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Background and Introduction

The Delivery System Reform Incentive Payment (DSRIP} program aims to fundamentally
restructure the health care delivery system in New York State, with a primary goal of reducing
avoidable hospital use by 25% over five years. Over $6 billion dollars have been allocated to this
transformative, statewide initiative, with payments tied to achieving specific results in system
transformation, clinical outcomes and population health.

In the Finger Lakes region, more than 600 health care and community-based organizations
(CBOs) have come together under the Finger Lakes Performing Provider System {FLPPS), with the
initial purpose of implementing 11 projects intended to transform the current Medicaid service
delivery system in critical areas. These projects include:

2.a.i Create an Integrated Delivery System Focused on Evidence Based Medicine and Population
Health Management

2.b.iii ED Care Triage for At-Risk Populations

2.b.jv Care Transitions Intervention Model to Reduce 30-Day Readmissions for Chronic Health
Conditions

2.b.vi Transitional Supportive Housing

2.d.i. Implementing Patient Activation Activities to Engage, Educate and Integrate the Uninsured and
Low/Non-Utilizing Medicaid Populations into Community Based Care

3.a.i Integration of Behavioral Health and Primary Care Services

3.a.li Behavioral Health Community Crisis Stabilization Services

3.a.v Behavioral Interventions Paradigm (BIP) in Nursing Homes

3.f.i  Increase Support Programs for Maternal and Child Health (including high risk pregnancies)
4.a.ii Strengthen Mental Health and Substance Abuse infrastructure Across Systems

4.b.ii Increase Access to High Quality Chronic Disease Preventative Care and Management in both
Clinical and Community Settings

Taken together, these projects comprise an ambitious scope of work with the potential to have
a significant impact on both how people in the Finger Lakes region experience the health care
system, and on the outcomes associated with the care they receive. However, while each of the
individual DSRIP projects will utilize evidence-based practices, that in and of itself, will not be
sufficient to ensure that the implementation achieves intended outcomes. Central to the
success of each project, and to the DSRIP program as a whole, will be the ability to engage
effectively with individuals in need.
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As such, there must be a focused and sustained effort to create a system of care that is sensitive
and responsive to different cultures, including the cultural attributes of priority groups and the
varying degrees of health literacy among our patients/consumers.

In response, FLPPS has developed a CC/HL Strategic Plan that outlines the steps that must be
taken over the next four years to ensure that the redesign of the Medicaid delivery system
achieves the intended results.

FLPPS has established an organizational vision and guiding principles that are essential to its
work. This CC/HL Strategic Plan will support this vision by defining strategies that ensure that the
network of care created by FLPPS is grounded in attention to culture, language and health
literacy necessary to improve patient outcomes and eliminate disparities.

Vision Statement

To create an accountable, coordinated network of care that improves access, quality and
efficiency of care for the safety net patient population.

Guiding Principles

¢ Focus on the Patient - All decisions are weighed against the question “How will this impact
the patient’s/consumer’s health care needs, cultural and linguistic preferences, and enable
the provision of the right care, at the right place, at the right time?”

s Strong Physician and Provider Leadership - Physicians and other practitioners have
representation and deep engagement in governance and leadership.

¢ Accountability, Transparency and Trusting Partnerships - Establish clear and open
partnerships with regular, proactive communication to support the design and
implementation of truly cost-effective, best practice care delivery.

¢ Adaptability - Develop the ability to continually transform based on patient/consumer needs
and environmental changes. Recognize that there is no “best,” there is only better.

¢+ Capacity and Capability for Managed Care of a Population - Build the capacity to manage
patients/consumers with varying disease states, health care and social needs across the
continuum of care.

In developing a strategy for strengthening cultural competency and to address issues related to
health literacy, FLPPS paid particular attention to groups that are especially vulnerable and
where significant disparities exist. While health equity remains the ultimate goa! of the health
care delivery system, health disparities in disease incidence and prevalence, health cutcomes,

4|Page



FLPPS

FINGER LAKES PERFORMNG
PROVIDER SYSTEM

access to care and quality of care continue to persist within communities and populations
throughout the United States. To better address these disparities it is essential that we
acknowledge the complex interaction of cultural, economic, individual, linguistic, geographical,
cognitive and social factors that guide healthcare utilization and health seeking behaviors among
the most vulnerable groups living within the FLPPS region.

The CC/HL Strategic Plan developed by FLPPS is framed by the

Cultural Compet 7 . . X . .
As e: af:on’; m:';e following overarching goal: To promote Patient Voice and Patient
behaviors, attitudes, Choice while ensuring high value, equitable care.
and policies that come  Patient Voice refers to patients’ wishes, preferences and values being
together in a system respected, which underscores the need for care to be provided within
that enables that a context that is culturally relevant and appropriate. The concept of
SYStenutoWork Patient Voice also highlights the need to seek patient feedback in the
effectively in cross- - .
iy Medicaid redesign process.
cultural situations.
(Cross et al, 1989) Patient Choice is defined as the action of
informed decision making, whether it HeaithiLiteracy:
pertains to choice of hospital, provider, test, treatment or service. _Th:_ ‘{Zg’ e’e;;o WT;”
Patient Choice requires an innate understanding on the part of the alviguals ave.:ne
consumer, which underscores the importance of health literacy and Lopacityjolobien,
! o . Ip d relatabl process and understand
the need for communication that is clear and relatable. basic health information
High Value Care refers to care that is based on the empiricimpacton  and services needed to

both cost and quality of life, and based on patient perceptions of
value,

Equity speaks to the elimination of health disparities, which requires
that attention is paid to the issues of cultural competence and health

make appropriate
health decisions.
(Healthy People 2020)

literacy, that resources are appropriately matched to the needs and culture of the patients.
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Approach

As described in Figure 1: Framework for Developing CC/HL Strategic Plan, FLPPS has undertaken
a number of activities intended to: (1) Enhance our understanding of the population served by
the FLPPS network; and (2) Determine the status of the region in both understanding and
managing cultural competence and health literacy. The sections that follow briefly review the
extensive work that has been completed to date and highlight how these efforts have shaped
the CC/HL Strategic Plan.

Figure 13 FLPPS CC/HL Strategy Framawork Enmure CC/VLIs woven FLPPS
Ensure L is woven FLPPS Natwork
witiad Analysis ta idertify Develop IT infrastructura needad to support CC/HL poalx IT Syseams
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Presentations to FLPPS Guide developmant of diverse workforcs represantative of population | Y
and CC/ML committee infrastructure for congumers to communicate — i.
LT Foundational Gaals Warkforce
Partner CC/HL Readinesy e N e 'g
Questionapiry Cultural Competanca and Haatth Literacy Strategic Plan =
imventory of CC/HL and Stratagic initiathves LA I
Fatient self-Management > improve Health O g Priocity Pop in Region Engsgement.
:g Taols and Resources » Promots Patients’ Abifity to Self-Manage Canditions —_—
. > improve Access to Cuality Primary Haalth, Bahavioral Health, and Patient
oy hinremtans Praventive Hashh Care Engagumant |
E T —) ; > Unilize Community-Based b 0 Reduce Heatth Disparities  Activation :
and Improve Outcomes —
) +1eld Community » mmmdmwmmmw Communications §
Listening Forum to Health Or g Priocity Groups Exp 13 _——
sdentify Needs, Gaps and Hlﬂdlbr‘ﬂkpﬂiﬂu _—
Priorities — ey ;
§ enssmooe | Remetcaats | orpuiertrn || §
2 CC/HL Committes Foris “——q_____‘_H_F__;H’ v i
5 — L. identlfy Priosity Groups AL Set Forth Actions to Ensure that Fatients/Contuamens with
FLPPS Parines OC/HL 2, Extablish a Process to Continually Refine Understanding Limited English Profidency Have Mesningful Acten to
ik 15 of Services
g Hcmil\" -ldlot dditional parf 12, P User-Friandly bk Listing on APPS
FLPPS Partnar CC/ML M&mwoﬁmm weebsite
duction o 7 4. support Shared Decision Making Setween Patients and nuulﬂmwmwmm
wehinar Frovidors of i —-uodnq
5, Educate FLPPS Partnen about the importance of Fatient hes That Have d et
patient Activation ]} cultural Activation ummwmm
Community Meetings 8. ientify Assassmants and Tools to Assist Patients with tnterventions that are Effective 5t Reducing Health
Salf-Managument of their Haalth Conditions Disparitias
CC/HL Sassion with 7. Establish Opportunities to SUpport Community 15 Work with Partners to implemant snd Utiiize High-valus
colaborwtion Community-Basad Services
FLPPS Project Manegers S i Tools and to Support CCMHL 18 Create Community Engapement Rrategy with a Focus on Priosity
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FLPPS Board Membership: FLPPS Board of Directors was established in December of 2014. The
bylaws state that at least one member of the Board of Directors shall be a member of the
patient/consumer population in the FLPPS region. This representation ensures the Board carries
out its duties in a manner that reflects careful consideration of the patient/consumer population,
including cultural and health literacy factors.

FLPPS CC/HL Committee: In 2015, FLPPS established a CC/HL Committee comprised of
individuals with CC/HL experience from our Partner organizations, including healthcare and
community based. The committee was convened to establish and monitor the process of CC/HL
planning and implementation for the FLPPS network. The Committee meets bi-weekly at the
FLPPS Central office.

Community Needs Assessment: During the DSRIP planning phase, and on behalf of FLPPS, the
FLHSA completed a comprehensive Community Needs Assessment (CNA) in order to better
define the cause and effect of deficiencies in regional system utilization and clinical cutcomes.
The team reviewed previous regional studies and reports, analyzed Medicaid data provided by
the state, conducted 13 focus groups and 30 key informant interviews, and analyzed many other
data sources. The process helped to identify healthcare gaps in the FLPPS region and informed
the selection of DSRIP projects. The CNA described the FLPPS region along a number of
dimensions important to the development of the CC/HL Strategic Plan. Key findings are recapped
briefly below and a copy of the full CNA is included as Appendix B.

Priorities: The CNA identified four primary gaps in the Finger Lakes region: {1) The need for
an Integrated Delivery System (IDS) to address chronic conditions; {(2) The need for
integration between physical and behavioral health; (3) The need to address sacial
determinants of health; and (4) The need to support women, infants and children.

Disparities: Significant disparities exist among Black and Hispanic populations living in the
Finger Lakes region, including higher rates of mortality and premature death. Evidence of
disparities also extends to potentially avoidable hospitalizations. People of color have
substantially higher rates of Prevention Quality Indicators (PQl), regardless of type.

Social Determinants of Health: According to regional stakeholders, social determinants of
health are key influences on the health of the Medicaid population and significant
contributors to population health. To improve access to quality primary health, behavioral
health and preventive health care, addressing social determinants of health and
socioeconomic barriers to health will be essential in improving health care disparities and
achieving greater health outcomes.

Behavioral Health: Behavioral health conditions are prevalent in the FLPPS region, especially
among the Medicaid population. Most notably, the region has a higher prevalence of
depression, schizophrenia, and stress and anxiety disorders than the New York State
Medicaid population as a whole. Additionally, the Medicaid population in the Finger Lakes
region has over twice the rate of Attention Deficit Hyperactivity Disorder (ADHD). The co-
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occurrence of chronic conditions and other significant health concerns among the behavioral
health population introduces further complexity in ensuring this subset of the population has
access to the range of services needed to reduce the use of acute services.

Perinatal Health: Perinatal health is also an area of concern for the region. The FLPPS region
historically experiences higher rates of infant mortality than either New York State or Upstate
New York. Explanations for this phenomenon have been difficult to ascertain, as the region
demonstrates relatively low rates of teen pregnancy (except in Monroe and Chemung
counties) and higher percentages of parents receiving prenatal care.

Populations with Special Health Needs: The CNA identified a number of populations with
special needs. In developing the CC/HL plan, these groups warrant particular focus. They
include: Deaf and Hard of Hearing, Individuals with Intellectual and Developmental
Disabilities, American Indian/Alaska Natives/Native Americans, Refugees and Rural Migrant
Workers.

County-Specific Priorities: The CNA also leveraged a wealth of information gleaned from
existing county-specific planning activities, which identified a range of local findings relative
to health and wellness priorities, as well as gaps in the healthcare services delivery system
and related essential social supports.

Identify and Describe Priority Groups: Building on the foundation of information that was
assembled and analyzed through the CNA, additional steps were taken to identify and describe
groups within the FLPPS region who are particularly vulnerable to poor heaith care outcomes.
These steps included a thorough review of information describing potentially susceptible
populations in terms of: (1} The number and distribution of the defined population; (2) Data on
population-specific health care outcomes; (3) Access to quality care; and (4) The implications of
CC/HL implementation. This information has been summarized in the FLPPS CC/HL
Implementation Planning: Priority Groups Summary Report (Appendix C). This report,
discussed more specifically in Section A, was used to help shape the development of the CC/HL
Strategic Plan.

CC/HL introductory/Orientation Webinars: In the fall of 2015, three webinars were conducted
and offered to all Partners in the FLPPS network. The webinars served to introduce CC/HL as
part of the health care system’s transformation, and informed on FLPPS’ intended process and
activities to integrate CC/HL into all aspects of FLPPS’ operations and developing infrastructure.

Cultural Competence and Health Literacy Baseline among Provider Network: FLPPS established
a baseline to inform the initiatives presented in the CC/HL Strategic Plan, asking the question:
“Where do Partners within the FLPPS network currently fall along the CC/HL continuum?” To
establish this metric, we asked Partners to complete an Organizational CC/HL Assessment. The
assessment tool was developed by CCSI, and assesses the organizational structure, as well as key
dimensions of cultural competence and health literacy. Thirty-seven Partner organizations,
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representing a cross-section of FLPPS’ network Partners, initiated the Organizational Cultural
Competence and Health Literacy Assessment. Ninety-seven percent submitted the 43-page
assessment tool during the months of November and early December 2015. Data from this
process was analyzed to identify common themes and current gaps, which are described in the
document Organizational CC/HL Assessment: Partner Themes and Recommendations
(Appendix E), and recapped briefly below. While preliminary in nature, these themes begin to
identify some priority areas of focus.

Training Needed to Understand Cultural Attributes of Population Served: Partners reported
high levels of discomfort in asking patients about their cultural attributes, either due to the
fear of being intrusive or offensive, or being unclear of the value or requirement. While a
fair percentage of respondents collected data on a minimum set of cultural attributes, several
did not collect any. Further, a significant number did not understand the relationship
between social determinants of health and patient experience, equitable care or improved
outcomes. Having a staff reflective of the population served is critical to patient engagement
and developing a clear understanding of cultura! attributes of the population served will
provide an indication of attributes they should be recruiting for in their staff,
contractors/vendors and volunteers.

More Focus Needed to Understand Gaps in Language Accommodations: Some survey
respondents, especially those serving migrant populations, made great efforts to provide
services in a patient's preferred language, or referred patients to organizations able to
accommodate their language needs. However, more often than not, providers were unable
to define what languages, other than Spanish, where spoken by their patient population.

Need to Expand Performance Measurement Practices to Include Analysis by Subgroup: While
some Partners appear to have Continuous Quality Improvement (CQl) processes in place,
minimal attention is paid to the review of services and outcomes by cultural attributes and
priority groups. Particular attention must be paid to the implementation, monitoring and
evaluation of services to ensure that services meet clients' needs.

Need to Better Integrate CC/HL into the Organization: Although most Partners did not report
having a budget or an assigned individual who is responsible to facilitate the adoption and
weaving of CC/HL concepts and principles into the organization’s infrastructure and service
delivery, there is a certain level of interest and commitment to obtaining a better
understanding of CC/HL, and willingness to work with FLPPS to incorporate these principles.

Complete Organizational Readiness Questionnaire: In parallel to the Organizational Cultural
Competence and Health Literacy Assessment, all contracted Partners were asked to
complete an Organizational Cultural Competence & Health Literacy Readiness Questionnaire
{Appendix F).

The data gathered through this process was reviewed and used to guide plan development.
Partners cited difficulties in balancing the needs of the community with the requirements of
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funders and regulators. Many Partners reported their desire to improve outcomes for their
patient population; however, many felt restricted by depleting fiscal resources, lack of workforce
diversity, inadequate infrastructure, limited access to CC/HL training opportunities, changing
funding focus and expectations, and minimal formalization of internal CC/HL policies. Further,
Partners were unclear as to how to relate and integrate CC/HL/consumer culture and social
determinants of health to clinical experience and service delivery. Partners are concerned about
the possible adverse impacts of CC/HL implementation, including buy-in, cost and effort, and
how this may further exacerbate limited resources and capacity. The need for technical
assistance, training and infrastructure support was evident.

Community engagement is minimal in most cases. The inability to profile the attributes of their
surrounding area prevents Partners from tailoring the organization’s services to meet the
specific needs of their patients/consumers. Increased knowledge of the community will improve
the interactions and outcomes.

While Partners referenced the significance of their vision and mission statement in defining and
driving the organization’s provisions to meet the needs of their patients, staff and community,
these tools often lacked language to support the incorporation of organizational CC/HL. This
may provide some explanation as to why the Partners had difficulty connecting these concepts
and practices to their patient and clinical interactions.

FLPPS Central Staff Training: All FLPPS Central staff members received CC/HL training. The
training included self-awareness of one’s own biases; organizational development; theory of
change as it relates to embedding CC/HL into the organization, etc. This provided the framework
for FLPPS Central to adopt, implement, formalize, monitor and evaluate their attempts of having
an organization that is culturally competent and health literate -- a model for organizations
within the FLPPS network.

Community Stakeholder Forums: Community engagement efforts began in 2014 with 13 “DSRIP
Consumer Engagement Dimension” focus groups facilitated in urban (City of Rochester) and rural
{regional) communities, conducted by the FLHSA DSRIP Team. The focus groups were
supplemented by telephone-based, one-on-one, in-depth key informant interviews. Some of
those interviews served to gather the stories from potential participants who never made itto a
focus group session. Others targeted specific individuals with expertise or insight into one or
more of the above topics, included among which were several providers mentioned during our
focus groups as modeling positive behavior and providing extraordinary care.

A partnership of community organizations was formed with the New York State Department of
Health Commissioner Dr. Howard Zucker's Minority Health Council to plan and produce the
“Voice Your Vision: Rochester” session. On October 3, 2015, the “Voice Your Vision: Rochester”
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listening/engagement session was hosted, involving FLPPS, CCSI, FLHSA, and a number of
community stakeholders and CBOs.

These experiences, further described below, presented an opportunity/forum to learn from
patients/consumers, their experienced challenges/barriers to accessing quality healthcare and
the possible solutions, in an effort to identify what is needed to strengthen, empower and
sustain communities and ultimately improve health outcomes. The feedback, from
patient/consumer voices, provided a better understanding of how to develop policies, allocate
resources and support an infrastructure that works best for our community, which has been
used to inform the development of the FLPPS CC/HL Strategic Plan.

“DSRIP Consumer Engagement Dimension” focus groups’ data-driven themes and going-in
intent were:

o Pregnant first-time mothers-to-be: intent = understanding prenatal care, or lack thereof

e Mothers of babies under age 3: intent = understanding their perceptions of emergency
versus non-emergency pediatric needs

e Active behavioral health/frequent Emergency Department (ED) users: intent =
understanding ED overuse by those with behavioral health issues]

e Frequent ED users without behavioral health diagnoses: intent = understanding ED
overuse by those without behavioral health issues

e Chronic disease inpatients: intent = understanding how those with asthma, chronic
obstructive pulmonary disease, diabetes or hypertension might, with proper
preventative care, avoid hospitalization

e 30-day readmissions: intent = understanding how inpatients readmitted for the same
condition might, with proper discharge instructions and follow-up care, avoid those
readmissions

* Persons with recurring substance use disorder issues: intent = understanding the
healthcare needs and experiences of those with chronic substance usage disorder

» oOne planned session gathered several members of the rural uninsured community to
better understand their healthcare needs and experiences

“Voice Your Vision: Rochester” engagement/listening session convened to obtain a better
understanding of:

e Healthcare challenges faced and/or barriers experienced by the community
e A vision, from the patient/consumer perspective, of how the patient’'s/community’s
health and well-being would/could improve, if challenges/barriers were addressed
¢ Existing community resources, services and assets that have been beneficial in assisting
patients/communities to achieve better health outcomes
e Key community stakeholders
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Topics discussed in small revolving groups were:

Women's Health

Taking Charge of Your Health (health literacy, community education, social marketing)
Violence and Trauma {a public health issue}

The Faith Community (How the Faith Community impacts behavior change; their role in
the community)

Seeking Services in the Community (physical/mental and social services)

Youth and Adolescent Health

Aging and Elder Care

People with Disabilities (deaf/haord of hearing, mobility challenges, blind/visually
impaired)

LGBTQ, Health

Men’s Health (in a Barber Shop setting)

Resonating Premises of Forums:

Strengthening Patient-Provider/Healthcare Professionals cultural competence

o

Increase awareness/understanding of the intersection of poverty and health - social
determinants of health

Increase understanding of stigma/perceptions associated with providing care
Increase understanding of how the social and emotional needs of individuals and
health play a role in health-seeking behaviors and following up with health care needs
Increase awareness of patient knowledge/perceptions of different diseases

Increase awareness/sensitivity to challenges/barriers that may exist in accessing
health care and social services

Encouraging shared decision-making

Encourage/support patient education
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CC/HL Strategic Initiatives, Foundational Goals and
Interdependencies

To ensure the successful implementation of the outlined CC/HL Strategic Plan, CC/HL must not
be viewed as stand-alone processes. Instead, efforts to strengthen practices relative to CC/HL
will be integrated into all aspects of FLPPS operations and infrastructure development. In order
to support the successful implementation of the activities outlined in this CC/HL Strategic Plan,
FLPPS will establish/develop a supportive organizational infrastructure and create a mechanism
to hold Partners accountable based on improved CC/HL practices, performance metrics, and
improved patient outcomes and patient experience.

