AGENDA ITEM 2

STATE AND CONSUMER SERVICES AGENCY- Department of Consumer Affairs ARNOLD SCHWARZENEGGER, Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Operations

Cultural and Linguistic Physician Competency Program
(CLC) Workgroup Meeting

Lake Tahoe Room
2005 Evergreen Street, Suite 1200
Sacramento, CA 95815

May 11, 2010

MINUTES

Agenda Item 1 Call to Order/Roll Call

The CLC of the Medical Board of California was called to order by Chair Jorge Carreon,
M.D,, at 10:05 a.m. A quorum was present and due notice had been mailed to all interested
parties.

The workgroup attendees were welcomed by Dr. Carreon. He stated that nothing solid has
been done with this issue and he might like to see legislation implemented in the future which
would require cultural and linguistic CME programs, these would give physicians a better
understanding cultural and linguistic issues.

Members Present:

Jorge Carreon, M.D., Chair
Shelton Duruisseau, Ph.D.
Barbara Yaroslavsky

Staff Present:

Linda Whitney, Executive Director

Jennifer Simoes, Chief of Legislation

Abbie French, Staff Services Manager, Licensing Operations
Jeffry Breen, Licensing Operations Analyst

Members of the Audience:
Sheryl Horowitz, Ph.D.
Ron Joseph

Yvonne Choong, CMA
Don Schinske, CHIA/CAFP
Marty Martinez, CPEHN
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Agenda Item 2 Review of Background and History of CLC
Abbie French, Manager, briefly went over the histery of the CLC workgroup. Assembly Bill 801
added Busmess and Professions (B&P) COde Section 2198 (Cuitural and ngalstm Camgeiency of

societies engaged in program delivery and commumty chmcs The goal of th;s workgmu? is to
evaluate the progress made in the achievement of the intent of B&P Section 2198 (Section 2198),
determine the means by which achievement of the intent of Section 2198 can be enhanced, evaluate
the reasonableness and thc consistency of the standards de\éalw ¢d by those entities delivering the
articipants who successfully
complete identified programs. Ms. French mdacated that fundmg for this will be provided by fees

charged to physxcxans who elect to take the educati nal classes and any other funds that local

SGCUOH 2190 1}, and workshop meetings have been held since 2005. The most recent workgroup
members were appointed during the summer of 2009

Linda Whitney, MBC Executive Director, reported ;
implemented, there was cencern about MBC's attitude and physndmn&bemg cmnpetent tospeak or
understand the culture of their patients. At the same time, there was substanital discussion of
interpreters and if phys:it:ians were u ngislatit}h was moving forward encouraging

The first few committee meetings brought people together and ensured that all parties were on the
same page. Attendees uﬁderstood that MBC was not opposed to or agaisnt ph smans learnmg

component.

Barbara Yaroslavsky asked if there are minutes from the prior workshop meetings. Linda
Whitney stated that the meetings were taped, but she is not sure if minutes were created.
Sheryl Horowitz stated that many of her PowerPoint slides go over some of the past CLC
Workshop meetings and she believes minutes were created from past meetings. She said she
would gather the past meeting minutes for us so we can share them at the next CLC meeting.

Agenda Item 3 Presentation Regarding Cultural and Linguistic Competency for
Practicing Physicians; Consideration of Next Steps

Sheryl Horowitz, Ph.D, with the Institute for Medical Quality, walked the workgroup through her
PowerPoint presentation. (See slide printout for presentatien detail on the internet.)

Agenda Item 4 Identification of Future Workgroup Goals
Dr. Carreon went over the list of future ideas and asked if anyone had comments. Dr, Duruisseau
suggested that the workgroup consider finding out what the schools of medicine in California are
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doing with respect to meeting CLC requirements for their physicians. There are national standards
for this kind of activity, and physicians and hospitals must comply with the standards if they are a
federal contractor. This national program is monitored and reviewed by the Joint Commission on
Accreditation of Hospitals. Dr. Horowitz has information on the Joint Commission standards and
she can give this information to us to bring to the next workshop meeting.

