievance forms, etc) must be translated in writing and made available in the threshold languages; interpreter needs must be met on an individual basis (e.g., threshold and non-threshold languages, including sign language)
· The current threshold languages in San Diego are English, Spanish, Vietnamese and Arabic.
· Low literacy rates in English and other languages are often access barriers.
· Enrollment forms and other member outreach and education materials need to use simple, understandable language (e.g. 4th grade reading level) or other methods where appropriate (e.g., pictures)
· #3 refers to a community needs assessment performed by the health plan, which is a current requirement for Medi-Cal Managed Care plans
· To date, how have Healthy San Diego health plans assessed the community’s cultural and diversity needs? 
· Support staff and/or volunteers need to be available to help consumers complete application paperwork, understand other important materials, navigate the system, etc. 
· Staff and Provider Cultural Competence

· Should diversity/cultural competence training be mandatory for all staff and providers (Operating Agency staff, health plan staff, front line workers (e.g., receptionist), direct service providers and other collaborative partners) or only certain involved professionals?
· Training and education programs should be broad in scope to address the needs of multiple special needs populations (e.g., aged, physically disabled, developmentally disabled, cultural and racial minorities, mentally ill, substance abusers, English learners, illiterate, abused adults, lesbian, gay, bisexual and transgender persons, individuals with cognitive impairments, etc).
· The overall goal for diversity/cultural competence trainings/in-services should be good customer service, regardless of language
· How often should in-service trainings be conducted?
· More clearly define what is required for the health plan’s 24/7 access line, especially in terms of staffing and access regarding non-threshold languages 
· Assessment and Care Plan

· Care Plan needs to be holistic
· Preferences should include where to live, self-determination, level of involvement of other family members and caregivers, etc.
· To what extent should consumer preferences be met? 
· Many cultures do not know about or understand advanced directives and other common health/medical terminology (e.g. East African/Somali language also does not have a word for depression). 
· Consumers and family members need to be educated about advanced directive planning, other types of available supports, managing chronic conditions, how to be a more informed and empowered consumer/patient, etc.
· Provision of Services

· System access-describe how the consumer will enter the system and get services (AIS Call Center, other common points of access, etc)?
· Define what is meant by “social services” in #3 (e.g., transportation, IHSS, MSSP, etc). What type of services will be provided as a core benefit vs. referred to other agencies? 
· Add “upon request” to #4 so that it reads, “Alternative modes of communication must be made available upon request including TDD, Braille and audiotapes.”
· Add “if available” to #5 so that it reads, “The health plan must assist members in finding appropriately accessible providers, if available.”
· Need to clarify definition of “accessible” in above statement. Does it refer to geographic access (proximity, transportation availability) physical/architectural access (building ramps, elevators, adaptable equipment), meeting cultural and linguistic needs, or all of the above?
· AT&T language interpreters are sometimes not enough; need bi-cultural interpreters that understand both the language and culture of the individual member.
· Outreach and Education

· Health seeking behaviors differ among populations. Will outreach include going out into the community? (e.g, senior centers, adult day care centers, places of worship, etc). 
· How will culturally appropriate community gathering places be identified for targeted outreach?
· Outreach methods should include public service announcements in multiple languages and notices in diverse and culturally appropriate publications
· Diverse Member Representation

· The HSD Joint Consumer and Professional Committee meets monthly. How many consumers are represented on the Committee? How are they chosen and how will the make-up of the Committee be expanded to represent the HSD+ population? 

· Other

· How will community and cultural responsiveness be measured, monitored and evaluated?

· Will HSD+ offer any incentives for health plans and providers to meet community and cultural responsiveness requirements/quality indicators? Examples?