The following sections outline a set of specific goals and related activities that FLPPS may employ,
to be implemented in a phased manner over the next four years. While necessarily detailed and
specific, the plan is framed by the following overarching goal: To promote Patient Voice and
Patient Choice while ensuring high value, equitable care.

In reviewing this plan, it is important to note that the size and capacity of Partners may impact
their ability to implement the activities, practices and strategies as presented within this CC/HL
Strategic Plan; modifications will be made, as necessary, to reflect that these accommodations
have been taken into consideration.
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Strategic Initiative: Improve Health Outcomes among Priority
Groups in the FLPPS Region

In developing a strategy for strengthening cultural competency and to address issues related to
health literacy, we must pay particular attention to groups that are especially vulnerable and
where significant disparities exist. This includes further examination of the disparities that each
group experiences, along with continuous work with the community and identified priority
groups through community stakeholder events, focus groups, hot spot analysis and patient
engagement activities. In working with each priority group, the implementation of shared
decision-making, patient self-management and cultural activation approaches are important to
moving the system towards realizing the goal of Patient Voice and Patient Choice.

The goals and activities for this strategic initiative focus on continually refining our
understanding of identified priority groups and their complexities, and identifying emerging
and/or unidentified priority groups experiencing disparities through further data analysis and
engagement with patients and communities.

To identify priority groups experiencing health care disparities within the FLPPS Region, empirical
literature, peer-reviewed journals, census databases, public databases and regional data reports
were examined, including:
e FLPPS DSRIP Community Needs Assessment
e NYS Medicaid Redesign Team Health Disparities Workgroup Report
s NYS County Prevention Agenda Data
e 2013 - 2017 Community Health Needs Assessments for Wayne County, Ontario County,
Yates County, Seneca County, Cayuga County, Monroe County, Southeastern Steuben
County, Chemung County, Livingston County, Allegany County, Genesee County, Orleans
County, Wyoming County
e 2015 NYS Poverty Report
e ACT Rochester Community Report Cards
¢ Salient Medicaid Claims Data

Based on this analysis, the following populations were identified as priority groups based on their
increased risk of poor health outcomes, as a result of social determinants of health, such as
socioeconomic conditions {e.g., built environment, concentrated poverty, unemployment and
the stressful conditions that accompany it), limited resources to meet daily needs, inadequate
access to care, social norms and attitudes (e.g., discrimination, stigma, and distrust), limited
education, inadequate availability of community-based resources, and language proficiency:

e African Americans
e American Indian/Alaska Natives

» Asian/Pacific Islanders
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e Hispanics/Latinos

* Migrant and Seasonal Farmworkers {MSFWs}

e Refugees

¢ Individuals with Intellectual and Developmental Disabilities (IDD)

e Homeless

e Individuals w/ Mental, Emotional or Behavioral Health Disorders {MEB Disorders)

e leshian, Gay, Bisexual, Transgender, Questioning, Intersex, and Two-Spirit (LGBTQI2-S)
¢ Mothers, Infants & Children

o Deaf and Hard of Hearing

e Individuals and Families Living in Poverty

The FLPPS CC/HL Implementation Planning: Priority Groups Summary Report (Appendix C),
summarizes our findings and important information about each of these groups. The report was
presented to the FLPPS CC/HL Committee on October 26, 2015, for review and input. This initial
report will shape the implementation of the CC/HL Strategic Plan and Training Strategy, and will
ultimately serve as an educational resource for providers, CBOs and Partners.

This report is a living document — one that we will continue to build on throughout the
implementation of the CC/HL Strategic Plan.
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GOAL #1: Identify Priority Groups experiencing health care disparities.
Activity: Identify, review and summarize data sources.

a. Review and analyze the FLPPS DSRIP Community Needs Assessment (Appendix B) and
other data sources {e.g. County-Level Community/Health Assessments, Workgroup
Reports, Regional Data Reports, Census/Public Databases, Salient Databases and NYS
Prevention Agenda) to identify Priority Groups experiencing health care disparities.

b. Engage with community stakeholders to identify Priority Groups that are currently not
and/or minimally represented in current data sources, such as Native Americans,
homeless, LGBTQ, deaf and hard of hearing.

¢. Conduct a literature review to identify implications for CC/HL.

d. Review findings from data sources with the CC/HL Committee for input and feedback.

e. Draftareport and summarize findings and important information about each of identified
priority group.

f. Use findings to inform the CC/HL Strategic Plan.

Goal #1 Achievement Outcome Indicators:
® Priority Groups identified and summary report drafted
» Findings used to inform the CC/HL Strategic Plan
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GOAL #2: Establish a process to continually refine our understanding of Priority Groups
experiencing health care disparities.

Activity: Use data sources/information gleaned from the identification of Priority
Groups and the FLPPS CC/HL Implementation Planning: Priority Groups Summary Report
{Appendix C) to continuously refine the definition of Priority Groups experiencing health care
disparities. Formal review should take place every two years, at minimum.

a. Conduct hotspot data analysis and GIS mapping to identify concentration areas (e.g., zip
code, county by county, Naturally Occurring Care [NOCN]) experiencing disparities.

b. Engage with key community stakeholders to identify Priority Groups that are currently
not and/or minimally represented in current data sources, such as Native Americans,
Homeless, LGBTQI2-S, deaf and hard of hearing, vision loss and other hidden disabilities.

c. Engage with communities (e.g. focus groups, community stakeholder engagement
forums, community listening sessions with patients/consumers, community health
workers, and other stakeholders} within the FLPPS network to identify Priority Groups
experiencing health care disparities.

d. Stratify Priority Groups per NOCN in collaboration with newly established NOCN CC/HL
subcommittees and NOCN workgroups to refine understanding of Priority Groups on a
sub-regional level, as related to the cultural nuances of each Priority Group.

Goal #2 Achievement Outcome Indicators:
e Additional unidentified and/or newly emerging Priority Groups identified every two years
e Community processes are used to further refine understanding of Priority Groups
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GOAL #3: Identify existing and/or additional performance metrics that support the monitoring
health care disparities among Priority Groups, by NOCN. Include CC/HL metrics on NOCN-
specific performance dashboards.

Activity: Utilize performance metrics to identify and monitor health disparities among defined
Priority Groups

a. Evaluate the organization’s ability to stratify DSRIP performance metrics to highlight
health disparities. Fill gaps, as needed, with additional performance metrics, as defined
by the FLPPS CC/HL committee.

b. Include performance metrics, stratified by patient demographic variables and priority
groups, on NOCN-Specific performance dashboards.

c. Establish CC/HL guidelines for NOCN-specific performance dashboards specially focused
on disparities in health, social and behavioral determinants, access to care and quality of
care.

d. Define and leverage incentives to hold Partners accountable for demonstrating progress
in closing disparity gaps, based on improved CC/HL practices, performance metrics,
improved patient outcomes and patient experience.

Goal #3 Achievement Qutcome Indicators:

e CC/HL performance metrics identified and incorporated into NOCN-specific performance
dashboards

e At |east two (2) performance metrics related to elimination of disparities identified by each
Partner within their scope of services

e Each Partner implementing interventions related'to these performance metrics
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GOAL #4: Support shared-decision making between patients and their healthcare providers,
wellness self-management and patient self-advocacy approaches across the FLPPS network.

Activity: Develop guidelines for informing patients’ choice in the selection of providers and
services, through interpersonal communication, decision coaching/motivational interviewing
and decision aids, which take patient initial/informed preferences into consideration.

a. Provide Partner/patient evidenced-based and community-defined evidence education
related to shared-decision making, patient advocacy, and self-management of
health/weliness to create health equity and address health disparities among priority

groups.

Establish a CC/HL resource repository, housed on the FLPPS website, for
providers/Partners to access culturally relevant and appropriate, best and
promising evidenced-based, and community-defined evidence self-
management practices and resources for shared-decision making, and self-
management of health/wellness, including culturally, linguistically and health
literacy appropriate patient educational materials.

Establish a process to educate Partners, clinicians and other staff members that
have contact with and serve patients/consumers regarding the impact that
CC/HL may have on health, health seeking-behaviors, and ways to engage both
Partners and patients in shared decision-making, so that encounters will be
beneficial for both.

Goal #4 Achievement Outcome Indicators:
80% of contracted Partners participate in shared-decision making training by DSRIP Year 5

Partners demonstrate an understanding of the concepts of shared-decision making and self-
management health/weliness

Care plans incorporate familial, individual and community strengths and interagency
resources
Patients demonstrate an understanding of the concepts of shared-decision making and self-
management health/wellness as measured by patient experience survey
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GOAL #5: Educate FLPPS Partners about the importance of patient cultural activation.

Activity: Host and facilitate modified learning collaborative sessions that focus on evidence-
based and community-defined topics, such as motivational interviewing and the dynamics of
power and privilege, and its impact on patient outcomes, particularly health disparities, as well
as demystifying negative perceptions of Medicaid beneficiaries.

Goal #5 Achievement Outcome Indicators:
s 50% of Partners participate in cultural activation training by DSRIP Year 5
s Concepts of cultural activation embedded in Patient Rights and other relevant documents

Strategic Initiative Supporting Documentation:

e FLPPS Cultural Competence and Health Literacy Implementation Planning: Priority Groups
Summary Report (Appendix C)

e A CQl Process that identifies Priority Groups experiencing health care disparities

e CC/HL Performance Measures Tracked by FLPPS

e CC/HL Dashboard - For Individual Partners and FLPPS Network

¢ Guidelines for informing patients about health/wellness self-management

o Shared-decision making protocols (implementation, monitoring and evaluating strategies)
for Partners and patients

e Patient grievances
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Strategic Initiative: Promote Patients’ Ability to Self-Manage
Conditions (Considering Cultural and Health Literacy Factors)

Implementation of shared decision-making, patient self-management and cultural activation
approaches are important for realizing the goals of Patient Voice and Patient Choice. Culture
affects how individuals communicate, understand and respond to any given intervention. As a
result, we acknowledge the value of patient engagement, patient advocacy, patient-provider
relationships and shared-decision making. The selection of assessments and tools to support
patient self-management must be approached through a CC/HL lens, identifying those tools that
are appropriate from a cultural, language and health literacy perspective.

The goals and activities for this strategic initiative focus on the identification of assessments and
tools that incorporate CC/HL considerations and social determinants of health, recognizing local
community cultural nuances, to support both Partners and patients in improving patient
outcomes. Activities additionally focus on patient and community engagement in selection of
tools and implementation.
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GOAL #6: Identify assessments and tools to assist patients with the self-management of their
health conditions. The tools will include appropriate cultural, language and literacy
considerations.

Activity: Identify key factors driving health disparities, and identify resources to support
providers in addressing them.

a. Use data/information gleaned from the identification of Priority Groups and the “Priority
Groups Summary Report” as the baseline for the identification of assessments and tools
to assist Partners and patients with the patients’ self-management of their health
conditions.

Activity: Conduct a comprehensive literature review and seek guidance from experts, as
needed, to develop a comprehensive set of assessments, tools and other resources aimed at
supporting and activating patients to manage their health conditions.

3. Identify brief tools for Partners to assist in assessing patient culture, health literacy and
preferred language to facilitate care/service delivery through:

i. Incorporation of culturally responsive interview techniques.

ii. Patient-Provider/Partner collaboration, and identification of patient preferences,
regarding inclusion of family/community members as an approach to decrease
barriers to quality care.

iii. Encouraging and assisting Partners to explore, acknowledge and incorporate
patient’s cultural nuances in care/service delivery, such as:

o Cultural identity and acculturation {self-identification)

e Membership in a sub-culture {culture within a culture}

e Beliefs about health, healing, and help-seeking {cultural acceptance of
behavior(s) related to health, healing and treatment practices)

e Trauma and/or loss {stigma, discrimination, distrust, migration, relocation, and
emigration)

¢ Financial insecurity/poverty/limited resources

¢ Inadequate access to care/resources

¢ Educational level

e Language proficiency/preferred language

o Nationality (American-born/foreign-born)

s Vision/hearing loss and hidden disabilities
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Goal #6 Achievement Qutcome indicators:

e FLPPS Resource Repository includes a robust catalogue of assessments, tools and resources

e FLPPS conducts an annual review of resources, continually updating with new assessment
tools as identified.
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GOAL #7: Establish opportunities to support community collaboration, feedback and
engagement in the development of strategies to identify assessments and tools that are
culturally responsive, person-centered and will address social determinants of health.

Activity: Develop a process to review potential tools/resources with patients/consumers and
providers to ensure that they are validated and appropriate for Priority Groups in terms of
cultural, language and health literacy considerations.

a. Identify and form strategic alliances with existing community centers, CBOs, established
cultural groups and gathering places (barber shops, churches, etc.).

b. Engage community leaders and members in the vetting process of assessments and tools
to ensure that the tools are relevant and applicable to the diverse populations served
within the FLPPS region.

c. Explore the cultural applicability of currently utilized assessments and tools, and their
impact on health outcomes of the identified priority groups and subpopulations.

d. Assess and analyze assessments and tools, which:

i.  Support shared decision-making approaches to increase patient understanding of
conditions and health status.

ii. Acknowledge patients’ sociocultural background.

iii.  Understand and incorporate relevant cultural factors while avoiding stereotypical
“one-size-fits-all” approaches.

iv.  Identify culturally relevant concerns and issues.

v. Mitigate negative influence of poor/decreased cross-cultural communication.

e. As necessary, tailor tools (with the authors’ permission) according to the needs of the
respective community/Priority Group/population.

f. Share culturally relevant best practices, including patient health/wellness self-
management tools to share with providers to use with their patients/consumers.

Goal #7 Achievement Outcome Indicators:

e Processes are established for review and feedback on resources identified by
patients/consumers, Partners and CC/HL Committee

e Resources identified are tailored as necessary to best meet local community needs
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GOAL #8: Assemble tools and resources to support CC/HL principles.

Activity: Review literature on best/promising practices, training and technical assistance for
integrating health care disparity elimination strategies, CC/HL into ongoing practices.

a. ldentify patient/consumer- and provider-focused resources that will be most helpful in
addressing identified priorities.

Activity: Develop an efficient way to catalogue and access CC/HL resources.

a. Create a repository on the FLPPS website that is easily accessible by providers and the
provider network.

Activity: Establish a process to educate patients/consumers and Partners about the availability
of these resources and to support their broad dissemination.

Goal #8 Achievement QOutcome Indicators:

e FLPPS Resource Repository includes a robust catalogue of CC/HL tools and resources, in easily
accessible, user-friendly formats

e FLPPS conducts an annual review of resources, continually updating with new resources as
identified
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GOAL #9: Operationalize health literacy in the network through the development,
implementation, monitoring and evaluation of a health literacy plan.

Activity: Develop uniform health literacy standards, policies and procedures for FLPPS Central
and the FLPPS network to ensure that The Plain Writing Act of 2010 is upheld, to ensure that
patient documents and educational materials are written in plain, easy-to-understand language.
a. Create and provide guidelines that detail the principles of the Plain Writing Act of 2010 in
accordance with health literacy.
b. Inform Partners of the Plain Writing Act of 2010 to ensure effective implementation.
c. Monitor/Track Partners’ implementation of the Plain Writing Act of 2010 guidelines.

Activity: Develop uniform health literacy standards, policies and procedures for FLPPS Central
and the FLPPS network to ensure that accurate, accessible, and actionable health information is
targeted or tailored for the populations served.

a. Devise and schedule a training/professional development series for Partners, clinicians

and other staff serving patients/consumers regarding health literacy topics, including:

® Provider Patient/Communication - The use of health literacy strategies in
interpersonal communications to ensure patient understanding and consideration of
options

¢ Health, Wellness and Medication Management - The use of health literacy strategies
in incorporating shared decision-making and self-management approaches into
practice

e Informed Consent - The use of health literacy strategies to ensure patient
understanding and consideration of their options relative to sharing of their health
information

Activity: Integrate health literacy into planning, evaluation and quality improvement.

a. FLPPS will support Partners as they implement, and continuously improve, integrated
health literacy into their organizational
b. FLPPS will support Partners in the adoption of various information presentation formats
based on their service populations, for example:
e Literacy rates of the population served
¢ Education level of the population served
¢ Language preferences of the population served
e Cultural attributes of the population served
e Consumer feedback
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Goal #9 Achievement Outcome Indicators:
e FLPPS Health Literacy Plan developed, implemented and monitored against patient
outcomes (performance tracked via dashboard metrics)

s Network Partners (80%) have developed and implemented their Health Literacy Strategic
Plans

Strategic Initiative Supporting Documentation:

® FLPPS CC/HL Implementation Planning: Priority Groups Summary Report (Appendix C)

o Community Meeting Documentation - agenda, presentation material/presentation
summaries, meeting minutes/summary, attendee sign-in sheets

e Process toildentify, vet and validate assessment tools with Partners and patients

» Repository of CC/HL assessments, tools and resources to assist Partners in assessing the
cultural and health literacy of their patients

e Community forums that promote and engage, patients, and stakeholders in two-way
communication
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Strategic Initiative: Improve Access to Quality Primary Health,
Behavioral Health and Preventive Health Care (Considering
Cultural and Health Literacy Factors)

Improving access to quality primary, behavioral health and preventive health care, is a
continuous process that involves engagement with patients, communities, community
stakeholders and Partners, as well as integration with the community. Effective interventions
must include a recognition of key factors that impact disparities among priority populations.
Specifically, when working to improve access to care, one must account for the complex
interaction of cultural, economic, individual, linguistic, geographical, cognitive and social factors
that guide health care utilization and health-seeking behaviors, Of great importance is the
vetting of the selected interventions and strategies by the patients we serve, and the
communities in which they live. In addition, the education of Partners is essential, to ensure that
they are instruments in supporting and assisting patients in improving service utilization.
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GOAL #10: Establish processes to evaluate key factors to improve access to quality primary
care, behavioral health and preventive health.

Activity: Use data/information from the identification of priority groups and the FLPPS CC/HL
Implementation Planning: Priority Groups Summary Report (Appendix C) as the baseline for the
refinement of key factors associated with improving access to care.

a. Utilize implications for CC/HL outlined in the “Priority Groups Summary Report”, as the
framework for analyzing key considerations for improving access, engagement and
quality of care for each population group through the lens of each group’s culture profile
and related barriers to access and/or engagement in services.

b. Use analyses to inform targeted strategies and interventions to address disparities.

Activity: Utilize FLPPS performance data, stratified by NOCN, Priority Group and services
delivery areas (e.g. primary care, behavioral health and preventive care) to evaluate disparities
and key factors associated with such disparities.

a. Continually measure and drive improvements to address disparities.

b. As needed, identify and analyze additional/new datasets and information resources that
help to refine understanding of the key factors.

Activity: Engage with NOCNs to refine understanding of key factors associated with improving
access.

a. Work with NOCNs define sub-regiona! nuances of each identified Priority Groups and to
identify new/emerging populations of concern.

b. Work with NOCNs define additional metrics relative to local nuances important to
assessing and understanding key factors associated with access.

Activity: Engage with local communities, including patients, to refine strategies to improve
access to quality primary care, behavioral health and preventive health.

a. In collaboration with NOCNs, conduct focus groups and community listening sessions to
share information and obtain input on the strategies to address access to care.

Goal #10 Achievement Outcome indicators:

s Community-wide process and data analysis conducted and key factors associated with
barriers to access are identified

s Findings used by network Partners to improve access to quality care, with progress reflected
in performance metrics, stratified by Priority Groups
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GOAL #11: Set forth actions to ensure that patients/consumers with Limited English
Proficiency (LEP) have meaningful access to services that have incorporated cultural, linguistic
and literacy factors.