Barbara Yaroslavsky asked about interpreters and how they get called on when needed. Don
Schinske, with the California Healthcare Interpreting Association, stated that there is a state law
that requires acute care hospitals in Califorma to provide adequate language assistance. Standards
are constantly evolving. Hospitals are free to solve language access challenges as they deem to be
best (phone services, medical/non-medical staff, contract interpreters). Any physician that works at
a facility where the federal government is the payer has an obligation to provide language
assistance. You must do your best, given the resources you have, and ensure you make a good faith
effort to address the language problem. Barbara Yaroslavsky asked if physicians are aware of this.
Should MBC be doing a better job to inform physicians? Mr. Schinske believes there are some
barriers and physicians do need more information on this topic. Mrs. Yaroslavsky asked Sheryl
Horowitz if she has any documented stories, by a physician, that can be used in the MBC
Newsletter. Ms. Horowitz will provide the workgroup with a few stories to help with this subject.
Mr. Schinske added that many physicians will use the phone service or an interpreter if it is right
there and available. If the service is not available then they will muddle through the visit. Dr.
Carreon stated that the window of liability is opened when good quality of care is not given.

Whitney stated that this is why there are so many discussions on best practices, such as diabetes
care. Ron Joseph stated that some clinics have very well developed systems and have a very good
way to track their patients, others do not.. There is a lack of consistent regulation of requirements
in California.

Dr. Carreon stated that one of the werkgroup’s missions is to have medical education for
physicians, in culture and linguistic studies, He suggested that MBC should examine a requirement
of this type of CME prior to renewal.

Yvonne Choong stated that in many cases we have non-minority physicians dealing with a minority
patient. In California we are beginning to see mere of the reverse, more minority physicians, She
suggested the committee might want to think about cultural and linguistic training programs being
done during residency.

Barbara Yaroslavsky stated that every medical schocl has courses on communication and/or
cultural competency now. Many of the cultural and linguistic issues come after medical school.
Mrs. Yaroslavsky asked if there is a cultural and linguistic requirement when you go for Board
Certification.

Sheryl Horowitz talked about the PACE program in San Diego and how IMQ has been talking to
them about potentially intreducing cultural/language communication studies into that program.

Dr. Duruisseau asked if maybe the workgroup could look into a way to incentivize providers.
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Linda Whitney stated that current law provides for this potential process of a reduced license fee or
a credit for cultural and linguistic CME. Other ideas presented were to conduct the courses in a
place that people want to be; mold the programs to what the physician wants.

The goal is to never treat this as a separate subject topic; as this topic should be part of normal
quality of care.

Agenda Item § Development of Workgroup Action Plan

This group hopes to address the below at future CLC workgroup meetings:
oc€ Review the rules and regulations of Federal Goveenment
ec¢ Invite GME and Deans from the Medical Schoolsee
oCC Create a focus groupee
¢ Invite medical leaders to discuss what current g,xoups are doing to address CL trainingee
oc€ Encourage physicians to attend theseegor
ocC Discuss possible incentives that willegnig
ec¢ Include liability carriers as part of these meetings.
ec¢ Accomplish the goals of existing law and come up ageith written wmkgmup action plan

Agenda Item 6 Schedule of Future Meetings

The Committee set the next meeting date for Wednesday, Jul 2010, for a period of two hours.

Agenda Item 7 Publi
None

omments on Items Not on the Agenda

Agenda Item 8 Adjuurnme:é
Meeting adjourned at 12:05 p.m,
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New & Revised Standards & EPs for
Patient-Centered Communication

Accreditation Program: Hospital

The bold requirements indicate the new andior revised Standards & EPs for patient-centered communication.

Effective January 1, 2011 Pre-Publication Version
® 2010 The Joint Commission



Patlent-Centered Commumcatlon Standards & cPs; -~ Hospftal Accredltation Program

Sianéard HR 01.02.01

The hospital defines staff qualifications.

Elements of Performance for HR.01.02.01

1. The hosputal defines staff qr,ahf“catsons specific to their job responsibilities. (See also IC.01.01.01, EP 3)
Note 1: Qualifications for infection control may be met through ongoing education, training, experience, and/or ceriification (such as that offered
by the Certification Board for Infection Controi).

{ote 20 Qualifications for laboratory personnel are describ

Subpart M: “Personnel for Nonwaived Testing” §4983.1351

http://wwwn.cdc.gov/ciia/regs/toc.aspx.