Community and Cultural Responsiveness Table with Draft Recommendations

Upon review of other national long term care integration models, previous input from stakeholders, the LTCIP Grant Scope of Work, and Geographic Medi-Cal Managed Care and Knox Keene regulations, the following have been identified as recommended community and cultural components for further discussion and input to guide in the development of draft Request for Statement of Qualifications (RFSQ) language and subsequent contract terms for participating Healthy San Diego Plus (HSD+) health plans. The RFSQ is the process through which health plans will qualify locally to be approved to contract with the State Department of Health Services to participate in ALTCI in San Diego, locally referred to as Healthy San Diego Plus.

	Community and Cultural Responsiveness

	Draft Staff Recommended Community and Cultural Requirements
	Comments/Changes

	Enrollment:

1. All eligible applicants must be enrolled without regard to marital status, age, sex, sexual orientation, national origin, ancestry, race, color, religion, socio-economic status, political beliefs, genetic characteristics, physical or mental handicap.

2. The enrollment forms must be available in threshold languages, and the interpreter needs of applicants must be met on an individual basis. 

3. A needs assessment must be completed to determine the linguistic and cultural needs of the population served, and data must be collected, maintained and assessed to ensure that all needs are being met. 
	

	Staff and provider cultural competence:

1. All staff and providers must be trained in and demonstrate cultural competence.

2. Cultural competence must be defined and will include at a minimum valuing diversity and understanding cultural differences.

3. All staff and providers must have access to and knowledge of culturally and language specific services and specialized services to meet the diverse needs of all members.

4. Recruitment and retention efforts must strive for workforce diversity.

5.   The Health Plan’s 24/7 access line must be staffed with workers that speak English and the threshold languages.
	

	Training must be provided on the following special needs groups: 

1. Aged

2. Seriously and persistently mentally ill

3. Disabled and chronically ill

4. Abused adults

5. Individuals whose primary language is not English

6. Cultural and racial minorities

7. Lesbians, gay men, bisexual and transgender persons

8. Hearing impaired

8. Illiterate

9. Visually impaired

10. Individuals with a communication deficit

11. Individuals residing in rural areas

12. Individuals with cognitive impairment

13. Developmentally disabled

14. Alcohol or substance abusers


	

	Assessment and care plan:
1. Must consider and accommodate the specific diverse needs and preferences of the member.

2. Advance directive planning must be culturally appropriate for the member.

3. Assessment tool must be sensitive to cultural and diverse needs.

Provision of services: 

1. Culturally and linguistically appropriate services and specialized service providers must be available to all members.

2. Interpreter services must be available at all times.

3. Specialized services must include translation, mental illness treatment, chemical dependency treatment, protection and advocacy for abused and neglected members, deaf and blind services, specific health and social services for cultural and racial minorities, health and social services that meet member’s language needs, and health and social services that meet the needs of each identified special needs group.

4. Alternative modes of communication must be available including TDD, Braille, and audiotapes.

5. The Health Plan must assist members in finding appropriately accessible providers.

6. Times and places for provision of services must be assigned without regard to the member’s race, color, age, sex, religion, national origin, ancestry, martial status, sexual orientation, or physical or mental handicap.
	

	Outreach and education:

1. All of the following vital documents must be provided in threshold languages, and translation services must be available for all of these documents:

· Applications

· Consent forms

· Letters regarding eligibility and participation criteria

· Outreach and education materials

· Notices regarding free language assistance

· Grievance forms

· Grievance and complaint policies and procedures

· Member handbook

· Health-related materials

· Health promotions materials

· Wellness and prevention information

· Newsletters

· Enrollment and disenrollment policies and procedures

· Enrollment and disenrollment forms

2. All written materials must be culturally appropriate.

3. All written materials must be available in alternative formats i.e., audiotapes, Braille.

4. All written materials must allow for limited reading proficiency and be available in large print.

5. Outreach and education activities should target diverse and special needs individuals.


	

	Diverse member representation:

1.   Members that can address the specialized and diverse needs of all members must be encouraged to participate on the governing board, councils, committees and in the QA/QI process.
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