Activity: Using available data sources, (e.g. U.S. Census, American Community Survey, client
data, CBOs, government agencies, etc.) FLPPS will assess languages spoken of populations served
within the FLPPS network.

Activity: As necessary, FLPPS will translate New York State mandated/compliance-related
patient documents {e.g. Grievance Policy, HIPAA/Confidentiality, Consumer Rights) into Spanish,
Chinese, Russian, ltalian, Korean, French (Haitian) Creole, including Braille, (the top six languages
spoken by individuals with LEP within New York State), as identified by the New York State
Department of Labor, tailored to the FLPPS region.

Activity:  As necessary, FLPPS will support Partners in offering New York State
mandated/compliance-related patient print, audiovisual, and other forms of media content {e.g.
Grievance Policy, HIPAA/Confidentiality, Consumer Rights, Consent/Release Forms, Discharge
Documents, Prescription Information/Labels) in Spanish, Chinese, Russian, Italian, Korean,
French {Haitian) Creole, including Braille and American Sign Language (the top six languages
spoken by individuals with LEP within New York State), as identified by the New York State
Department of Labor, tailored to the FLPPS region.

Activity: FLPPS will review internally-developed print, audiovisual, and other forms of media
content with their Patient Advisory Committee (PAC) and/or via other expert stakeholders prior
to dissemination.

Activity: FLPPS will establish a process to determine and reassess, at least every two years, the
vital documents {including website content) that must be translated and/or updated.

Activity: FLPPS will compile and maintain a repository listing of local interpretive and translation
services/resources for the populations served (e.g. oral interpretive resources, telephonic
interpreting services, including contracts/arrangements with CBOs, individuals or vendors).

Activity: Provide mechanisms to support Partners with informing patients of their legal rights
to request translation and interpretation services in their preferred language from healthcare
facilities:
o Title Vi of the Civil Rights Act of 1964
e National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health
and HealthCare
e HIPAA Regulations

Activity: FLPPS will provide Partners, clinicians, and other staff that interact and serve
patients/consumers and family members, basic training on:
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e The legal obligations to provide meaningful access to benefits and services to LEP
individuals

» How to access/obtain/use/work with language assistance services (e.g. interpreters,
language lines) in service delivery

¢ Documenting the language needs of LEP consumers/patients and the language services
provided to them by the facility

Goal #11 Achievement Outcome Indicators:
e Partner handbooks are available in the preferred language(s) of the service
population(s)/area(s), and include Patients' Rights

* Improved system utillzation, including access to primary, behvioral health and preventive
care by LEP populations
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GOAL #12: Develop a user-friendly searchable listing of the FLPPS website that includes the
description of Partner organizations, including contact information and website links, location,
house, services provided, Medicaid acceptance, available language/interpretive services, and
patient ratings using standardized measures.

Activity: Gather Partner data to post on FLPPS website.

Activity: Work with Partners to make listing widely available across their digital infrastructure,
including website, electronic health records, care management systems, etc.

Activity: Establish a process which will prompt Partners, via automated reminders twice a year,
to submit updated information to the resource directory.

Goal #12 Achievement Qutcome Indicators:

FLPPS and Partner websites enhanced to clearly disptay information in user-friendly formats
Websites are routinely updated twice per year, more frequently as necessary, to incorporate
FLPPS and/or Partner changes
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GOAL #13: Use information from the identification of key factors associated with access to
quality primary care, behavioral health and preventive health care, to inform the identification
and implementation of interventions/service delivery approaches that have demonstrated
effectiveness with Priority Groups, and incorporate CC/HL considerations and local nuances.

Activity: Under the direction of the CC/HL Committee, in collaboration with the Clinical Quality
Committee, ensure that CC/HL is woven through the FLPPS network, as the foundational
infrastructure from which to build effective DSRIP program implementation impacting
indemnified priority populations.

Activity: Under the direction of the CC/HL Committee, in collaboration with the Clinical Quality
Committee, establish processes and mechanisms to ensure that interventions/service delivery
approaches are data-informed and community-driven, with attention to local cultural nuances
and social determinants of health.

Activity: Under the direction of the CC/HL Committee, in collaboration with the Clinical Quality
Committee, ensure that CQl processes are in place, to include focused attention on CC/HL
throughout DSRIP program implementation.

Goal #13 Achievement Outcome Indicators:
o FLPPS organizational infrastructure in place to support activities

Strategic Initiative Supporting Documentation:
e FLPPS CC/HL Implementation Planning: Priority Groups Summary Report {(Appendix C)

e Community Meeting Documentation - agenda, presentation material/presentation
summaries, meeting minutes/summary, attendee sign-in sheets

e ACQl Process that identifies key factors associated with improving access to care for patients
in Priority Groups

e CC/HL dashboard template, highlighting CC/HL performance measures

o Community Forums with primary focus on access to quality primary health, behavioral
health, and preventive health care

e Health Literacy Plan (implementation, monitoring, and evaluation strategies)

e Minutes/agendas of collaborative efforts, which identify and address social determinants of
health and promotion of CC/HL principles
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Strategic Initiative: Utilize Community-Based Interventions to
Reduce Health Disparities and Improve Outcomes {Considering
Cultural and Health Literacy Factors)

Community-based interventions that reduce health disparities and improve outcomes across the
FLPPS region require an in-depth understanding of community, as well as Priority Groups and
disparities impacting community. Work is needed to systematically conduct a thorough
literature search to identify those interventions that have been shown to be effective with
populations with a similar socio-demographic profile to the populations in our region.
Additionally, a region-wide community exploration is needed to identify specific interventions
shown to be effective in our communities as demonstrated through “practice-based evidence”.
To ensure that interventions truly recognize local cultural nuances and the complexity of our
communities, a thorough vetting process involving patients and the community must be in place
to best match interventions with each community and/or population group. Implementation of
such interventions must be undertaken in a thorough manner, with support for training and CQl
processes. Implementation of any new “pilot” interventions must include this support as well.
Additionally, Partners and community stakeholders should have easy access to information
describing these interventions and their applicability to assist in selecting the most appropriate
intervention for their population of focus.

The goals and activities for this strategic initiative focus on continuous identification of
disparities, comprehensive literature review and exploration to identify community-based
interventions proven successful in addressing disparities and improving outcomes, both
evidence-based and practice-based evidence, and engaging with patients and local communities
to vet such interventions, to ensure a match with local cultural nuances. Goals also include
awareness and implementation activities.
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GOAL #14: Identify existing and potential community-based interventions that have been
effectively shown to reduce health disparities among defined priority populations.

Activity: In concert with the development of the organization’s Population Health Roadmap and
implementation of Domain 4 projects, develop a directory of existing community-based
interventions aimed at health status improvement, including documentation of program target
populations.

Activity: As identified in project work plans, utilize performance metrics and analytic
functionality to measure the impact of identified community-based interventions, with a specific
focus on identified priority populations.

a. Use data to identify best practices and gaps in service delivery.

Activity: Conduct a comprehensive literature review and seek guidance from experts to define
best-practices in community-based programming to fill identified gaps, including:
* Preventive health care delivery approaches, along with primary prevention/population
health based strategies
e Community-based supportive services that address social determinants of health and
operate in a manner that supports effective access to, and engagement in, primary care,
behavioral health and preventive health care
e Approaches that integrate primary care and behavioral health care

Activity: The FLPPS CC/HL Committee and NOCNSs will review interventions that appear to have
promise for defined Priority Groups and communities.

a. Develop a compendium of high-value community-based services that NOCNs fill gaps in
care.

b. Monitor the impact of community-based services over time and report using metrics
included in the NOCN-specific performance dashboard.

Goal #14 Achievement Qutcome Indicators:
e FLPPS Resource Repository established and includes a robust catalog of high-value
community-based interventions
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GOAL #15: Work with Partners to implement and utilize high-value, community-based
programs that address health disparities among priority populations.

Activity: Promote the use of community-based programs shown to be effective, for example,
community health workers, translators, case managers and peer support.

a. Using the FLPPS Information Technology (IT) ecosystem, create an effective tool to
support providers in referring patients to appropriate community-based programs,
taking into account a patient choice.

Activity: Monitor implementation, evaluate effectiveness, sustain effective activities, and
improve or replace those that fail.

a. Continually assess the services along key performance metrics associated with CC/HL and
disparities to determine effectiveness in improving patient outcomes and addressing
disparities.

b. Work with community stakeholders and Partners to build capacity at the community
levels to address needs and problems identified.

¢. Create and sustain relationships between FLPPS and community Partners, with principles
of co-learning, mutual benefit and long-term commitment, and incorporate community
theories, participation and practices.

Strategic Initiative Supporting Documentation:
e FLPPS CC/HL Implementation Planning: Priority Groups Summary Report {Appendix C)

e FLPPS DSRIP Community Needs Assessment (Appendix B)

e Completion of "Meeting Schedule Template" for all meetings that that have occurred with
attendee list, minutes and presentation materials maintained on file

o List of community-based interventions to eliminate health care disparities

e Focus groups with consumers/patients

e Meeting agendas/minutes of Patient Advisory Committee

e Meeting agenda/minutes/materials for learning collaboratives that focus on community-
based interventions that eliminate disparities
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Strategic Initiative: Partner with Population of Focus and Other
Community Groups to Improve Health Outcomes among Priority
Groups Experiencing Health Care Disparities (Considering
Cultural and Health Literacy Factors)

Patient Voice and Patient Choice are critical measures to capture, consider and incorporate into
the health care system’s transformative process. The FLPPS CC/HL Strategic Plan recommends
multiple steps and methods that engage patients and their families, establishing mutual
credibility, nurturing collaborative relationships and creating stakeholder buy-in. This process
will collect information that wili be used to: (1) Guide the enhancement of service delivery and
increase health equity; (2) Disseminate materials to grow the health literacy of community
stakeholders; and (3} Contribute to the elimination of health disparities and overall system
improvements. To be effective, the methods established must be continuous and include
mechanisms for routine feedback.

The goals and activities for this strategic initiative focus on developing and implementing the
elements required for an effective two-way communication strategy between FLPPS and the
populations and community groups in the FLPPS region.
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GOAL #16: Create community engagement strategy with a particular focus on priority
populations.

Activity: Convene a stakeholder group to inform, design/plan, monitor and evaluate the
process. Community input will update and advise the enhancement of the FLPPS communication
plans and improve the quality of policies, making them more practical and relevant to decrease
barriers to care and improve outcomes.

a. FLPPS will develop a Community Stakeholder Group supported by FLPPS cultural
competence senior-leve) staff.
b. The FLPPS Community Stakeholder Group will be comprised of:

Patients/consumers of services

CBOs

Faith-based organizations

e Cultural brokers

o Civic and neighborhood organizations

o FLPPS representatives from the leadership group to serve in an advisory capacity
¢ Representatives from the identified priority groups

Activity: The FLPPS Community Stakeholder Group will define Priority Groups whom FLPPS
should communicate with — peoptle, place, affiliation and cultural identity.

a. FLPPS Stakeholder Group wiil review the FLPPS CC/HL implementation Planning: Priority
Groups Summary Report {Appendix C) to identify and prioritize communication activities.

b. The FLPPS Community Stakeholder group will define methods of communication,
employing social marketing approaches that incorporate the cultural nuances of the
defined community.

Activity: FLPPS will engage the Patient Advisory Committees and Community Stakeholders
Group in the creation of messages, and who best to deliver the information to and in what
forums.

Activity: FLPPS will offer training and professional development opportunities for Partners,
clinicians and staff on effective patient/consumer engagement approaches, and evidenced-
based and community-defined evidence practices related to communications that address
health disparities.

a. FLPPS will engage faith-based organizations to host educational opportunities and
educate leaders on how they can engage their congregations in wellness self-
management.
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b. FLPPS will engage other organizations who are currently conducting outreach and
education, to expand their content from general health to social determinants of health
and CC/HL practices.

c. FLPPS will engage pharmacists and/or other providers/Partners prescribing medication,
to translate prescriptions into preferred languages and formats for the population being
served.

d. FLPPS will engender two-way communication via public forums and meetings by
providing opportunities to explain to the community current news regarding the health
care system, offer information, gather patient/consumer and community stakeholder
feedback; demonstrate openness and transparency; and enable FLPPS Central to develop
social networks.

Activity: FLPPS will create a process to evaluate impact and gather feedback.

Goal #16 Achievement Outcome Indicators:

e Key community stakeholders engaged in developing and implementing a communication
strategy that incorporates essential elements of CC/HL informed approach

e Strategies evaluated to assess their reach/impact on identified Priority Groups
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GOAL #17: Define plans for two-way communication with the populations served and
community groups through the community stakeholder engagement forums.

Activity:

FLPPS Community Stakeholder Group will define methods of communication that

incorporate the cultural nuances of the defined community.

Activity:

FLPPS will ensure all messages to the public are informed by consumers/patients,

community, providers/Partners and data analysis. As applicable, messages should:

Reduce stigma

Be culturally informed

Be respectful of cultural values

Be available in accessible and alternative languages/formats

Create environments where individuals can communicate /discuss concerns

e Be administered in different formats and locations
e Bejargon free

Activity:

FLPPS will ensure that community meetings and forums are designated as “Safe

Spaces” where all participants are encouraged to contribute, and are valued to present
themselves as they feel comfortable.

a. Barriers to access to participate will be considered and necessary accommodations will
be facilitated. Potential barriers are:

Activity:

Meeting location

Transportation

Time of day

Language accessibility (e.g. LEP and Limited Reading Skills)
Mobility issues

Child care

Credibility within community

Feedback will be collected from stakeholders attending community meeting and

forums. The information will be synthesized and then analyzed to draw out critical themes that
will inform FLPPS’ CQl process.

Activity: Create and implement a process that evaluates whether the messages were received
and understood by the community and whether the engagement met its purpose.

a. Employ a CQl process.

b. Ensure timely feedback and next steps.

Participants should be informed and given the opportunity to shape the next
stages of the overall engagement process.
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ii.  Participants should be able to communicate during the process how stakeholders’
input has influenced, contributed to, or improved the overall engagement
outcomes.

FLPPS will plan for flexibility within the process. The focus should be retaining and developing
meaningful engagement with the community: the context may change, stakeholders may
challenge the purpose of the process, stakeholders may question the scope of the process, and
stakeholders may question the scope of the objectives, methodology or require more
information, more time or their own resources to co-design the process.

Goal #17 Achievement Outcome Indicators:

o Key community stakeholders engaged in developing and implementing community
stakeholder engagement forums

e Community stakeholder engagement forums conducted in a CC/HL relevant manner and are
accessible to representatives from priority groups

o Strategies for conducting forums evaluated to assess their reach/impact on identified priority
groups
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GOAL #18: Facilitate Partner collaboration with community-based organizations.

Activity: Educate Partners, clinicians and staff about the significance and importance of patient
cultural activation.

Activity: In collaboration with CBOs, facilitate educational opportunities for Partners, focusing
on topics such as:
e Population health and how their work contributes to health equity
¢ Acknowledging and understanding the cultural nuances of their patients/service
population
e Understanding how illness is defined by their patients
e Understanding the value of stratifying patient health outcomes to improve health
outcomes
* Understanding the value of evaluating the effectiveness of interventions to achieve goals
and improve health outcomes

Activity: Collaborate with FLPPS’ CC/HL Committee to establish guidelines in network Partner
engagement with CBOs.

Activity: Host community learning/engagement sessions where CBOs will have the opportunity
to present to Partner organizations the work they do, who are their consumers, any specialized
service they offer, best practices and present the consumer outcomes achieved.

Activity: Support culturally tailored programs (e.g. diet, physical activity, and stress
management) through CBOs and strategic alliances that train consumers in self-advocacy and
wellness self-management, and train Partners in building trusting relationships with their
patients. o

Goal #20 Achievement Outcome Indicators:

o Key CBOs and stakeholders actively engaged with FLPPS

e Process for on-going/regular opportunities for collaboration between CBOs, FLPPS and the
Partner Network established, aimed at improving patient experiences, health outcomes and
eliminating disparities

Strategic Initiative Supporting Documentation:

® FLPPS Cultural Competency and Health Literacy Implementation Planning: Priority Groups
Summary Report (Appendix C)

o Community Forums to Engage with the Community

e Meeting Agenda/Minutes of Patient Advisory Committee

* Two-Way Communication Plan with Population Served; Community Groups; Community
Stakeholders

» Meeting Agenda/Minutes/Materials presented at community stakeholder meetings
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Rationale for Foundational Goals

To support the successful implementation of the CC/HL Strategic Plan, we recognize that cultural
competence and its successes are dependent on an infrastructure that supports CC/HL goals.
The foundational goals allow for the successful implementation of the CC/HL Strategic Plan in
alignment with New York State Department of Health’s {DOH) Approved Implementation Plan
and the DOH’s Requirements. Cultural competence and health literacy must not be viewed as
stand-alone processes. Instead, efforts to strengthen practices relative to CC/HL must be
integrated into all aspects of FLPPS operations and the infrastructure that is being developed
(e.g. internal operations, IT structure, workforce strategies, and Partner relations).
Interdependencies emphasize the essential collaboration and integration between FLPPS
Operations, and the infrastructure necessary to ensure successful implementation, including
interdependencies related to FLPPS organizational structure and FLPPS projects.

The foundational goals and activities focus on developing and implementing those key
components of the FLPPS infrastructure that are necessary to support the CC/HL Strategic Plan,
including ensuring that CC/HL is woven throughout FLPPS and its network.
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FOUNDATIONAL GOAL #1: Ensure that CC/HL is woven throughout FLPPS Central.

Activity: FLPPS Central will complete an Organizational CC/HL Readiness Questionnaire
(Appendix F) and Organizational CC/HL Assessment (Appendix D), the results of which will be
used to inform organizational policies, practices and procedures, and identify training needs to
ensure CC/HL practices are embedded throughout organizational operations.

Activity: FLPPS Central staff will receive regular CC/HL training to ensure staff remain
knowledgeable of the most current CC/HL concepts, policies and processes.

Activity: FLPPS Central will establish an internal CC/HL Committee, responsible for
operationalizing CC/HL activities.

a. FLPPS Central will designate a senior-level leadership position to oversee the internal
CC/HL Committee. This individual will be the liaison between project managers and
Partners, to ensure that CC/HL principles and concepts are woven into related activities.

b. FLPPS Central CC/HL Committee will provide advice and guidance to FLPPS in all areas
pertaining to CC/HL.

Activity: FLPPS Central will develop an internal CC/HL strategic plan.

a. FLPPS Central will incorporate CC/HL concepts and principles into the internal CC/HL
Strategic Pian.

b. FLPPS Central will reinforce the interdependencies of CC/HL concepts, principles and the
work streams.

c. FLPPS Central will review the organization’s vision, mission statement and guiding
principles to ensure that CC/HL principles are incorporated.

d. FLPPS Central will identify the core CC/HL competencies as they exist within the
organization and areas for improvement to formalize CC/HL goals.

e. FLPPS Central will secure technical assistance and support to ensure effective execution
of their proposed CC/HL strategic plan.

f. FLPPS Central will develop internal processes and practices to ensure CC/HL is
implemented, monitored and evaluated in all policies (e.g. human resources, fiscal,
services, vendors, etc.).

g. FLPPS Central project managers will discuss their work streams with the CC/HL
Committee twice a year, to review and identify CC/HL implications for recommendations
and feedback.
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h. FLPPS Central project managers will weave CC/HL feedback and recommendations into
all projects.

Activity: FLPPS Central internal CC/HL Committee will review Partner reports to ensure that they
reflect The National Standards for Culturally and Linguistically Appropriate Services in Health and
Health Care (the National CLAS Standards) parameters to identify areas of improvement.

a. FLPPS Central project managers will provide feedback and recommendations to Partners
and monitor progress.

Activity: FLPPS Central will expand its CC/HL Committee membership to include members from
the population of focus.

a. FLPPS will utilize and collaborate with the Regional Multicultural Advisory Committee
(RMAC) to support CC/HL processes and practices within the FLPPS network.

Activity: FLPPS Central will develop an internal Patient Advisory Committee, whose function will
be to provide the patient/consumer lens to all CC/HL-related activities.

a. Patients/consumers will be represented on/included in FLPPS committees.

Activity: FLPPS Central will dedicate a definitive budget line item for CC/HL activities.