Note 3: For hospitals that use Joint Commission accreditation for deemed status purposes: Qualified physical therapists, physical therapist

assistants, occupational therapists, occupational therapy assistants, speech-language pathologists, or audiologists (as defined in 42 CFR

484 .4} provide physical therapy, occupational therapy, speech-ianguage pathology, or audiology services, if these services are provided by the

hospital.

Note 4: Qualifications for language interpreters and translators may be met through language proficiency assessment, education,

fraining, and experience. The use of qualified interpreters and transiators is supported by the Americans with Disabilities Act, Sectien

504 of the Rehabilitation Act of 1973, and Title VI of the Civil Rights Act of 1964. (Inclusion of these qualifications will not affect the

accreditation decision at this time.)

18. For hospitais that use Joint Commission accreditation for deemed status purposes: If blood transfusions and intravenous medications are
administered by staff other than doctors of medicine or osteopathy, the staff members have special training for this duty.

Effective January 1, 2011 Page 2 of 6 Pre-Publication Version
© 2010 The Joint Commission
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Patnent—Centered Communlcatlon Standards & EPs - Hospntai Accredltatlan Program

Standard PC.02.01.21

The hospital effectively communicates with patients when providing care, treatment, and services.
Note: This standard will not affect the accreditation decision at this time,

Rationale for PC.02.01.21

This standard emphasizes the importance of effective communication between patients and their providers of care, treatment, and services.
Effective patient-provider communication is necessary for patient safety. Research shows that patients with communication problems are at
an increased risk of experiencing preventable adverse evants,* and that patients with limited English proficiency are more likely to
experience adverse evenis than English speaking patients.” ***

ldentifying the patient’s oral and written communication needs is an essential step in determining how to facilitate the exchange of
information with the patient during the care process. Patients may have hearing or visual needs, speak or read a language other than
English, experience difficulty understanding heaith information, or be unable to speak due to their medical condition or treatment.
Additionzlly, some communication needs may change during the course of ¢are, Once the patient’s communication needs are identified, the
hospital can determine the bestway to promote two-way communication between the patient and his or her providers in a manner that
meeats the patient's needs. This s’i’andard camplemnﬁs R G i 01 Q‘i EP 5 ’patient ﬁght to zmgi neeé for eﬁaciéve c’ammuﬁ'c:a;éon), RL01.01.03,

adverse eaeents in acute eare seﬁmgs CHAJ ??8{?2) 1555-1562 &,m 3 2@3’8

Faotnote **: Divi C, Koss RG, Schmaltz 5P, Loeb JM: Language proficiency and adverse events in U.S. hospitals: A pilof study. Int J Qual
Health: Care 18{2):80-567, Apr. 2007

Footnote ***; Cohen AL, Rivara F, Marcuse EK, McPhillip

hospitalized pediatric patients? Pediatrics 116(3):575, Se f?

Elements of Performance ?ar PC.02,01.21

1. The hospital identifies the patient’s oral and written communication needs, including the patlm*t s preferred language for discussing
health care. (See also RC.02.01.01,. EP 1)
Note 1: Exampies of communication needs include the need for personal devices such as hearing aids or glasses, language
interpreters, communication boards, and translated or plain language materials.
Note 2: This element of performance will not affect the accreditation decision at this fime.

2. The hospital communicates with the patient during the provision of care, treatment, and services in a manner that meets the patient's
oral and written communication needs, (See also RI.01,01.03, EPs 1-3)
Note 1: This element of performance will not affect the accreditation decision at this time.

(44
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Patient-Centered Communication Standards & EPs -- Hospital Accreditation Program

4. As needed to provide care, treatment, and services, the medical record contains the following additional information:
- Any advance directives (See also RI1.01.05.01, EP 11)
- Any informed consent, when required by hospital policy (See also RI.01.03.01, EP 13)
Note: The properly executed informed consent is placed in the patient's medical record prior to surgery, except in emergencies.
- Any records of communication with the patient, such as telephone calls or e-mail
- Any patient-generated information

5. For psychiatric hospitals that use Joint Commission accreditation for deemed status purposes: Progress notes are recorded by the following
individuals involved in the active treatment of the patient:
- The doctor of medicine or osteopathy responsible for the care of the inpatient
- A nurse
- A social worker
- Others involved in active treatment modalities.
The above individuals record progress notes at least weekly for the first 2 months of a patient’s stay and at least monthly thereafter.