Foundational Goal #1 Achievement Qutcome indicators:

e FLPPS Central CC/HL Assessment completed

FLPPS Central Organizational CC/HL Infrastructure established

FLPPS CC/HL Strategic Plan developed, implemented and monitored

CC/HL is woven into FLPPS Central organizational policies, practices and procedures
A dedicated budget is in place for CC/HL activities
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FOUNDATIONAL GOAL #2: Ensure that CC/HL is woven throughout the FLPPS Partnership.

Activity: FLPPS Partners will complete an Organizational CC/HL Readiness Questionnaire
(Appendix F) and Organizational CC/HL Assessment (Appendix D), the results of which will be
used to inform their organizational policies, practices and procedures, and identify the targeted
Partner groups for training and implementation support.

Activity: FLPPS Partners will designate a senior-level leadership position to oversee agency
CC/HL within their organization.

Activity: FLPPS Partners will develop an internal CC/HL strategic plan.

a. FLPPS Partner agency will incorporate CC/HL concepts and principles into the internal
CC/HL Strategic Plan.

b. FLPPS Partner agency will engages its constituents in CC/HL related activities.

c. FLPPS Partner agency will review the organization’s vision and mission statement to
ensure that CC/HL principles are incorporated.

d. FLPPS Partner agency will identify the core CC/HL competencies as they exist within
the organization, and areas for improvement to formalize CC/HL goals.

Activity: Structure a process/system for each NOCN address CC/HL goals and objectives
Activity: Engage NOCNs to understand their communities, service and priority groups.
a. Each NOCN will provide input to the FLPPS Central CC/HL Committee,

Activity: Provide Partners with resources to educate and support CC/HL practices.

Foundational Goal #2 Achievement Qutcome Indicators

» Network Partners’ CC/HL Organizational and/or Readiness Assessments completed

e Network Partners have developed and implemented their CC/HL Strategic Plans and
processes are in place for monitoring and evaluation

e CC/HLis woven into Network Partners’ policies, practices and procedures

e Structure and processes are operational for intergration of CC/HL at the NOCN Level
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FOUNDATIONAL GOAL #3: Ensure FLPPS IT ecosystem incorporates CC/HL principles into the
data collection, data analysis and data management processes.

Activity: Create a data platform that is responsive to identified priority populations.

a. Provide the necessary technical assistance/support to ensure Partners have the
internal infrastructure necessary to collect and use data relative to CC/HL and health
care disparities.

b. Create mechanisms to hold Partners accountable for demonstrating progress in
closing disparity gaps, based on improved CC/HL practices, performance measures,
improved patient outcomes and patient experience.

c. Provide training and technical support to staff and network Partners on the cultural

nuances of data collection, analysis and management, such as:

e Data Collection Methods: CC/HL relevant primary and secondary data collection
methods

¢ Data Analysis: Meaningful use of data (purpose, benefit and value of data) to
improve outcomes on the patient-level, Partner-level, community-level,
organizational-level and policy-level

o Data Management: CC/HL relevant policies, practices and procedures to ensure
that the data/infrastructure is managed effectively

Activity: Ensure that the FLPPS data collection and management process incorporates CC/HL
relevant data elements necessary for culturally responsive patient assessment, patient care
planning, Partner performance management and network performance management as
needed, to monitor outcomes and disparities among priority groups.

a. Require data collection efforts to incorporate Priority Groups and cultural attributes.

b. Analyze Partner performance on established outcomes, which will be stratified by
Priority Groups to identify disparities.

Foundational Goal #3 Achievement Qutcome Indicators:

s FLPPS data platform incorporates data elements relative to cultural attributes, especially
idenitified Priority Groups

e FLPPS data infrastructure established to enable FLPPS to collect, analyze and report relevant
data from Partners, to support work to identify and eliminate disparities and create health

equity

49| Page




PPS

FINGER LAKES PERFORMNG
FROVIDER SYSTEM

FOUNDATIONAL GOAL #5: Use CC/HL to guide the development of a diverse workforce that
represents the populations served.

Activity: Provide consultation to the FLPPS Workforce Operational Workgroup {WOW} to
ensure the incorporation of CC/HL principles.

Activity: Track and monitor Partners’ participation in culturally relevant and health literacy
appropriate training as designated in the CC/HL Training Plan.

Activity: Analyze the FLPPS network’s current workforce to identify workforce/staff needs
reflective of the Priority Groups and communities served.

Activity: Incorporate improved workforce diversity and professional development as a key
principle of its operating practices. Progress will be reported annually.

Activity: Assess the workforce’s professional development needs regarding cross-cultural
clinical interactions, and incorporating CC/HL into Partner policies, clinical practices, and staff
approaches when engaging and serving patients/consumers.

a. Devise and schedule a training/professional development series for Partners, clinicians
and other staff serving patients/consumers to address cross-cultural clinical interactions,
and incorporating CC/HL into Partner policies, clinical practices and staff approaches
when engaging and serving patients/consumers.

Foundational Goal #5 Achievement Outcome indicators:

» Plan developed for recruitment, retention and promotion of workforce that represents the
cultural groups represented within the FLPPS network

e Culturally competent and health literacy appropriate training provided for the workforce, as
defined by training needs identified by the CC/HL Training Plan

e 80% of Partners will participate in culturally relevant and health literate appropriate training
by DSRIP Year 5 End, as designated in the CC/HL Training Plan
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FOUNDATIONAL GOAL #6: Ensure corporate compliance reporting mechanisms include CC/HL
strategies.

Activity: Develop formal procedures for decision-making related to policies, practices and
grievances, in accordance with state and federal law.

Activity: Develop and implement a multi-reporting process/system for patients/consumers to
report grievances/complaints regarding network Partners, organizations or staff, that takes into
consideration potential barriers (e.g. limited access/availability of patient reporting options,
language, lack of confidentiality or anonymity, fear of retribution/denial of benefits or services):

Web-based

Verbal via phone/message line
Mobile via text message

Written

In person via Ombudsman, navigators

Foundational Goal #6 Achievement Qutcome Indicators:

» Patients/consumers are aware of and understand the grievance process, as measured by the
patient experience survey

o 80% of patients indicating that they have used the process report ease of use, as measured
by the patient experience survey by DSRIP Year 5 End; Phase In: 50% by DSRIP Year 4, and
80% by DSRIP Year 5 End

» 80% of patienis and Partners indicating that they have used the process report that the
process resulted in a mutually agreed upon positive outcome between patient and Partners
by DSRIP Year 5 End; Phase In: 50% by DSRIP Year 4, and 80% by DSRIP Year 5 End

e Grievance complaints are tracked by Partners; grievance type and outcome are factored into
Partners’ performance metrics
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Supporting Documentation for Foundational Goals:

FLPPS Central CC/HL Assessment Report with Identifying Strengths and Areas for
Improvement

FLPPS Central CC/HL Strategic Plan

FLPPS organizational structire depicting CC/HL principles at the executive-level

Project plan (workflows) to weave CC/HL principles

CC/HL dashboard that tracks project outcomes for effectiveness

Meeting agendas/minutes/materials for FLPPS Central CC/HL Committee

Meeting agendas/minutes/materials for Patient Advisory Committee

CC/HL Network Partners Report, that identifies strengths and areas for improvement; update
strategic plan

Meeting agendas/minutes/materials for NOCN CC/HL Committee, any regional group
addressing the cultural nuances of the region

Data platform

Partner contracts, that hold Partners accountable to demonstrating progress in closing
disparity gaps, based on improved CC/HL practices, performance metrics, improved patient
outcomes and patient experience
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Interdependencies: CC/HL Strategic Plan and FLPPS Projects

To be successful in implementing the plan cutlined in the sections that follows, CC/HL must not
be viewed as stand-alone processes. Instead, efforts to strengthen practices relative to CC/HL
must be integrated into all aspects of FLPPS operations and the infrastructure that is being
developed. The following work streams are essential to the implementation, evaluation and
outcomes of the CC/HL Strategic Plan:

Information Technology Systems and Processes - A key driver.

A fundamental step in identifying which populations are most at risk, and where we are
making progress in eliminating disparities, is to develop the capacity to collect, analyze and
report on key performance metrics by cultural and sociodemographic dimensions including:
race, ethnicity, English-language proficiency, sexual orientation/gender identity, disability,
immigration status, housing status, and socioeconomic status (SES). Standardization of data
across the network, its availability, how and in what format it is disseminated, and the
timeliness will ensure a process to collect reliable data that is suitable for making continuous
quality improvement decisions.

Workforce - Conscientious hiring and professional development.

Workforce efforts should be made to hire a workforce that is reflective of and has experience
working with marginalized populations; while paying particular attention to job requirements
to ensure that the applicant pool is very diverse, and that individuals from diverse cultural
groups are not subconsciously blocked from getting into the workforce (e.g. look for
individuals who have experience working with the service population, but may not have
academic qualifications that are not necessary in treating the patient). FLPPS principles
encourage the continuous nature of professional development, which learning is a
transformative process, as a facet of sound cross-cultural practices. Professional
development must be grounded in the context of CC/HL, which characterizes the diffusion of
professional knowledge to build sustainable work environments focused on improving the
health outcomes of FLPPS’ service populations.

Practitioner Engagement - Training, education, and support.

The CC/HL Committee of FLPPS Central will work closely with the Partner Relations Branch of
FLPPS to ensure that cultural competency education and training of Partners is performed
and evaluated periodically. Activities that serve to build the relationship between Partners
and FLPPS will be reviewed through the cultural lens of the FLPPS CC/HL Committee for
recommendations; while the FLPPS CC/HL Manager will ensure that activities are adhering to
established FLPPS governing CC/HL policies and procedures.

Population Health Management - A view of Priority Groups.
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The identification of key Priority Groups experiencing disparities as initiated through the
CC/HL division will form a core component of high-risk priority groups targeted for the
Domain 4 - Population Health Management projects. In addition, CC/HL will overlap with
strategies and interventions implemented for Partners, patients and the wider community,
to increase greater access to care, access to education of linguistic and culturally relevant
and appropriate self-management and wellness tools, and primary and preventative care
services, with staff that have undergone FLPPS approved cultural competency training and
verified health literacy measures.

Clinical Integration - Healing the WHOLE patient.

The CC/HL division will also work with the clinical oversight branch of FLPPS to inform clinical
protocols, particularly in the areas of care coordination and discharge procedures, to ensure
that cultural nuances of patients in the FLPPS region are taken into consideration to a
reasonable extent (e.g. the inclusion of linking/connecting patients to an identified resource,
such as a CBO, faith-based organization/leader, or group to receive care and support upon
discharge).

Patient Engagement and Activation - “/ am the expert on me”.

Given the importance of cultural competence to patient engagement and activation, the
CC/HL branch of FLPPS will work closely with the project managers and associated CC/HL
committees and patient advisory groups/committees, to conduct coordinated patient and
wider community education around the importance of ownership of health/healthcare
decision-making, health insurance and knowledge about local primary and preventative care
resources that are offered in relevant languages and with cultural considerations.

Communication - Seeking to understand, then to be understood.

Since many of CC/HL efforts are communication driven, there will be significant
interdependency between the CC/HL Committee and the communication division of FLPPS.
Both outward and inward facing communication documents, materials
and correspondences should adhere to CC/HL policies and procedures. Public
communication forums and social marketing initiatives, as initiated through FLPPS, will be
influenced by recommendations from the CC/HL and Patient Advisory Committees. FLPPS
communication strategy should also incorporate aspects of the CC/HL Strategic Plan to
ensure successful implementation and achievement of milestones.

FLPPS Organizational Structure - Representing the expectation.

All aspects of FLPPS must be aligned to fully achieve CC/HL. This involves the alignment of
certain elements that can be described as “hard” (strategy, structure, systems) or “soft”
(shared values, skills, styles and staff). Policies, processes, organizational charts, reporting
lines, formal processes, IT, etc. will influence and be influenced by CC/HL. For the CC/HL
Strategic Plan to be effective these elements must be aligned and mutually reinforcing.
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CC/HL Training

CC/HL training needs will focus on improving the current performance within the FLPPS
network, and harness resources, knowledge and expertise in the community. These trainings
will endeavor to ensure that skill sets exist amongst:

e Partner staff

¢ clinicians

e community stakeholders
e Patients/consumers

The skill sets learned will engender the improvement of health equity for all served; work to
eliminate health disparities experienced by priority groups; support the optimization of the
human resource capital amongst FLPPS providers; and empower patients/consumers to self-
manage their personal health care.

CC/HL training and professional development of network Partners and their respective staff, as
well as community stakeholders, will need to vary in delivery methods. Methods will include:

e e-Learning segments taken online

* On-site training, off-site programs

e Learning on-the-job

¢ Cohort-based webinars

e Community meetings and forums

e Other accessible and culturally considerate formats

Assessment of the FLPPS network’s current CC/HL baseline was analyzed and training needs
were identified through feedback collected from the:

e “CC/HL Organizational Self-Assessment” tool and “CC/HL Readiness Questionnaire”
completed by network Partners

e Community stakeholder engagement forums

e Review of the region’s health care system’s supports, regulations/requirements and
infrastructure

Some early identified Partner training needs were:

¢ Foundational CC/HL training to define, explain and process what CC/HL is and how to
incorporate these concepts and approaches into all aspects of the provider's organization

e Board governance

o Drafting CC/HL policies
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e Data collection and its meaningful use

e Continuous quality improvement processes

e Language accommodations

e Building a diverse and culturally respectful workforce

e Convening and tasking an internal CC/HL committee, Patient Advisory Board, Quality
Assurance/Quality (QA/QI) Improvement committee

e Patient prescription literacy

e Patient rights and responsibilities

o Health literacy

Training opportunities, resources and materials will be promoted in multiple formats (e.g. FLPPS
newsletter, emails, media, webinars, mailings, Partner communications) are made available via
a repository located on the FLPPS website. Evaluation of trainings will be conducted to reveal
successful experiences, areas that require improvement, and if new techniques, concepts,
practices and information were properly incorporated and implemented among the participants
and their organizations.

FLPPS regional gaps will be assessed periodically and on-going to determine area trends, and the
corresponding training needs necessary for network professionals, community stakeholders and
patients/consumers.

Implementation planning, compelling communications, dedicated participation and inspired
teaching are essential.
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Summary

The CC/HL Strategic Plan integrates the necessarily ambitious and aggressive set of goals and
supporting activities that FLPPS will need to spearhead in order to achieve the objectives of the
DSRIP initiative, and to transform how people in the Finger Lakes Region experience our health
care system and the outcomes they receive. As noted above, this will require a focused and
sustained effort to create a system of care, which is sensitive and responsive to the different
cultures, including the cultural attributes of priority groups, as well as the varying degrees of
health literacy among the residents of our region.

The Project Timeline (Appendix A} was created in order to provide guidance with respect to how
the implementation of these activities will need to be sequenced over the next four years if we
are to be successful. In considering the timing of the goals and associated activities, attention
has been paid to identifying those that are (1) foundational in nature in that they create the
infrastructure necessary for other work to take place; (2) the highest priority in terms of potential
impact on Patient Voice and Patient Choice; and (3) important in creating the forward
momentum and tangible progress needed to help build and maintain support for the CC/HL
initiative. This timeline is intended to serve as a starting point from which the FLPPS leadership
and Partners, CC/HL vendor, and community stakeholders will build as the work begins in
earnest.

There are a few key elements that also warrant emphasizing:

¢ Successful implementation will require the intentional, coordinated, and consistent
“marketing” of CC/HL, both internally and externally, so that stakeholders have a solid
appreciation for the true value and impact of CC/HL as an integral component of the DSRIP
initiative,

e The CC/HL Strategic Plan must be informed and progress gauged by the best possible data
we can gather, and this information must be shared in ways that are useful, accessible
and transparent for all constituencies. As such, it will be critica! to begin to assemble and
share information on disparities in key outcome areas as early as possible. While some
data can be derived from the New York State Medicaid Data Warehouse using Salient, it
will be important to incorporate other data sources as the project evolves.

¢ Finally, the CC/HL Strategic Plan must include opportunities for Patient Voice and Patient
Choice in shaping the redesign of the Medicaid system so that it truly addresses those
things that are most important to patients and the communities that support
them. FLPPS has an important responsibility to foster these opportunities at critical
junctures, from governance and project management structures, to the criteria used to
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identify clinical approaches, tools and resources to be made available to patients to
support their shared decision making and active participation in critical healthcare
experiences.

The overarching goal for this CC/HL Strategic Plan, “To Promote Patient Voice and Patient
Choice, While Ensuring High Value, Equitable Care”, provides a framework for FLPPS to
transform the health care delivery system to become one that is responsive to the needs
of its Partner network and populations served.
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EXECUTIVE SUMMARY

The Finger Lakes Performing Provider System (FLPPS) region consists of 14 counties in Upstate & Western New Yorkand
covers approximately 330,000 Medicaid beneficiaries. The metropolitan center of the region is Rochester, N.Y., where hoth
performing provider system (PPS) lead organizations are located. The needs of the population living in these areas cross a
variety of issues and are not homogenously distributed. While many health care resources exist for residents of these counties,
some services are scarce, including behavioral health support. Furthermore, the health and lives of residents in particular
geographic pockets might benefit from additional resources. In order to better understand the health care needs of the FLPPS
population, we reviewed previous regional studies and reports, analyzed Medicaid data provided by the state, conducted 13
focus groups and 30 key informant interviews, and analyzed numerous other data sources. As a result, we have identified four
primary opportunities for the region:

The need for an integrated delivery system to address chronic conditions

The need for integration between physical and behavioral health care systems
The need to address social determinants of health

The need to support women and children

Chronic conditions are a leading cause of mortality and years of potential life lost (YPLL) in the FLPPS region. Numerous
metrics of integration, including Prevention Quality Indicator (PQI} admissions and Potentially Preventable Emergency
Department Visits (PPV) indicate that these chronic conditions could be more appropriately addressed by a system thatbetter
integrates primary care and preventative medicine into the treatment plans for individuals with asthma, COPD, cardiovascular
conditions, and diabetes. The PQIs which are attributable to chronic disease (diabetes, respiratory, and heart) account for 85
percent of all potentially preventable inpatient hospitalizations in the FLPPS in 2012, A review of the available literature suggests
that a coordinated and integrated health care delivery system is well-positioned to provide efficient and effective care tocomplex
patients with chronic disease. When multiple conditions are present in a patient, as is often the case, the complexity oftreating
that individual rises. Our analyses indicate that having three comorbidities on a hospital admission results in an 18 to 24 percent
increased risk of readmission within 30 days. Addressing these conditions through an integrated delivery system should resultin
improved outcomes for these individuals and reductions in preventable utilization.

As is common in the United States, the FLPPS region typically separates physical and behavioral healthcare into two separate,
non-integrated systems. However, the need to integrate these networks in the FLPPS region is especially critical because ofthe
higher-than-average prevalence of behavioral health conditions. Our analyses indicate a clear lack of integration between the
two systems in this region and this service silo leads to poor outcomes for individuals. Not only do these individuals’ behavioral
health conditions influence their mental health, but these conditions have real consequences for their physical health as well. In
fact, suicide was found to be the fifth leading cause of premature mortality in the FLPPS. Additionally, 24 percent of all Medicaid-
only hospital discharges in 2012 were for a primary behavioral health diagnosis compared to just 8 percent and 3 percent of
private insurance and Medicare discharges, respectively. Developing links between the behavioral and physical health care
systems may ensure that Medicaid patients are seen in the appropriate setting and receive the most appropriate care for their
conditions. Addressing these individuals holistically will likely not only improve their wellbeing but may also reduce costlycare
that might otherwise be avoided.

Discussions with regional stakeholders have identified socio-economic barriers health as a key influence in the health of the
Medicaid population. Nationally, these health factors have recently come to prominence as researchers identify that these issues
are significant contributors to population health. Availability of transportation was noted as a barrier to health, both by focus
group participants and health care and community service workers throughout the region. In a survey of community based
organizations, lack of transportation was the most frequently cited obstacle to clients receiving services, identified by over20
percent of groups that reported barriers. A regression analysis comparing PPV rates and distance to emergency roomsidentified
that proximity was associated with PPV utilization in the FLPPS region. Housing resources were also identified throughoutthis
process as a need throughout the region. For example, of individuals who were homeless at the time of admission toa
psychiatric hospital, only 62 percent were connected with housing before their discharge. Addressing the socioeconomicbarriers
to health will be critical to the long term success of any programmatic efforts.

Infant mortality rates in the FLPPS region are generally higher than the New York State average, particularly in Allegany,
Monroe, Orleans, and Yates Counties. Substance use admissions among newborns also appears to be unexpectedly highin
several PPS counties. While infant mortality does appear to be a serious concemn in the FLPPS region, other measures of
perinatal health generally match New York state trends, including low birth weight, initiation of prenatal care, and birth defect
rates. It is likely that social determinants of health, not captured in the data, are driving that statistic, which is evidenced bythe
disparity in health outcomes of African Americans and Latinos in Monroe County. Increasing support for women and children will
have long term positive impacts on the health of the FLPPS population.



THE FINGER LAKES PPS REGION

The region that this analysis covers is comprised of 14 counties in the western portion of New York State. Itis
approximately 94 miles from the northern border along Lake Ontario to the Pennsylvania state line which is the southemn
boundary and 112 miles from east to west. One-fifth of 10,783 square miles in the region is lakes and rivers which often
impede travel from one part of the region to another.

The region’s 1.5 million residents live in a mix of urban and rural areas — Monroe County, which includes the city of
Rochester, is the most densely populated with 1,132 people per square mile of land area while Allegany county isleast
densely populated with less than 48 people per square mile.

For planning purposes the region is subdivided into five “naturally occurring care network” (NOCN)areas.

Monroe County is the most populous of the areas and contains almost half (48 percent) of the region's population.
The Northeast NOCN — Cayuga, Ontario, Seneca, Wayne, and Yates counties — contains just over one-fifth of
the region’s population (342,000) and three smaller cities — Auburn, Canandaigua, and Geneva. This subareais
the center of the Finger Lakes and almost one-third of its territory is covered by water.

The Southeast NOCN, which is just under 15 percent of the region's population, contains Chemung, Schuyler,
and Steuben counties. Approximately one-quarter of the NOCN's residents live in the cities of Elmira, Corning,
and Hornell.

The counties of Allegany and Livingston make up the Southern NOCN, which includes a population of
approximately 114,000 people, with about one of every 12 residents living in a college dormitory or acorrectional
facility.

The Northwest NOCN, made up of Genesee, Orleans, and Wyoming counties and the city of Batavia, contains
approximately one-tenth of the region’s population.
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DESCRIPTION OF HEALTHCARE & COMMUNITY RESOURCES

Health Care Resources

The fourteen counties to be supported by the FLPPS have numerous health care resources across the spectrumn of acute
care. While both physical and behavioral health resources do exist, access and availability vary throughout the region,
with some areas lacking adequate access to both. Community based resources are available to much of the population,
but again wide variation occurs in the number and types of services available by location.

Healthcare Resource Infrastructure

Acute Care Hospitals

The 14-county FLPPS region is home to 23 Acute Care Facilities. Additionally, the region has one of New York State’s
three “freestanding” emergency departments at the former site of Lakeside Hospital (now Strong West) which provides
emergency care, as well as ambulatory surgery, radiology, and lab services in Brockport, Monroe County.
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Map 2 - FLPPS Acute Care Facilities

The FLPPS Region contains a total of 3,843 acute care beds, 9,521 nursing home beds, 46 urgent care centers and 32
ambulatory surgical centers. The distribution of these resources is outlined in Table 1 and Table 2 by total count and per
100,000 population.



Table 1 — Healthcare Resources

Number of Health Care resources by county, FLPPS region, 2012

County Ambulatory  Urgent Care Number of Number of FQHCs Assisted Hospice
Surgery Centers Nursing  Acute Care Living Beds’

- Centers ~ Home Beds Beds Facilities )
Allegany 2 1 361 76 2 2 0
_Cayuga 1 1 529 99 5 5 0
Chemung 4 5 736 466 0 4 0
Genesee 1 4 488 131 0 3 0
Livingston 1 3 _354 72 2 2 0
Monroe 11 21 5,244 2,015 36 33 11
Ontario 4 3 623 399 1 6 4
Orleans 1 2 310 70 2 3 8
Schuyler 1 1 120 25 0 1 0
Seneca 0 2 280 0 1 1 0
Steuben 3 3 699 273 1 7 0
Wayne 1 0 561 120 3 3 0
_Wyoming 1 0 218 62 1 1 0
Yates 1 0 196 35 4 3 0

DATA SOURCES: FLHSA Surveys, NY State Cost Reports

Table 2 - Healthcare Resource Rates

Health Care resources per 100,000 population by county, FLPPS region, 2012

County Ambulatory  Urgent Care Number of Numnber of FQHCs Assisted Hospice
Surgery Centers Nursing  Acute Care Living Beds

Centers Home Beds Beds _ Facilities

Allegany 4.14 2.07 746.53 157.16 414 4.14 0.00
“Cayuga 1.26 1.26 664.97 124.45 6.29 6.29 0.00
Chemung 4.50 5.62 827.79 524.12 0.00 4.50 0.00
Genesee 1.67 6.67 813.65 218.42 0.00 5.00 0.00
Livingston 1.54 4.63 546.21 111.09 3.09 3.09 0.00
Monroe 1.47 2.81 701.24 269.45 4.81 4.41 1.47
Ontario 3.69 2.76 574.09 367.68 0.92 5.53 3an
Orleans 2.33 4.67 723.69 163.41 4.67 7.00 18.66
Schuyler 5.40 5.40 648.16 135.03 0.00 5.40 0.00
Seneca 0.00 5.66 793.09 0.00 2.83 2.83 0.00
Steuben 3.03 3.03 705.61 275.58 1.01 7.07 0.00
Wayne 1.08 0.00 603.47 129.09 3.23 3.23 0.00
Wyoming 2.39 0.00 520.39 148.00 2.39 2.39 0.00
Yates 3.95 0.00 773.36 138.10 15.78 11.84 0.00
NY State N/A N/A 746.53 289.00 N/A 414 0.00

“DATA SOURCES: FLHSA Surveys, NY State Cost Reporis

The Finger Lakes Health Systems Agency has for many years performed health planning including capacity analysis
including but not limited to hospital and nursing home bed capacity. These have been exhaustive, complete planning
analyses. While the timeline for DSRIP precludes studies of the depth that has traditionally been used, we fortunately
have recent iterations of these complete analysis that encompass most of the counties in the FLPPS.

' These represent beds on hospice licenses only. The hospices have contracts for hospice services with nursing homes and hospices
in scatter beds. These are also distinct from the unlicensed beds in homes for the dying in our region. Most hospice care is provided at
the patient's place of residence.



Table 3 — Acute Care Facility Occupancy Rates and Medicaid Utilization

FLPPS Acute Care Facility Occupancy Rates, 2012

NOCN Occupancy Rate % Medicaid Days
Monroe - 78.9 19.0%
‘Northeastern 43.1 10.3%
Northwestern 46.5 19.2%
Southern 23.9 14.0%
Southeastern 43.0 19.4%
FLPPS TOTAL 61.1 18.2%

*Excludes Newborns and Neonatal Beds

The Occupancy Rate, defined as the average Daily Census per 100 Certified Beds, of the hospitals in the Finger Lakes
region is 61.2 and ranges from 15 percent to almost 80 percent, with the rural areas demonstrating generally lower
occupancy rates than the hospitals in Monroe County. As a percentage of patient days, Medicaid is the expected primary
payer for 18.2 percent of patient days in the FLPSS. A facility level table, detailing the occupancy rate and Medicaid Days
is available in Appendix A.

Hospital bed capacity has been analyzed recently by both the 2020 Commission and the 2020 Performance commission.
The initial 2020 Commission was a community convening of stakeholders to direct hospital bed expansion whenthe
Berger commission defined a need for more beds in the Finger Lakes Region. FLHSA and the State came to aconsensus
on the need for bed expansion in 2008 with the recognition that trends would have demanded more capacity butthe
community stakeholders including the hospital systems agreed to lower targets with a commitment to invest in projectsto
lower the demand by expanding outpatient care. The initial study was followed by the 2020 Performance Commission
whose regional work group composed of the stakeholders from the rural counties surrounding Monroe County evaluated
and made recommendations on the capacity needs of their counties. Actual bed projections for the rural hospitals were
looked at in total, rather than by individual hospital taking into account the capacity needed and the recommended service
capabilities needed in the local hospitals. The conclusion was that rural institutions needed to consolidate with either each
other or their referral institutions to meet the changing needs of their local community. The hospitals are currently
implementing affiliation/consolidation activities to improve service and increase efficiency. Targets for bed closure would
be anticipated to have small impact on total beds in the region but there is already shifting of capacity location and itis
anticipated that licensed beds currently not staffed could potentially be closed permanently.

Nursing Home capacity was studied by the Sage Commission and was completed in 2011. It was a 2 year effort using
computer simulations to project the Nursing Home bed need out to 2030 taking into account the desires of those who
would be affected. The bed projections were accompanied by the proviso that they could only occur if alternate home
based services were developed prior to bed closings to ensure the care needs of this population could be met. Since the
publication of the report there have been 280 NH beds closed in primarily Monroe County. The projections predictthat
there is still a net excess of 431 beds in the 9 county study area. Chemung, with 176 excess beds, and Monroe, with 165
excess beds, are the two largest counties with potential closings. We however hesitate to define excess strictly on county
borders as the proximity of counties and usual care patterns demonstrate frequent migration of patients from their Country
of origin to receive care, yet stay in the broader region. Nursing home occupancy rates and new admissions areavailable
by facility in Appendix A.

Table 4 — Nursing Home Occupancy Rates and Medicaid Utilization

Nursing Home Occupancy and Medicaid Utilization, 2012

Occupancy New Admissions

NOCN Qccupancy Rate % Patient Days Total % Dual

Medicaid x4 Eligible
Monroe 91.3 67.5 9,742 18.3
Northeastern 924 744 3,805 195
Northwestermn 86.4 74.6 1,381 17.9
Southem 90.3 74.4 876 355
Southeastern 9.7 77.4 2,455 29.4
FLPPS Region 91.4 71.1 18,259 20.8

DATA SOURCE: NH Cost Reports



Urgent Care Centers (UCC)

The FLHSA also completed a survey of all urgent care centers in the fourteen county region, as identified through
accrediting agencies and other online resources. One of the common concerns regarding the urgent care model is that
the business models do not often support accepting Medicaid patients. While several of the urgent care centers in the
FLPPS region are located in Article 28 facilities, and as such are required to serve the Medicaid population, 18 percent of
urgent care centers will only accept Managed Medicaid (MMC} (13 percent only from certain insurers) but will notaccept
Medicaid FFS. Further details on Medicaid acceptance at urgent care centers are given in Figure 1.

Urgent Care Centers Accepting Medicaid

Only Some MMC
13%
Managed Medicaid
Only
5%
1 All Medicaid
58%
No Medicaid
24%

Figure 1 - Urgent Care Centers Accepling Medicaid

Federally Qualified Health Centers (FQHC)

There are 63 Federally Qualified Health Centers in the FLPPS region. FQHC's are vital points of access to primarycare
for many Medicaid patients, especially in rural areas. Nearly 60 percent of these facilities are in Monroe County, however
the region does have five mobile providers that qualify as FQHCs and service multiple counties throughout the region.
Chemung, Genesee, and Schuyler counties do not contain any FQHC's.

The Community Health Care Association of New York State recently ranked New York counties by both the need and
sustainability of FQHC’s. Among mixed urban and rural counties, Chemung ranked third in need and seventh in potential
sustainability and Ontario ranked seventh in need and first in sustainability. Numerous other counties were ranked in
terms of both need and sustainability for both rural counties and mixed urban rural counties. Additional information onthe
FQHC's is available from HRSA and a link to that information is included in Appendix C.

Figure 2 is adapted from that report (CHCANYS, 2013). According to this work, there is both need and justificationfor
expansion of FQHCs in several areas of the FLPPS region.
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Health Homes

Several health homes serve various counties within the FLPPS region. The primary provider of health home servicesin
the region is Health Homes of Upstate New York (HHUNY), which serves 11 of the 14 counties in the region. The cther
health homes in the region only provide services to residents of specific counties and do not provide services to mostof
the rural areas.

Table 5 - FLPPS Health Homes

Health Homes in the FLPPS Regions

County Health Homes Serving Each County
Allegany Chautaugua County Department of Mental Hygiene
Cayuga Central New York Health Home Network,

Onondaga Case Management Services,
St. Joseph's Coordination Network

Chemung Onondaga Case Management Services
Genesee Health Homes of Upstate NY
Livingston Health Homes of Upstate NY
Monroe Greater Rochester Health Home Network,

Health Homes of Upstate NY
Ontario Health Homes of Upstate NY
Orleans Health Hores of Upstate NY
Schuyler Health Homes of Upstate | NY
Seneca Health Homes of Upstate NY
Steuben Health Homes of Upstate NY
Wayne Health Homes of Upstate NY
Wyoming Health Home Partners of Western New York LLC
Yates Health Homes of Upstate NY

DATA SOURCE; NYSDOH Website

County Health Departments

The county health departments in the fourteen counties also provide services to the Medicaid and uninsured populations.
These services can be critical for persons requiring specific services but with little resources to obtain them. Table 6 and
Table 7 outline these services at the county level.

Table 6 — County Health Department Services

Health Department Services by County, FLPPS S

Allegany Cayuga Chemung Genesee Livingston Monroa Ontario
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HIV Testing

FIu clinic/shots

‘Cancer screening

Licensed home care agency
Pra-school program
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DATA SOURCE: County DOH Websites
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Immunizations/clinics
TB Control/clinic
STD Clinic/testing

Nurse-Family Parlnership

HIV Testing
Flu clinic/shots

Cancer screening

Licensed home care agency

Pre-school program
Well-child clinic

Children wfspecial needs

Prenatal services

Child Health programs
WIC

Oral health

Matemal/child health programs

Orleans
X
X

x|

X

Table 7 — Counly Health Depariment Services (cont.)

Health Department Services by Gounty, FLPPS icont.j

Schuyler
X

x| x| x| |

x|

Physical Health Care Workforce

Overall the FLPPS region has a much lower abundance of physicians, as measured by licensed physicians per 100,000
population than New York State. The only county with a higher number of physicians than New York State is Monroe

Saneaa

x| [mja¢|x|

x|

Steubun

>l |l

[ Ix| |

[

Wayne Wyomin
X X
x —_—

X
, X
X

X
X
X

X

DATA SOURCE: County DOH Websites

x|

County, where both FLPPS lead organizations and major medical centers are located. As availability of primary careand

preventative services is important to DSRIP and the overali health of the population, we also reviewed the number of

primary care physician (PCP) full-time equivalents (FTEs) and the ratio of PCPs to specialists, The FLPPS region
demonstrates a lack of PCPs on this measure when compared to the state, with several counties demonstrating less than
half of the PCP workforce than the state per capita. With regards to the licensure counts and rates, it is important to note

that while licensure data is valuable to understanding workforce availability, it does not necessarily represent the number
of individuals currently providing care within the scope of a particular license. This measure does not account for

researchers or other practitioners who may not be actively treating patients but still maintain theirlicense

Dentists and pharmacists are also underrepresented in the 14-county region. The availability of both of these services

remains critical to ensuring patient centered care and preventing avoidable haspitalization. Overall the region does appear

to have higher RN licensure rates than the state, a resource which could be leveraged to implement DSRIP programs.

There is significant variability in the availability of additional clinicians among the FLPPS counties. With the understanding

that the development of programs will rely heavily on the available clinical workforce, there may need to be additional
consideration given to sub-regional implementation to ensure program success.

The region also participates heavily in the training of physicians and future health care providers as it hosts 78 medical
resident programs, which graduated 277 physicians in 2012, as well as 6 nurse practitioner programs and a pharmacy

training program.
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Table 8 — Healthcare Provider Availability

Availability of Prpviders by Licensure Type per 100,000_Pop1_.|latipn,_2012
0 AllOther PCP/ Dentists*
Specialties* Spec

County All PCP
Physicians* FTE/

100,000

_ — Pop
Allegany 97.8 46.1
Cayuga 148.5 43.4
_Chemung 315.5 89.5
Genesee 142.2 63.3
_Livingston 95.9 49.0
Monroe 377.6 98.6
Ontario 276.3 75.0
Orleans 95.3 29.3
_Schuyler 160.6 91.6
Seneca 56.7 26.0
Steuben 211.3 73.1
_Wayne 83.3 49.5
_Wyoming 121.7 64.1
Yates 141.6 75.9
NYS 348 84.5

PCP*

Ratio

344 1.84
69.0 0.90
2108 0.50
600 137
245 291
2376  0.59
165.8 067
36.9 1.58
69.8 1.30
189 2.00
121.7 074
21.2 2.93
499 144
577 145
228 0.53

Pharmacists

99.9
915
61.4
912
60.9
5.4
70.5
79.1
40.3
91.0

AN

1093.0

DATA SOURCE: Center for Haalth Workforce Studies
‘Licenses per 100,000 Pop.

Table 9 — Healthcare Provider Availability (cont.}

Availability of Providers by Licensure Typ_g, per 100,000 Population, 2012

County Physical

Therapists®

Allegany 46.7

Cayuga 61.4

Chemung 69.1

Genesee 68.3

Livingston 67.4
Monroe 91.2

Ontario 94.3
Orleans 37.8
Schuyler 69.7

Seneca 40.6

Steuben 50.3

Wayne 79.2
Wyoming 50.3

Yates 44.3

New York State 80.0

Occupational
Therapists”

18.3
25.1
44.2
12.7
43.9
471
88.7

Speech Physician
Language Assistants*
Pathologists*
48.7 30.5
40.1 23.8
156.2 40.8
68.3 29.0
101.9 45.5
94.6 64.9
89.6 51.9
23.6 7.1
2638 21.4
26.1 23.2
43.1 31.8
79.2 36.9
57.5 35.9
36.3 121
71.0 61.0

Nurse
Practitioners*

62.9
927
104.2
107.5

737
135.8
135.8

54.3

26.8

37.7
585

70.5

479

149

76.0

'DATA SOURCE: Center for Health Workforce Studies
*Licenses per 100,000 Pop.