6. The medical record of a patient who receives urgent or immediate care, treatment, and services contains all of the following:
- The time and means of arrival
- Indication that the patient left against medical advice, when applicable
- Conclusions reached at the termination of care, treatment, and services, including the patient's final disposition, condition, and instructions
given for follow-up care, treatment, and services
- A copy of any information made available to the practitioner or medical organization providing follow-up care, treatment, or services

7. The medical record contains the patient’s race and ethnicity.
Note: This element of performance will not affect the accreditation decision at this time.

Standard RI.01.01.01

The hospital respects, protects, and promotes patient rights.

Elements of Performance for RI1.01.01.01

1. The hospital has written policies on patient rights.

The hospital informs the patient of his or her rights. (See also RI.01.01.03, EPs 1-3)

The hospital treats the patient in a dignified and respectful manner that supports his or her dignity.

The hospital respects the patient’s right to and need for effective communication. (See also RI.01.01.03, EP 1)

The hospital respects the patient’s cultural and personal values, beliefs, and preferences.

= @) (O e N

The hospital respects the patient’s right to privacy. (See also IM.02.01.01, EPs 1-5)
Note: This element of performance (EP) addresses a patient's personal privacy. For EPs addressing the privacy of a patient's health
information, please refer to Standard [M.02.01.01.

vT

Effective January 1, 2011 Page 5 of 6 Pre-Publication Version
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Patient-Centered Communication Standards & EPs -- Hospital Accreditation Program

10.

28.

29.

The hospital respects the patient's right to pain management. (See aiso HR.01.04.01, EP 4; PC.01.02.07, EP 1; MS.03.01.03, EP 2)
The hospital accommodates the patient’s right to religious and other spiritual services.

The hospital allows the patient to access, request amendment to, and obtain information on disclosures of his or her health information, in
accordance with law and regulation.

The hospital allows a family member, friend, or other individual to be present with the patient for emotional support during the course
of stay.

Note 1: The hospital allows for the presence of a support individual of the patient’s choice, unless the individual’'s presence infringes
on others' rights, safety, or is medically or therapeutically contraindicated. The individual may or may not be the patient's surrogate
decision-maker or legally authorized representative. {For more information on surrogate or family involvement in patient care,
treatment, and services, refer to RI.01.02.01, EPs 6-8.}

Note 2: This element of performance will not affect the accreditation decision at this time.

The hospital prohibits discrimination based on age, race, ethnicity, religion, culture, language, physical or mental disability,
socioeconomic status, sex, sexual orientation, and gender identity or expression.
Note: This element of performance will not affect the accreditation decision at this time.

Standard RI.01.01.03

The hospital respects the patient's right to receive information in a manner he or she understands.

. The hospital provides information in a manner tailored to the patient's age, language, and ability to understand. (See also R1.01.01.01, EPs 2

__Elemants.of Performance for RI.01.01.03

and 5; PC.04.01.05, EP 8)

The hospital provides interpreting and translation services, as necessary. (See also RI1.01.01.01, EP 2)

2. The hospital provides language interpreting and translation services. (See also Rl.01.01.01, EPs 2 and §; PC.02.01.21, EP 2;

Effective January 1, 2011

HR.01.02.01, EP 1)

Note: Language interpreting options may include hospital-employed language interpreters, contract interpreting services, or trained
bilingual staff. These options may be provided in person or via telephone or video. The hospital determines which transiated
documents and languages are needed based on its patient population.

The hospital communicates with the patient who has vision, speech, hearing, or cognitive impairments in a manner that meets the patient's
needs. (See also RI1.01.01.01, EP 2)

The hospital provides information to the patient who has vision, speech, hearing, or cognitive impairments in a manner that meets the
patient’s needs. (See ailso RI.01.01.01, EPs 2 and §; PC.02.01.21, EP 2}

Page 6 of 6 Pre-Publication Version
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