The Health Resources and Services Administration (HRSA) identifies Health Professional Shortage Areas (HPSAs)

through an application process that documents need for a particular service., Within the FLPPS region Allegany,

Livingston, Orleans, Schuyler, Seneca, Wayne, Wyoming and Yates counties are listed as entire counties with HPSAPCP
designations for either the entire population and/or the Medicaid population. Further, Cayuga, Genesee, Monroe, Ontario,
and Steuben counties contain PCP HPSA's for various portions of their population. This strongly suggests that there isa
PCP shortage throughout the FLPPS region.
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Map 3 - PCP HPSA's, FLPPS Region

Primary Care Provider HPSA
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—
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[] Low Income Populations

Map 4 - PCP HPSA’s, Cily of Rochester

Dental care is a primary area of concem for the Medicaid and Uninsured Poputations. As identified in Map 5 below, there
are numerous locations throughout the 14 counties that identify specific populations as needing additional dental health
resources. Additionally, the HRSA data indicate that the institutionalized populations in FLPPS frequently experience
dental provider shortages. While there are 888 dental licenses attributable to the FLPPS fourteen county region, only 211
unique billed providers had encounter or service claims in 2013 as identified in the Salient Medicaid claimsdatabase.
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Map 5 - Dental Health HPSA’s

One of the additional resources at our disposal is the FLHSA aggregated claims database. This database contains
commercial, managed Medicaid and Medicare advantage claims from Excellus and MVP for residents in the majority of
the FLPPS counties. One of the added benefits of this data source is that we can determine how many physicians in
these counties are seeing Managed Medicaid patients. The providers in the rural communities are more likely to have
Medicaid claims than those in the more urban communities. However, across the region, between 80 percent and 100
percent of the providers in our database accept Managed Medicaid. While this does not account for Fee-for-Service (FFS)
Medicaid patients, it does demonstrate that the majority of providers are willing to accept Managed Medicaid patientsin

most of the regional counties.
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Table 10 - PCP Providers with Medicaid Claims

Percentage Of Primary Care Providers With Managed Medicaid Claims, 20132

PCPs With % Of PCPs With

County Provider Specialty Claims Claims
Chemung Family Practice 18 100%
Internal Medicine 29 76%

Obstetrics & Gynecology 6 100%

Pediatrics 10 100%

Total 63 88%

Livingston Family Practice 19 100%
Internat Medicine 9 100%

Obstetrics & Gynecology 2 100%

Pediatrics 6 100%

Total 36 100%

Monroe Family Practice 145 91%
Internal Medicine 296 85%

Obstetrics & Gynecology 1M1 93%

Pediatrics 173 94%

Total 725 89%

Ontario Family Practice 20 83%
Internal Medicine 26 67%

Obstetrics & Gynecology 9 100%

Pediatrics 12 100%

Total 67 80%

Schuyler ‘Family Practice 8 100%
Internal Medicine 3 75%

Obstetrics & Gynecology 1 100%

Pediatrics 2 100%

Total 14 93%

Seneca Family Practice 6 100%
Intarnal Medicine 4 100%

Total 10 100%

Steuben Family Practice 26 100%
Internal Medicine 17 74%

Obstetrics & Gynecclogy 4 100%

Pediatrics 8 100%

Total 55 90%

Wayne Family Practice 14 93%
Intemnal Medicine 14 93%

Obstetrics & Gynecology 3 75%

Pediatrics 9 100%

Total 40 93%

Yates Family Practice 13 100%
Internal Medicine 1 33%

Total 14 88%

Totals 1,024 89%

DATA SOURCE: FLLHSA Aggregated Claims Dalabase

2 Based on the November 2014 enroliment, almost two-thirds (63%) of the 14-county region’s Medicaid Managed Care enrollmentwas
in Excellus or MVP plans. However, the proportion varies substantially among the NOCN subareas from a high of 83% in Monroe Co o
0% in the SE NOCN. See Appendix A for enroliment by county and NOCN.
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Behavioral Health Workforce

The behavioral health workforce will be a critical component to the success of DSRIP programs. The availability of this
workforce varies by county. However, the region consistently measures below the New York state average availability of
behavioral health care workforce. In fact, no counties exceed the New York state average rate for either psychiatristsor
psychologists. This lack of doctoral level practitioners may have serious implications, both for their patients and the
patients being seen by the mid-level practitioners’ patients, given the potential lack of support structure. The choice of
implementation methodology by program will certainly need to account for the skill sets of the available workforce inthe
region, as well as the differences in capabilities by license type.,

Table 11 — Availability of BH Providers

Availability of Providers by Licensure Type, per 100,000 residents, 2012

County Psychiatrists* MH Psychologists*  Social
Counselors* Workers*
Allegany 26 32.5 28.4 56.9
Cayuga 8.2 17.5 63 1003
Chemung 25.1 215 186 156.2
Genesee 4.4 18.8 1.9 124.6
Livingston 0.0 20.4 17.2 125.4
Monroe 27.4 31.1 423 2175
Ontario 18.4 26.4 29.2 177.3
Orleans 6.1 9.4 9.4 75.6
Schuyler 0.0 5.4 161 1716
Seneca 113 17.4 00 1306
Steuben 14.7 10.3 21.6 121.2
Wayne 42 31.5 54 118.2
Wyoming 62 956 24 1078
Yates 21.0 16.1 81 967
New York State 36.0 210 520 2340
DATA SOURCE: Center for Health Workiorce Studies
“Licenses per 100,000 Pop.,

It should be noted that the data in the table above represents a rate of licensed practitioners assigned to a countybased
on the address listed on said license. It is unclear if this address represents where a clinician works or where he orshe
lives. Furthermore, we do not have information on the number of hours worked by clinicians or in what settings theywork
(i.e. — a research setting vs. a clinical setting). As such, it is likely that these numbers do not perfectly capture provider
availability from a patient’s perspective. Indeed, feedback from iocal county mentai hygiene directors suggested thatthe
above numbers may in many cases overstate the number of available providers in a given county. Using their working
knowledge of the available behavioral heaith resources and informal provider surveys, the county mental hygiene
directors produced estimated FTE numbers by provider type. These estimates can be found in Appendix A. Despite these
potential discrepancies, it is likely that the above license rates provide a reasonable estimate of BH provideravailability,
particularly for the purpose of comparing between counties and to the state as awhole.

HRSA also identifies MH HPSA's by a similar process as the PCP and dental health HPSA's, Through this process
Allegany, Chemung, Orleans, Schuyler, Seneca, Steuben, Wyoming, and Yates counties are all identified, in theirentirety
as lacking mental health services. Cayuga, Genesee, Livingston, Monroe, Ontario, and Wayne counties are alsoidentified
as having subsets of their populations in need of additional mental health services. Within many of these counties,
correctional facilities are identified as needing additional mental health services. Additionally, haif of the 14 counties
specifically identify the Medicaid population as being in need of additional mental health care. These identified gaps inthe
mental health care workforce could present serious challenges to any programs targeted to the behavioral health
population.
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While the rates of licensure for the FLPPS region appear to be below the state average, there is an additional separate
concern regarding the availability of these services specific to the Medicaid and uninsured populations. Wilk et al. found
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Map 6 — Mental Health HPSA's

that nationally over 85 percent of psychiatrists were willing to see new patients, but only 44 percent were willing to accept

Medicaid patients, essentially cutting the psychiatrist availability in half for those individuals (Wilk JE; et al., 2005).Both
health care and community based providers reiterated to us through our local reviews of the CNA that a shortage of

psychiatrists was also an issue in the FLPPS region.

One of the FLHSA's regional partners for the CNA is Coordinated Care Services Incorporated (CCSI) which is well
connected with behavioral health providers in the FLPPS region and continuously conducts research to evaluate the
resources available and needs of patients. They have developed an extensive database of programs that serve
behavioral health clients. Within this database, 812 programs provide services from crisis intervention (17) to supported

community housing (54). A table of all of the available resources is included in AppendixA.

Table 12 — Behavioral Health Resources by County

Behavioral Health Resources_, 2014

County
Allegany
Cayuga
Chemung
Genesee
Livingston
Monroe
Ontario
Orleans
Schuyler
Seneca
Steuben

Number of BH Resources

New York State

DATA SOURCE: CCSI BH Resource Database

a7
45
64
36
31
213
49
30
25
42
54
62
47
i}
36
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Table 13 - Behavioral Health Resources

Number of BH resources by County, 2014

County Advocacy/Supp Clinic Crisis Day Hab/Day  Family Support Health Home OMH 1915i
ort Services Treatment Intervention Servicas Services Carg Providers
Children & Management
e = e » Family . =
Allsgany B 1 4] 1 1 3 5
Cayuga 1 2 o 3 3 1 0
Chemung 4 3 2 2 1 2 -2
Genasee 2 1 1 1 1 1 2
Livingston 3 2 0 i 3 1 4
_Monroe 23 11 4 1 S 4 T
Ontario 2 2 1 2 1 2 2
Orleans 2 1 0 1 2 1 1
‘Schuyler 1 1 1 1 1 7 1
Seneca 2 2 0 1] 1 2 2
Steuben 2 1 1 3 2 2 E]
Wayne 3 1 1 1 2 1 4
Wyoming 5 2 1 1 2 2 5
Yates 2 1 2 1 1 2 4
FLPPS Region 58 1l 14 19 26 - s 42

Table 14 — Behavioral Health Resource Rates

'BH Resources per 100,000 Population by County, 2014

County Advocacy/Supp Clinic Crisis  DayHab/Day Family Support Health Home OMH 19151

orl Services Treatment Intervention Services Services Care Providers

Children & Management

Allegany 12.4 21 0.0 2.1 2.1 6.2 10.3
Cayuga 13 25 0.0 38 38 13 0
Chemung 45 34 22 2.2 1.1 22 22
Geneses 3.3 1.7 1.7 1.7 1.7 1.7 3.3
Livingstan 4.6 31 00 15 46 15 62
Monroe 31 1.5 05 0.1 07 05 0.9
Ontario 18 1.8 09 18 0.9 18 18
Orleans 47 23 0.0 23 47 2.3 23
_Schuyler 5.4 5.4 5.4 54 54 10.8 5.4
Seneca 57 5.7 0.0 0.0 28 5.7 57
Steuben 2.0 1.0 1.0 3.0 20 2.0 3.0
Wayne 32 1.1 14 11 2.2 1.1 43
Wyoming 11.9 48 24 24 48 48 12.0
Yates 7.9 39 7.9 3.9 38 79 15.8
FLPPS Region 7 2.0 0.9 1. 1.7 7 27

DATA SOURCE: CCSI BH Resource Database, 2012 Populalion from ACS



County

Allegany
Cayuga
Chemung
Genesee
Livingston
Monros
Ontario
Orleans
Schuyler
Seneca
Steuben
Wayne
Wyoming
Yates

FLPPS Region

County

Allegany
Cayuga
Chemung
Livingston
Monroe
Ontario
Orleans
Schuyler
Seneca
Steuben
Wayne
Wyoming
Yates

FLPPS Region

Inpatient
Psychiatric Unit of

Table 15 — Behavioral Health Resources (cont.)

Number of BH Resources by County, 2014 {cont.} _

a General Hospital

|p|=|aiwo oo o= woloaao

Table 16 -

inpatisnt Partial OQutpatient  CPEP Crisis Respita Supported
Rehab. Hospitalization Clinic Services Housing
Community

: " - Services

0 ] 1 0 1 3

0 0 2 o 2 3

1 | 1 0 1 3

1 0 2 0 0 1

Q 0 2 0 1 3

2 3 13 1 0 14

1 0 4 1 0 2

0 0 1 0 0 2

0 0 1 0 0 2

1 o 2 0 1 2

1 0 4 [ 1 4

0 0 2 0 0 [

0 0 1 0 1 2

0 0 1 0 1 2

7 4 a7 2 9 48

DATA SOURCE: CCSI| BH Resource Database

Behavioral Health Resource Rates (cont.)

BH Resources per 100,000 Population by County, 2014 {cont.}

Inpatient
Psychiatric Unit of
2 General Hospital

0.0

|ojwm| = oo P:P'9|PZP’P ol
mjolr|2 oo olownolo=|w

Inpatient
Rehab.

Community Based Resources

i Supported Housing
el Outpatient  opep g Respite Community
Hospnallzalio.rj Clirllc o Services Services
0.0 2.1 0.0 21 6.2

0.0 25 0.0 25 38

1.1 1.1 0.0 1.1 34

0.0 33 0.0 0.0 17

0.0 31 0.0 15 4.6

0.4 17 0.1 0.0 L]

0.0 37 0.9 0.0 1B

00 23 0.0 0.0 4.7
0.0 54 0.0 0.0 108

0.0 5.7 0.0 28 5.7

0.0 4.0 0.0 1.0 40

0.0 22 0.0 0.0 54

0.0 24 0.0 24 28

0.0 39 0.0 3.9 7.9

0.3 24 0.1 0.6 3.1

DATA SOURGE: CCS| BH Resource Dalabase, 2012 Population from ACS

While health care resources are critical to the acute needs of patients, they are not the only factors in ensuring that
patients are cared for in the most efficient and meaningful way. A litany of community based organizations (CBO)that

support individuals in the Medicaid and uninsured populations exist in the FLPPS region. Unfortunately, the availability of
these organizations has remained somewhat shrouded from the health care community. In order to identify these
resources, the FLHSA asked our regional CBO’s to complete an online qualitative survey. FLHSA staff alsorequested
detailed data from the local 211 providers to help the FLPPS understand the diverse community based resources thatare
available to their patients to help improve their fives. As DSRIP encourages the increased interaction between community
based resources and health care resources it will be important to understand not only where these types of resources
exist, but also where they may be most needed throughout the region.

The Alliance of Information and Referral Systems (AIRS) 211 taxonomy separates various community resources into

eleven basic taxonomic categories. The total number of programs providing services to the residents of FLPPS regionis
nearly 5,600. Of particular interest to DSRIP are the programs provided in the basic needs taxonomy, such as
transportation, housing, and food.
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Due to restrictions of the data set, we are unable to consistently provide service areas which are covered by the various
community resources. What we are able to examine is the county of the parent agency’s address. In order to providea
proxy for service area, we must assume that for many of these resources the parent agency provides services inthe
general vicinity of that location. There are limitations with this methodology, as several parent agencies identified as

providing services to the region are located in other areas of the state, and in some instances, other areas of thecountry.

Another confounding factor is that community-based prevention services are often grant funded and unsustainable over

the long term. The resources listed here may be transient in nature and not available to residents in the long term. Among

programs which are run by agencies located within the FLPPS Region, 36 percent are located in Monroe County, 13

percent are located in Steuben County and 10 percent are located in Chemung County. While many of the service regions
for these organizations overlap the location of the parent agency may have significant influence as to both the penetration

of those services in other areas and the understanding of local needs.

Table 17 ~ Community Based Resources by Type

211 Listed Community Resources by Taxonomy, 2014

Resource Type Number of Programs in the

R FLPPS Region
Basic Needs 1,082
Consumer Services 142
Criminal Justice and Legal Services 162
Education 76
Environment and Public Health / Safety 77
Health Care - 1,085
Income Support and Employment 195
Individual and Family Life 1,137

Mental Health and Substance Abuse Services
Organizational / Community / International Services

DATA SOURCE: 211 Resource Directories

The total number of programs available in the region is a basic indicator of the number of community resources available

for residents needing sets of services, however, this methodology does not account for variability in staffing, operating

hours and service area that clearly exist among these organizations. There are several counties that do appear to havea

disproportionate number of programs to the county populations but because this model does not account for sizeand

availability of programs, it is difficult to compare adequately across the region.

Table 18 - Communily Based Resources by County

211 Listed Community Resources by County, 2014

Parent Agency County Number of Percentage of FLPPS

Programs County Programs
Allegany 242 7%
Cayuga 135 4%
Chemung 331 10%
Genesee 70 2%
lemgston 112 3%
Monroe 1,233 36%
Ontario 244 7%
Orleans 33 1%
Schuyler 191 6%
Seneca 57 2%
Steuben 458 13%
Wayne 129 4%
Wyoming 30 1%
Yates 203 6%

DATA 50URCE: 211 Resource Direclories

The 211 Resource Directories identify transportation resources for the region under several subcategories including:local

transportation, long-distance transportation, transportation-expense assistance, transportation organizations,

transportation passes and traveler's assistance. Obviously each subcategory provides a different type of service, not allof

which are applicable to individuals needing transport for health services, but overall transportation needs are clearlyan
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area of concern for the region, and was identified as the leading barrier for residents needing services by our CBOand
behavior health survey respondents.

Table 19 — Transportation Resources by County

211 Listed Transportation Resources by County, 2014

Parent Agency County ~Number of Transport Programs
Allegany 15
Cayuga 3
Chemung 17
Genesee 8
Livingston 1
Monroe 21
Ontario 3
Orleans 0
Schuyler 12
Seneca 1
Steuben 30
Wayne 3
Wyoming 1
Yates ___ 5
Counties Outside PPS 39

"DATA SOURCE: 211 Resourca Direclories

Safe and stable housing is one of the social determinants of health which DSRIP aims to address. This is particularlytrue

among individuals with severe and persistent mental iliness (SPMI). A systematic review of the literature conducted in
2008 found that adequate housing was critical for this population and that providing permanent housing minimized harm
and increased treatment seeking behavior(Kyle & Dunn, 2008). Monroe County completes an annual housing and
homeless services report detailing the availability and need for housing in Rochester. A link to that report is availablein
Appendix C.

Table 20 - Housing Resources by Counly

211 Listed Housing Resources by County, 2014

Parent Agency County Number of Housing Programs
Allegany 33
Cayuga 15
Chemung 27
Genesee 12
Livingston 5
Monroe 75
Ontario 12
Orleans 8
Schuyler 17
Seneca 3
Steuben 42
Wayne 1
_Wyoming 3
Yates 16
Counties Outside PPS 89

DATA SOURCE: 211 Resource Directories

The FLHSA completed a survey of both behavioral health and community based organizations to better understand their

availability and their perception of barriers to care for the patients they serve in the FLPPS region. Forty six percentof
behavior health organizations reported barriers preventing their patients from receiving the specific services they
provided. The most commonly noted barrier was transportation, but the organizations also frequently noted a lack of
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personal motivation on behalf of patients to seek services and cited finances as a barrier as well. Additionally 8 percentof
respondents noted that language and culture were barriers.

What barriers to access are there {ALL LOCATIONS) for individuals in need
of your organization's programs and services? Please check all that apply.
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Figure 3 — CBO - Barriers to Access
DATA SOURCE: FLHSA PPS Community based organization Survey

Few of the organizations serving the behavioral health population noted that they had active waiting lists with two very
notable exceptions. The majority of responding Residential Mental Health and Community Residence programs notedthat
there was a wait list to receive services.

Thirty five percent of Community Based Organization survey respondents identified barriers for their clients. Amongthese,
transportation and lack of personal motivation were again the leading obstacles reported. These providers also cited a
lack of perceived need for a service, financial barriers, and insurance gaps in their communities. The similarities inthe
identified barriers between the two cohorts points to the true need to address some of these barriers for the population of
the FLPPS.

In addition to the resources listed above, numerous resources assist individuals with other needs. Two of the most
important types of community supports include libraries and religious organizations. The availability of libraries influences
both an individual's access to information and their ability to communicate with providers. Collaborative partnerships with
community organizations have been illustrated as a strategy to improving community health (Roussos & Fawcett,2000)
and have demonstrated success locally through collaborations with religious organizations. Indeed, Rochester has utilized
partnerships with primarily African-American faith-based organizations, which are frequently located in neighborhoods
with high rates of poverty, to address disparities in high blood pressure and encourage healthy habits at the community
level. Understanding the availability of these resources and knowing how to leverage them in a patient centered model
could have far-reaching positive impacts on health care in the FLLPPS region.
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Table 21 = Libraries and Religious Organizalions by County

Libraries and Religious Organizations by County, 2014

County
_Allegany
_Cayuga

Chemung

Genesee

Livingston

Monroe

Ontario

Orleans

Schuyler

Seneca

Steuben

Wayne
_Wyoming

Yates

TOTAL

'DATA SOURCE:

Libraries
17

- | _Lml
0oL Rtos 0o oo

146

Religious Organizations
23
25
9
39

33
486
44
30
12
19
32
64
12
24
832

FLHSA Community Research
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Domain 2 Metrics

Using the state provided avoidable hospital use metrics, it appears the Finger Lakes PPS has significant potentialto
improve the quality of patient care while reducing cost and improving health care system efficiency for the Medicaid
population.

Potentially Preventable Emergency Department Visits

The use of the emergency department for the treatment of conditions which could have been potentially treated in amore
effective and lower cost setting such as a primary care office or an urgent care center is a driver of avoidable hospitaluse
in the Finger Lakes region. Specifically, the FLPPS has a higher PPV rate (calculated as a weighted average of the 14
county rates), both adjusted and unadjusted (38.83 per 100 population and 37.56, respectively) as compared tothe
statewide rate (36.43). Furthermore, when compared to all counties in New York State, nine of the 14 counties in the PPS
have PPV rates that fall below the 80" percentile, meaning that only five of the counties in the region are among the top
20 percent of performers with regards to preventing avoidable ED use. Collectively, these findings suggest significant
opportunities for improving patient care and reducing potentially preventable ED use.

Table 22 — PPV Rates

PPV Rates and County Rankings
(Out of 62 counties with reported data)
Observed Rate  Unadjusted Rank Adjusted Rate Adjusted Rank

Monroe 37.98 31 34.76 18
Seneca 16.81 1 17.25 1
Ontario 25.84 6 25.82 6
Cayuga 41.34 35 42.18 37
Wayne 28.70 1" 28.93 10
Qrleans 36.76 26 36.93 28
Genesee 4598 40 46.66 42
Livingston 24.73 5 24.87 5
Wyoming 33.50 16 35.36 22
Allegany 46.1% 42 48.06 45
Steuben 48,17 47 49,92 47
Chemung 62.45 61 62.54 61
Schuyler 51.33 49 53.02 49
Statewide 36.43 22 N/A N/A

Indicates rate is below the top 20% of performers
DATA SOURCE: NY State Open Data

Potentially Avoidable Readmissions

Hospital readmissions may be an indication of suboptimal care around the time of an inpatient discharge. It appearsthat
there is considerable opportunity to improve this facet of patient care for Medicaid recipients in the FLPPS. Usingthe
unadjusted PPR rates provided by NYSDOH, this 14-county region has a facility-based weighted-average rate that is very
similar to that of the state as a whole (6.26 readmissions per 100 at-risk admissions vs. 6.75). Additionally, most of the
hospitals in the FLPPS perform worse on this metric in comparison to the highest performing facilities in New York State.
Eighteen of the 22 facilities in the FLPPS have a PPR rate that is among the bottom 80 percent of performers in New York
State, suggesting ample room for improvement across the vast majority of hospitals in the FLPPS.

Of note is the emphasis above on the unadjusted PPR rate. This focus was intentional due to the belief among the FLPPS
CNA researchers that the unadjusted rate best captures the expected need of the patient population served by a given
hospital. The adjusted rate, which was designed to isolate the quality of care delivered by a facility by controlling fora
variety of patient-factors,(Goldfield et al., 2008) may mask differences in the baseline risk of the Medicaid populations
being treated across counties and regions. The unadjusted rate, on the other hand, provides a more complete description
of readmissions that captures both the quality of care delivered by a facility and the needs or complexity of the population
it serves. As such, we believe the unadjusted rate to be most appropriate for the community needs assessment.
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Table 23 — PPR Rates

PPR RATES BY FACILITY, 2011-2012 AVERAGE
Observed Unadjusted Adjusted Adjusted

Facility Rate Rank Rate Rank

Arnot Ogden Medical Center 4.57 49 5.76 a2
Auburn Community Hospital 4.75 54 4.88 36
Clifton Springs 8.22 154 5.8 85.5
Corning Hospital 43 40 4.79 33
Cuba Memarial Hospital 1.28 8 2.35 6
FF Thompson 5.95 100.5 7.82 169
Geneva General 4.06 34 4.84 34
Highland Hospital 4.26 38.5 5.12 48
Ira Davenport 4.26 38.5 3.56 13
Jones Memaorial Hospital 3.97 28 571 79.5
Lakeside Memorial Hospital 5.1 70.5 6.49 121
Medina Memorial 8.22 153 6.02 94
Monroce Community Hospital 25 187.5 30.53 186
Newark-Wayne 4.87 59 49 37
Nicholas H Noyes 3.83 23 5.29 55
Rochester General 6.79 120 6.4 113.5
Soldiers And Sailors 7.23 139 3.64 15
St James Mercy 6.92 126 5.85 89
St Joseph's Hospital Elmira 6.72 17 4.33 21
Strong Memorial 7.83 148 5.65 76
Unity Hospital 5 65 4.52 25
Wyoming Community Hospital 5.07 €8 4.16 19
Statewide 6.75 119 N/A N/A

Indicates rate is below the top 20% of performers
DATA SOURCE: NY Stale Open Data

Potentially Preventable Hospitalizations (Adults)

Hospitalizations for conditions which potentially could have been treated in an outpatient setting represent another
important measure of avoidable hospital use. Using the PQI rates provided by NYSDOH, it appears this is another areain
which FLPPS could improve the quality of patient care for Medicaid recipients while promoting efficiencies. While boththe
unadjusted and adjusted rates of composite PQI admissions in the FLPPS are slightly below the statewide rate (1,624
PQls per 100,000 population and 1,757 vs. 1,847), many of the counties in the PPS lag behind the highest performing
communities. Namely, 11 of the 14 counties in the PPS have an adjusted or unadjusted overall PQI rate that is belowthe
top 20 percent of counties in the state. Furthermore, it should be noted that the distribution of PQI rates across all
counties in the state are highly skewed, resulting in the average statewide rate being higher than the median statewide
rate. In other words, most counties have a lower PQI rate that the statewide average.

Collectively, it appears that there is considerable opportunity for improvement in the area of potentiallypreventable
hospital admissions in the FLPPS.
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Table 24 — PQIl Rates.

PQI RATES BY COUNTY, 2011-2012 AVERAGE
County Unadjusted Rate  Unadjusted Rank  Adjusted Rate _ Adjusted Rank

Monroe 1611.265 30 1603.185 18
Wayne 1582.37 28 1827.685 34
Seneca 1629.125 31 2038.5 45
Cayuga 1869.855 | 47 2224.36 51
Yates 514.475 3 588.705 3
Ontario 1408.695 | 17 1634.565 19
Orleans 2048.16 53 2432.765 54
Genesee 1498.47 19 1700.275 23
Allegany 1213.375 11 1421.72 11
Wyoming 1754.755 ag 2004.46 44
Livingston 1159.11 8 1445.81 12
Schuyler 2136.575 57 2504.025 59
Chemung 2181.77 80 2470.73 58
Steuben 1601.835 28 16882.34 : 34
Statewide 1846.9 46 N/A N/A

Indicates rate is in the bottom 80% of performers
DATA SOURCE: NY State Open Data

Potentially Preventable Hospitalizations (Pediatric)

Separate metrics to identify potentially avoidable hospitalizations among the pediatric population have also been made
available by the NYSDOH. Overall, FLPPS performance on this metric suggests that this is an area of strength for the 14-
county region as both its unadjusted and adjusted rates are well below the statewide average (151 PDI admissions per
100,000 population and 194 vs, 323). However, it should be noted that PDls are relatively rare events. As a result, many
counties have PDI rates at or close to zero while a few have very high rates. This highly skewed distribution of PDl rates
means that the statewide average is considerably higher that the statewide median, and therefore, most counties havea
PDI rate lower than the state.

When examining where the individuals counties rank relative to the other counties in New York State, there appears tobe
greater room for improvement. Namely, nine of the 13 counties for which data were available rank in the bottom 80
percent of performers.

Table 25 - PDI Rates

PDI RATES BY COUNTY, 2011-2012 AVERAGE
Unadjusted Rate _ Unadjusted Rank Adjusted Rate  Adjusted Rank

Monroe 154.945 31 140.52 15
Seneca 79.425 13 145.545 16
Ontario 53.145 6 79.14 6
Cayuga 130.565 23 213.79 31
Wayne 132.145 24 210.565 28
Orleans 22.36 2 34.045 2
Genesee 47.005 5 74.135 3
Livingston 71.825 10 126.88 "
Wyoming 172.06 35 336.725 45
Allegany 287.615 51 585.79 56
Steuben 169.395 34 332.105 42
Chemung 269.9 48 393.64 | 52
Schuyler 296.43 52 600.975 : 57
Statewide 323.19 54 N/A N/A

Indicates rate is in the botlom 80% of performers
DATA SOURCE: NY State Open Data

A summary of the above and additional Domain 2 metrics are provided in the table below.

28



Domain 2 Metrics

Table 26 — Domain 2 Metrics

Worse than NYS Average Better than NYS Average Metric Pending

Domain Name

Domain 2 — System Transformation Metrics
A. Create Intagrated Delivery System
Polentially Avoidable Services
Potentially Avoidable Emergancy Room Visits
Potentially Avoidable Readmissions
PQI Suite - Composite of all measures
PDI Suite - Composite of allmeasures

Provider Reimbursement
Percen of total Medicaid provider reimbursement received through sub-capitation or other
torms of non-FFS reimbursemant

System Integration
Percent of Eligible Providers with participating agresments with RHIO's; meeting MU
Criteria and able to participate in bidirectional exchange

Primary Care

Percent of PCP meeting PCMH (NCQA)/ Advance Primary Care (SHIP}
CAHPS Measures including usual source of care
Patient Loyalty {Is doctor/clinic named the place you usually go for care? How long have
you gone to this doctor/clinic forcarg?)
Access to Care

HEDIS Access/Availability of Care; Use of Services
B. Implementation of care coordination and transitional care programs

CAHPS Measures:
- Getting Care Quickly (routine and urgent care appointments as soon as member
thought needed)
- Getting Care Needed (access to specialists and gelting care member thought
needed)

- Access to Information After Hours
- Wait Time (days between call for appointment and getting appoint forurgent

care)
Medicald Spending for Projects Defined Paopulation on a PMPM Basis

Medicaid spending on ER and Inpatient Services
Medicaid spending on PC and community based behavioral healthcare
B. Implementation of care coordination and transitional care programs

Performing Provider Systems will be required to meet all of the above metrics with the addition of the following:

Care Transitlons
H-CAHPS - Care Transition Metrics
CAHPS Measures - Care Coordination with provider up-to-date about care receivedfrom
other providers

C. Connecting Settings

Performing Provider Systems will be required to mest all of the above metrics for A and B.

Regional
Value

Per 100 persons 388
Readmission Rata 6.26
Per 100,000 pop 1,668.1
Per 100,000 pop 189.7

Percentage of

Reimbursement el

Data N/A.
Data N/A,
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DESCRIPTION OF COMMUNITY TO BE SERVED

Demographics

The FLPPS is comprised of a diverse set of 14 counties (Allegany, Cayuga, Chemung, Genesee, Livingston, Monroe,
Ontario, Orleans, Schuyler, Seneca, Steuben, Wayne, Wyoming, and Yates) with a total of about 1.5 million residents,
nearly half of which reside in Monroe County, the primary urban center in the region. The population of the region has
remained relatively stable over the past several decades and demonstrates a 1.3 percent increase from 1992 through
2012. Particular groups, however, have seen substantial growth over the past decade. For example, the Hispanic and
black, non-Hispanic populations in the FLPPS increased about 38 percent and 8 percent respectively between 2000 and
2010. This is in contrast to the white, non-Hispanic population which decreased about 2 %2 percent over the sametime
period. Also of note is that the population of individual born outside the US has increased by about 16 percent since 2000,
yet this group remains relatively small as it accounts for only about 5 percent of the total FLPPS population (referto
Appendix A for further detail on population changes over time). Total county-level population trends are highlighted inthe
figure below.

FLPPS Population by County over Time, 1992-2012
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Figure 4 = FLPPS Population over Time

The FLPPS population appears to be racially and ethnically diverse, however the majority of the diversity is locatedin
Monroe County, where the population identifies as 62 percent white, 22 percent African American and 6 percent Hispanic,
while the remaining 14 counties identify as 92 percent white, 4 percent African American and 3 percent Hispanic. Thedot
maps below highlight the concentration of people of color in Monroe County, primarily within the City of Rochester.



Map 7 - Racial Dispersion, FLPPS

Source: Weldon Cooper Center for Public Service, University of Virginia (interactive map available at
hitp://demographics.coopercenter.org/DotMap/

Further detail of the racial/ethnic geographic distribution of Monroe County residents is provided below.
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2010 Census Block Data
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Map 8 — Racial Dispersion, Monroe County

Source: Weldon Cooper Center for Public Service, University of Virginia (interactive map available at
http://demographics.coocpercenter.org/DotMap/

This map highlights the existence of substantial racial/ethnic segregation even within the city boundaries.

Consistent with the racial and ethnic composition of FLPPS county populations, the largest rate of non-English speakers
is found in Monroe County (about 13 percent of the population aged 5 and older), with the most frequently reported non-
English language spoken at home being Spanish. It should be noted, however, that only about 5 percent of the total
county population reports speaking English less than “very well.” Also of note is the relatively high rate of non-English
speakers located in Yates County. Indeed, the percent of this county's population that speaks English [ess than “verywell”
is virtually identical to the much more ethnically diverse Monroe County. This population is predominately made up of

individuals who report speaking “other Indo-European” languages. At an aggregate level, however, the population of non-
English speakers in the FLPPS is much lower than New York state rates.
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Language Spoken by the Population Age 5+by
County, 2012
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Figure 5 — Language Spoken by County
US Census Bureau: 2012 ACS 5-Year Esfimates

The economic characteristics of individuals living in the FLPSS may alsc help provide an informative snapshot of the
unique challenges facing this region. In 2012 the median income of the region ranged from $42,000 in Allegany Countyto
$54,000 in Livingston County, with ali counties demonstrating per-capita income below the New York state median
income of $58,000. Allegany, Cayuga, Chemung, Genesee, Livingston, Monroe, Orleans, Seneca, Steuben, Wayne,
Wyoming, and Yates counties all have greater than 10 percent of their population living below the poverty threshold, with
four out of the 14 counties having a poverty rate above the state-wide average. Further details on the economic
characteristics, including unemployment rates and occupation composition, of the FLPPS general county populations are
provided in the table below.

Table 27 - FLPPS Economic Characleristics by County

FLPPS General Population Economic Characteristics by County, 2012
Field of Occupation Among Those who are Employed

Natural
Resources,
People Living Management, Sales Construction, Production,

Median Below the Business, or and Transportation,

Household Poverty Unemployed | Scienceand Service Office Maintenance and Material

Income ($) Threshold (%) (%) Arts (%) {%e) (%) (%) Moving {%)
Allegany 42,005 17.1 8.8 322 19.3 205 125 15.6
Cayuga 50,950 12,2 8.2 20.6 19.3 232 1.8 16.3
Chemung 48,128 16 7.2 3.7 20 251 8.1 14.1
Genesee 51,734 11.8 7.4 30.4 18.9 223 125 15.8
Livingston 54,244 11.6 5.7 346 16.4 234 13 12.5
Monroe 52,700 14.6 7.9 41.6 17.2 248 5.8 10.6
Ontario 56,455 9.6 6.5 37.9 17.3 24 9.1 1.7
QOrleans 50,113 13 9.9 26.7 17.9 22.6 13.6 19.2
Schuyler 47,869 9.4 6.2 304 20.6 229 12.9 13.2
Seneca 49,155 11.9 59 31.3 17.2 23.4 1.2 16.9
Steuben 46,519 151 9.1 33.7 18.1 20.8 1.6 15.8
Wayne 53,497 1.3 7.5 334 16.2 215 1.3 17.5
Wyoming 80,635 105 74 28.3 17.6 221 15.5 16.5
Yates 48,245 16 5.5 323 17.7 225 14 13.4
New York State 57,683 14.9 B.7 38.4 19.8 247 7.5 9.6

US Census Bur.aau: 2012 ACS 5-Year Estimatas

Consistent with the variation in economic indicators, counties also show considerable differences across social

characteristics. For example, the percent of the population with a high school degree or less ranges from over 52percent
33



in Allegany County to about 36 percent in Monroe County. Furthermore, all but two counties in the FLPPS {(Monroeand
Ontario) have a larger percentage of their population with a high school degree or less than the state-wide rate.

Educational Attainment of the Population Age 25+ by County

FLPPS, 2012
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Figure 6 — FLPPS Educational Attainment by County

Data Scurce: US Census Bureau; 2012 ACS 5-YearEstimates

Significant portions of the FLPPS are also dealing with debilitating levels of morbidity. As the chart below demonstrates,
the percent of the non-institutionalized population that is disabled ranges from 11.4 percent in Livingston County t0 15.5
percent in Steuben County. Interestingly, all counties in the FLPPS have higher rates of disability than the state-widerate.



Percent of Noninstitutionalized Population with a Disability
by County, 2012
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Figure 7 — Parcent of Population Disabled
Data Source: US Census Bureau; 2012 ACS 5-YearEstimates

The apparently high prevalence of disability in the FLPPS may be related to the aging its population. From 1992 102012
the number of persons over age 65 has increased by nearly 40,000 and accounts for 15.4% of the region's total
population.

Finger Lakes Population by Age Group, 1992 2012
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Figure 8 — FLPPS Population by Age Group

DATA SOURCE: US Census Bureau

From 2011 to 2013, the number of Medicaid beneficiaries, measured by average monthly enroliment increased inthe
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FLPPS region by 32 percent and came to represent 20 percent of the region’s population. An additional 8 percent of the
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region’s population is uninsured, with eight of the fourteen counties having uninsured rates higher than the upstate New
York average (9.1 percent). (Refer to Appendix A for further information regarding the health insurance status of the
FLPPS population). As a result of the Affordable Care Act, including the health exchanges and increased pressure tohave
health insurance coverage (i.e. - individual mandates), we expect the number of uninsured persons to decrease andthe
number of persons covered under Medicaid to increase in 2014 and for that trend to continue throughout the life of the
DSRIP program. Early numbers provided by the New York State Exchange indicate that over 28,000 individuals signedup
for Medicaid across the FLPPS region. Of those, over 24,500 were previously uninsured. A county by county analysisis
presented in Table 28, While it is unclear how many of these individuals maintained coverage, the Exchange represents a
new access point for persons to become enrollees in Medicaid. Therefore it is anticipated that the percentage of
individuals in the region who will be impacted will only increase over the life of the program, The Medicaid population does
appear to be centralized in the City of Rochester, however, all counties in the region have significant number of Medicaid
enrollees to care for.

Table 28 — Medicaid Applications through HIE's by County

County Medicaid Enroliment Applications Number Uninsured at Time
Through the Exchange of Application

_Allegany 790 672
Cayuga 1,621 1,443
Chemung 1,611 1,434
Genesee 997 857
Livingston 905 - 787
Monroe 13,169 11,457
Ontario 1,676 1,595
Orleans 742 638
Schuyler 467 406
Seneca 572 480
Steuben 2,076 18,27
Wayne 2,144 18,44
Wyoming 793 658
Yates 527 453
FLPPS Region 28,290 24,551
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O FLEFPS

FLPPS Cultural Competence & Health Literacy Planning: Priority Groups Summary Report - October 2015

Background/Rationale

“Health equity is achieved when every person has the opportunity to attain his or her fullhealth
potential and no one is disadvantaged from achieving this potential because of social position or other
socially determined circumstances”. While health equity remains to be the ultimate goal ofthe
healthcare delivery system, health disparities in disease incidence and prevalence, health outcomes,
access to care and quality of care continue to persist within communities and populations throughout
the United States. Individuals, families and communities that have systematically experienced
economic and social adversities continue to encounter greater barriers to optimal health as they
navigate the healthcare system?. To better address these barriers it is essential that weacknowledge
the complex interaction of cultural, economic, individual, linguistic, geographical and social factors that
guide healthcare utilization and health seeking behaviors among the most vulnerable populations
within the Finger Lakes Performing Provider System (FLPPS} Region.

While promoting health equity within a patient-centered framework that “prompts providers to make
a conscious effort to view patients in terms of their individual characteristics rather than group
membership”3, our goal is to transform the way healthcare is delivered to more than 300,000
Medicaid beneficiaries within the Finger Lakes Regions through:

e Addressing and Eliminating Health Disparities
e |mproved Access to Quality Primary, Behavioral and Preventative Healthcare

¢ Reduction in Avoidable Emergency Room Visits

Cultural competence is important on all levels — individual, intrapersonal, organizational, community
and public policy; culture affects how we communicate, understand and respond. As we encounter
patients from diverse backgrounds and nationalities, it is critical that we understand the unique
perspectives and beliefs of the patients in order to enhance the quality of care we provide. “The
solution may lie in the cultural and ethnic frames within which the community sees itself. Where race
may define and confine, culture, ethnicity, and spirituality may liberate and refine”.*

In developing a strategy for strengthening cultural competency and to address issues related to health
literacy, we must pay particular attention to groups that are especially vulnerable and where significant
disparities exist. In this document, we cover several subpopulations of focus, with an eyetoward
describing:

* How many individuals fall into these groups and how they are distributed across theregion;

e  What we currently know about the disparity in health care outcomes for each of these populations
of focus; and

e Implications for the development of a cultural competence and health literacy implementation
plan.

! Brennan Ramirez, L.K., Baker, E.A., & Metzler, M., 2008.

2 1.5, Department of Health and Human Services, 2011.

3 Agency for Healtheare Research and Quality, 2014. Improving Cultural Competence to Reduce Health Disparities for Priority Populations.
4 Airhihenbuwa, C.0., & Liburd, L., 2006.
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We consider this to be a living document — one that we anticipate continuing to build on throughout
the implementation planning process and that will ultimately serve as an educational resource for
providers, community based organizations, and other regional partners.

Methodology

In an effort to identify vulnerable populations within the Finger Lakes Performing Provider Systems
(FLPPS) Region, empirical literature, peer-reviewed journals, census databases, public databases and
regional data reports were examined, including:

® FLPPS DSRIP Community Health Needs Assessment
¢ NYS Medicaid Redesign Team Health Disparities Workgroup Report
® NYS County Prevention Agenda Data

e 2013 -2017 Community Health Needs Assessments for Wayne County, Ontario County, Yates
County, Seneca County, Cayuga County, Monroe County, Southeastern Steuben County, Chemung
County, Livingston County, Allegany County, Genesee County, Orleans County, Wyoming County

e 2015 NYS Poverty Report
e ACT Rochester Community Report Cards

Based on the data reviewed the following populations were identified as vulnerable based ontheir
increased risk of poor health outcomes, as a result of poverty, limited resources, inadequate access to
care, limited education and language proficiency: African Americans, American Indian/Alaska Native,
Hispanics/Latinos, Migrant and Seasonal Farmworkers (MSFWs), Individuals with Intellectualand
Developmental Disabilities, Homeless, Individuals w/ Mental, Emotional or Behavioral Health
Disorders (MEB Disorders), Lesbian, Gay, Bisexual, Transgender, Questioning (LGBTQ), Mothers, Infant
& Children, and Individuals Living in Poverty.

The sections that follow attempt to synthesize important information about each of these groups so
that it can be used to help shape the development of the Cultural Competence and Health Literacy
(CC/HL) implementation and training strategies. It is not intended to be a comprehensive review of all
available data, rather to focus on the descriptive elements most relevant to this purpose. In addition,
while this document addresses issues specific to each of the above populations, they are clearly not
mutually exclusive.
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Individuals with Behavioral Health Conditions

The Numbers

Across the FLPPS Region, over 253,000 individuals covered by Medicaid have received services or
medication for some type of mental health or substance use disorder issue at some point during the
past 5 years. The breakdown by county and NOCN is outlined below:

Table 1: Individuals with Prior Behavioral Health Service Use (2014)5

# of Gender Race
Individuals | “mrate | Female | White Black | Hispanic | American | Aslan | Multiple |Unknown
Indian Races
Region Wide 253,635 | 112,069 | 141,566 | 160,715 | 51,081 26,944 562 3,961 7,436 2,936
% 44% 56% &§3% 20% 11% 0% 2% 3% 1%
Western NOCN 20,670 9,128 11,592 18,154 909 717 89 44 611 146
Genesee 7,853 3,452 4,501 6,896 395 254 63 23 260 62
Orleans 7531 3,421 4,110 6,339 450 77 23 a8 286 48
Wyoming 5,186’ 2,255 2,931 4919 64 86 3 13 &5 36
Monroe NOCN 132,481 58,991 73,490 53,765 46,022 22,628 341 3,640 4,020 2,065
Monroe 132,481 58,991 73,490 53,765 46,022 22,628 341 3,640 4,020 2,065
Southern NOCN 16,820b 7,535 9,285 15,773 223 515 12 44 181 72
Allegany 8,127 3,645 4,478 7,979 36 22 2 7 56 25
Livingsten 8,693 3,B86 4,807 7,794 187 493 10; a7 125 a7
Southeastern NOCN 34,117 14,826 19,291 30,209 1,763 680 57 104 1,095 _ 209
Chemung 17,266] 7537| 9,729] 14033 1551 555 40 73 890 124
Steuben * 16,851 7.289 5,562 16,176 212 125 17 £ 205 as
ﬂllg_el’ Lakes NOCN 49,547 21,589 27,958 42,814 2,164 2,404 63 128 1,529 444
Wayne 14,044 6,167 7,877 12,038 702 667 3 40 444 145
Qntario 13,770, 5,940 7,830 11344 711 1,185 10 52 387 101
Yates 3,983 1,706 2,277 3,723 39 119 2 68 32
Seneca 5,182 2,283 2,899 4,752 95 159 18 12 117 29
Cayuga 12,568 5,493 7,075 10,957 617 274 27 23 533 137

* Southeast Steuben falls in the Southeastern NOCN; for data presentation purposes, Steuben in total is included

What we Know About Disparities in Outcomes

Compared to the population as a whole, individuals suffering from mental illness or substance abuse
disorders experience poorer health outcomes in a number of critical areas. Of particular importance to

this initiative are outcomes associated with higher rates of hospitalization, use of emergency room

services and repeat or potentially avoidable admissions. Data highlighting issues of concern for our
region are summarized briefly below.

Inpatient / Qutpatient Transitions — Rates of Timely Connection to Care Post-Discharge are Low

Effective transitions between levels of care are critical to reducing readmission rates and promoting
continued recovery. However, for individuals hospitalized for mental health issues, there is much to be

done to strengthen the connection between our inpatient and outpatient systems.

% Salient Medicaid Data System — No PHI version — CY 2014a
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Care Continuity - % Receiving Mental Health Outpatient Treatment within 7 or 30 Days of Discharge

On average, across our region, just 50% of individuals leaving inpatient care have an outpatient
appointment within 7 days of their discharge from inpatient mental health care, withsignificant
variation among inpatient providers®. While the data shown below are specific to the Medicaid fee-for-
service population, it is likely that this pattern of care likely extends across other payors.
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Potentially Avoidable Hospitalizations

In addition to hospitalizations for issues related to their mental health our substance use disorder
conditions, it is important to understand the extent to which individuals with mental illnessare
hospitalized for other physical health concerns — particularly those that might be avoided if earlier
more coordinated care is provided in the community. The table below looks at the rate of preventable
hospitalizations {(PQls)” among individuals with mental illness®.

PQls Among Individuals with an Active or Past Behavioral Health Diagnosis (2009)

PQls - All PQls - Respiratory PQls - Diabetes
% Current | % Current | % Current | 9% Current | % Current | % Current
BH Dx or History BH Dx or History BH Dx or History
of BH Dx of BH Dx of BH Dx
Western NOCN
Genesee 38.8% 53.5% 50.5% 73.4% 34.8% 47.2%
Orleans 33.1% 50.9% 33.6% 63.7% 42.4% 54.5%
Wyoming 31.5% 62.8% 37.6% 83.5% 27.9% 42.7%
Monroe NOCN
Monroe 40.6% 53.7% 43.4% 67.0% 35.1% 44.8%
Southern NOCN
Alleghany 33.4% 44.1% 41.6% 57.8% 3a7.5% 52.5%
Livingston 39.2% 54.9% 43.3% 65.9% 36.6% 59.1%
Southeastern NOCN
Chemung 35.9% 53.5% 39.9% 68.5% 24.0% 35.2%
Steuben 35.3% 51.9% 40.3% 65.0% 32.6% 38.3%
[Finger Lakes NOCN
Wayne 36.7% 47.5% 40.1% 59.2% 31.5% 36.2%
Ontario 41.5% 55.6% 46.8% 74.8% 39.7% 50.3%
Yates 43.4% 59,5% 46.2% 73.1% N/A
Seneca 40.9% 57.6% N/A* N/A
Cayuga 34.5% 58.5% 37.5% | 75.7% 33.0% | 50.9%

* # of admissions too small to permit calculations

As illustrated above, within the FLPPS region, a significant portion of potentially avoidable hospital
admissions occur among individuals who have {or have had) a behavioral health condition. For
example, in Genesee County, 53.5% of all inpatient admissions classified as PQls were forindividuals
with behavioral health conditions. Among PQJs within the respiratory category, the percentage is even
higher — 73%. While the information above is somewhat dated, we don’t anticipate that findings would
be substantially different if the analysis were to be repeated today.

* Prevention Quality Indicators (PQls) are a set of measures developed by the Agency for Healthcare Research and Quality {AHRQ)to
assess the quality of outpatient care for "ambulatory care sensitive conditions” (ACSCs). ACSCs are conditions for which good
outpatient care can potentially prevent the need for hospitalization, or for which early intervention can prevent complications or more
severe disease. The PQls are measured as rates of admission to the hospital for these conditions in a given population.

8 NYSDOH OHSM from SPARCS data extracted December 2010
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Use of Emergency Department Care

As cited in the Community Needs Assessment completed to support FLPPS planning efforts, the lack of
ongoing, integrated, and patient centered outpatient care for individuals with behavioral health
conditions likely contributes to the high volume of ED visits and inpatient hospitalizations that can be
attributed to these diagnoses. Across the FLPPS region, Behavioral health conditions are the third most
frequent primary diagnoses clusters seen in the ED. In addition, many of the visits with aprimary
diagnosis of symptoms or injury may be attributable to individuals with a behavioral health condition.®

Implications for Cultural Competence and Health Literacy

Organizations focused on promoting recovery and wellness for individuals with mental illnesshave
become increasingly attuned to the importance of cultural competence and health literacy. As outlined
in Mental Health America’s Position Statement 18: Cultural and Linguistic Competency in Mental Health
Systems —“identification and treatment of mental health and substance use conditions requires a full
understanding of the culture and language of the person and an ability to relate successfully to the
person through culture and language. Thus, culture and language are indispensable means of
communication, and when barriers exist, they must be addressed for prevention and treatment to be
effective. Most importantly, cultural competence requires training and self-criticism tocombat
stereotypes, such as the legacy of racism and ethnic prejudice in America, the condemnation of diverse
sexual orientations in prior mental health diagnostic systems, and other cultural biases and prejudices.”

Other important factors to consider in developing a cultural competence and health literacy strategy
designed to improve engagement and outcomes for individuals with mental illness outlined inthis
position paper and noted elsewhere in the extensive literature on this topic include:

¢ Culture influences many aspects of mental illness, including how individuals communicate and
manifest their symptoms, their style of coping, their family and community supports, and their
willingness to seek treatment.

* The cultures of the clinician and the service delivery system also influence diagnosis, treatment, and
service delivery.

® The cultures of racial and ethnic minorities impact the types of mental health services they need.
Service delivery environments that are not sensitive to the cultural nuances of the population they
serve may discourage individuals from seeking services and receiving the care theyneed.

e Ethnic and racial minacrities in the United States face a social and economic environment of
inequality that includes greater exposure to racism, discrimination, violence, and poverty. Racism
and discrimination are stressful events that adversely affect health and mental health. This places
minaorities at risk for mental disorders such as depression and anxiety.

e Mistrust of mental health services is an important reason deterring minorities from seeking
treatment. Their concerns are reinforced by evidence, both direct and indirect, of clinician bias and
stereotyping.

® Health literacy, (defined as "the capacity to obtain, process, and understand basic health
information and services needed to make appropriate health decisions") is clearly important to

? Finger Lakes Health Systems Agency, 2014,
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improving health outcomes. However, decision-making capacity can be complicated by many
issues, including literacy/language skills, cultural differences, age-related physical, emotional and
cognitive changes and disabilities, and individual challenges that affect listening, learning and
remembering.
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Individuals with Intellectual and Developmental Disabilities

The Numbers

Across the FLPPS Region, just over 15,000 persons covered by Medicaid have a history of having
received services for a developmental disability paid by Medicaid. The breakdown of individuals by
county and NOCN is outlined below:

Table 1: Individuals with Prior Developmental Disabilities Service Usel?

# of Gender Race
Individuals [ male |[Female | White | Black [Hispanic [American| Asian |Multiple [ Unknown
Indian Races
Region Wide 15,247 | 8,875 6,372 | 11,549 2,021 874 20 138 316 319
% 58% 42% 76% 13% 6% 0% 1% 2% 2%
Western NOCN 1,144 640 504 1,021 42 29 2 2 22 26
Genesee 446 252 194 406 6 15 2 1 9 7
Orleans 417 235 182 355 30 12 11 9
Wyoming 281 153 128 260 6 2 1 2 10
Monroe NOCN 7,044 4,103 2,941 4,151 1,756 691 15 115 136 180
Monroe 7,044 4,103 2941 4,151 1,756 691 15 115 136 180
Southern NOCN 951 580 411 944 8 15 o} | S 14
Allegany 462 262 200 452 1 2 1 2 4
Livingston 525 318 211 492 7 13 4| 3 10
Southeastern NOCN 2,019 1,143 876 1,833 80 19 1 5 37 44
Chemung 1,047 599 448 897 70 15 1 3 32 29
Steuben * 972 544 428 936 10 4 2 5 15
Finger Lakes NOCN 4,049 2,409 1,640 3,600 135 120 2 11 116 65
Wayne 1,120 691 429 987 41 27 1 4 33 27
Ontario 1,141 688 453 985 47 68 5 28 B
Yates 329 190 139 311 b 2 6 4
Seneca 497 284 213 461 7 13 1 12 3
Cayuga 962 556 406 856 34 10 2 37 23

* Southeast Steuben falls in the Southeastern NOCN; for data presentation purposes, Steuben in total is included

These data represent the unique number of persons who have received any service under the purview
of the NYS Office of Persons with Developmental Disabilities. The race/ethnicity characteristics of the
population varies among the counties and NOCN's, with the Monroe NOCN population served being
comprised of 59% white persons, while the population served in the balance of the NOCN's is
comprised of 89-95% white persons.

Data related to utilization of Medicaid services for calendar year 2013 for this population show that in
addition to using OPWDD Medicaid services, a significant number of individuals utilized inpatient
and/or emergency room services. Across the region, a total of 3,707 persons with developmental
disabilities were treated in hospital emergency rooms and released (no inpatient admission) and 1,217
persons received inpatient services for a medical and/or behavioral health condition.

W salient Medicaid Data System - No PHI version — CY 2014b
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What we Know About the Population Overall

The developmental disabilities population is comprised of persons who have a disability that s
attributable to mental retardation, cerebral palsy, epilepsy, neurological impairment or autism, or a
condition that is closely related and results in similar impairment of general intellectual functioning or
adaptive behavior. There is a wide range of severity in the degree of impairment for thispopulation.
The population being identified with developmental disabilities continues to increase. Accordingto
the CDC, the prevalence of any DD among children in 19972008 was 13.87%. Over this time period,
the prevalence of DDs has increased 17.1%. The increase ranges among disabilities, withautism
showing a 289.5% increase in prevalence.!

The population has a wide range of cognitive, behavioral, medical and physical impairmentsand/or
needs that each impact upon access to, and the delivery of, health care services. This includesfactors
such as:

o Communication barriers, such as the use of adaptive technology for communicationor
limitations in spoken language and/or understanding;

o Environmental/structural barriers even when facilities are handicap accessible;

o Behavioral issues that could negatively impact the individual’s cooperation for tests, injections,
etc,;

o Environmental issues that may involve sensory challenges {e.g., lighting, sound, smells) that
interfere with a patient’s ability to effectively participate in the visit;

o Ashortage of time for providers to accommodate adults with I/DD who mayhave
communication and behavioral difficulties that create challenges to patient assessment and
treatment.

What we Know About Disparities in HealthcareOutcomes

Comprehensive data related to the overall health status of persons with DD are lacking. The U.S.
Public Health Service is unable to report on the health status of adults with DD on atruly
representational basis. The health of the general population is routinely monitored through national
surveys, but the health of adults with DD is not. People with DD remain largely undetected in
population health surveillance.

Data regarding overall health outcomes are limited to certain studies. Based upon multiple studies,
the CDC has noted that adults with intellectual/developmental disabilities (ID/DD) experience poorer
health outcomes than people without ID/DD. Persons with ID/DD are more likely to live with complex
health conditions; have limited access to quality healthcare and health promotion programs; have
poorly managed chronic conditions; be obese and have mental health problems and use psychotropic
medications.12

11 National Core Indicators NASDDODS and H5RI, 2014a.
4 National Core Indicators NASDDDS and HSRI, 2014b.
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The National Core Indicators'® measure performance of public systems for people with ID/DD. The
core indicators are standard measures used across states to assess the outcomes of services provided
to individuals with developmental disabilities and their families. Measures are obtainedthrough
consumer and family/guardian surveys. Data for all states from the National Core Indicatorsshow:
¢ Individuals living with their families and those living independently are less likely to receive
preventive care:

o After controlling for demographic factors, African American and Hispanic respondents
were less likely than White, Non-Hispanic respondents to have had a physical exam in
the past year

o African Americans were less likely than Whites to have had a dentist visit in pastyear

© Household income is a significant predictor of access to care; income is a bigger
predictor than race and ethnicity

o Differentials exist in Mental Iliness/Psychiatric Disorders:

o White respondents are more likely to be diagnosed with mood disorder and/or anxiety
disorder

o African American and Hispanic respondents more likely to be diagnosed with psychotic
disorders

Select Core Indicators for New York State (2013/14)show:
* 53% of respondents were reported to take at least one medication for mood disorders, anxiety,

behavior challenges and/or psychotic disorders
* 59% of respondents were reported to overweight or obese

Implications for Cultural Competence and Health Literacy

* Family members/care givers play a central role in the health care of persons with
developmental disabilities. Building relationships with the family/caregiver as well as the
consumer is essential to providing effective healthcare. Both want to be treated with respect
and dignity, in ways that make them feel valued and understood.

e Acknowledge the diversity within — not all families or consumers share the same values, beliefs
and habits (i.e. dietary habits, faith/religion, language, etc.). Recognize the culture ofthe
particular “disability” along the family’s racial or ethnic cultural identity.

» Develop an understanding of each patient and their family/caregiver as an individual - every
patient experiences disease, illness, life circumstances, trauma and pain differently.
Family/caregivers and consumers have needs beyond their health conditions — serve asa
linkage to other resources. Asking the right questions will help determine appropriate course of
treatments or communication techniques.

1 jational Core Indicators NASDDDS and HSRI {Nationatl Association of State Directors of Developmental Disabilities Services and Health Services
Research Institute), F¥ 2013/14
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* Inquire about patient preferences — communication methods, any environmental
considerations (e.g. lighting, noise levels) that may be needed to facilitate the visit or modify
the surroundings.

¢ Thereis a wide spectrum of developmental disabilities and degree of severity of impairment.
Inquire accordingly to best assess the approach and plan for sufficient time for anyvisit,

» Written materials should be prepared at an appropriate literacy level. Written materials may
need to be modified to accommodate needs.
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Homeless Persons

The Numbers

Across the FLPPS Region, just over 1,600 persons were identified as being homeless on a single night
(lanuary 29, 2014), according to the Point-in-Time Count (PIT). On an annual basis, each homeless
continuum of care across the nation conducts the PIT during the last week in January, providing an
unduplicated one night estimate of both sheltered and unsheltered homeless populations in each
community. The chart below shows the total number of persons identified by the PIT count by each
continuum of care in the FLPPS region.

Table 1: Homeless Persons — January 2014 Point in Time Count*

YouthOnly
wof dof Famity Households Single AduitHouseholds | Household Subpopulations Aeported
Homeless | Homeless o
Persons |Households | Children | Persons |Persons | PersonsAges | PersonsOver | Children |Severely | Chronic | Domestic
Under Age |Ages 18-24| Over 18-24 Age 24 Under Age | Mentally | Substanc | Violence
18 Age 24 18 11} ¢ Abuse
Reglon Wide 1,625 1,242 347| 76 161 240 780 21 398} 352, 261
Western NOCN as| 55 2 4 15 1 39 0| 0 o 4
Ganesee N/A ] ] | |
Orleans 88| 55 29 a 15| fl 9] [ 0 of 4|
Wyoming N/A I | [ I |
Monroe NOCN 838 520 202 58 84| 138] 33| 18 153 139 s
Monroe 38 620 202 58 84 139 338] 18] 153 139 118
Southern & Southeastern NOCNs 512 419 79) 12 43 B0) 296 2 204 165 118|
**Allegany, Livingston, Steuben,

Chamung, Schuyler 512 419 79| 12 43 80 296 2 2045 166 118
FingerLakes NOCN 187 148} 37| 2 15 21 107 1 a 47| 2
*"Wayne, Ontario, Yates, Seneca 92 a3 8| 1 4| 9 69 1 Y| 6] 7
Cayuga 55 65 29| 1 15) 1 13 [ g| 1| 14

* Southeast Steuben falls In the Southeastern NOCN; for data presentation purposes, Steuben in total is included

**Numbers reflect the HUD Continuum of Care Designation which includes multiple counties
The above data represent the unique number of persons who were residing in an emergency shelter,
transitional housing for the homeless or in a place not meant for human habitation. The PIT count is
believed to be an underrepresentation of the extent of homelessness in the community as the count
does not include persons at imminent risk of homelessness or those who have no fixed residence and
move between family and friends on a temporarybasis.

What we Know About the Population Overall:

Across the region, 1,242 households were identified as homeless in the 2014 PIT count. Of this total,
74% were households comprised of a single adult and 26% were family households (at least one adult
and child). Of the total number of homeless persons, 23% were children under the age of 18, including
21 unaccompanied youth. The most frequently reported subpopulations were severely mentally ill,
chronic substance abuse and domestic violence. It should be noted that the proportion of family and
single households is driven by the homeless system bed configuration and capacity in each community
and the degree to which unsheltered persons are identified in the PIT count variesamong
communitias.

e HUDexchange.info — NYS Annuat Homeless Assessment Reports
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The extent/duration of homelessness among this population varies widely — from first time homeless
episodes of a short duration to chronic homelessness, extended over many years, withfrequent
episodes of homelessness, often for long durations of time. The homeless population isalmost
exclusively persons with a low SES — SSI/SSDI recipients, TANF or Safety Net recipients, those with
marginal levels of earned income and persons with no income or public benefits when they enter the
homeless system (pending applications, sanctioned). Most are Medicaid recipients or Medicaid eligible.

Many homeless persons face multiple barriers to obtaining and maintaining housing, as well as other
community services and supports. Housing barriers include a history of multiple evictions, younger
adults with no prior rental history, challenges related to mental illness, substance use disorders and
other disabilities, limited employment options related to low educational attainment and/or lack of
skills, access to transportation or child care and often times limited basic life skills necessaryto
maintain adequate housing {e.g. budgeting, housekeeping). Many have histories of trauma (past and
present} that compound these barriers.

What we Know About Disparities in HealthcareOutcomes

The Institute of Medicine describes the relationship between homelessness and health in its report
titled “Homelessness, Health, and Human Needs”'®: “there are three different types of interactions:

1) Some health problems precede and causally contribute to homelessness, 2) others are consequences
of homelessness, and 3) homelessness complicates the treatment of much illness. Of course, certain
diseases and treatments cut across these patterns and may occur in all three categories.” Yet, onlya
very limited number of attempts have been made to assess the prevalence of chronic diseaseamong
national samples of homeless persons; more typically, prevalence studies have been conducted in
central cities and/or are disease-specific.

Poor health outcomes have been documented in many of these studies of homelesspopulations
across the country, particularly among the chronically homeless, who experience multiple episodesof
homelessness over extended periods of time. The Health Disparities and Inequalities Report (2011)
from the Centers for Disease Control & Prevention {CDC)'® documents that socioeconomic statusand
living conditions have a direct influence on health and “inadequate housing contributes to infectious
and chronic disease and injury and can affect child developmentadversely.”

Select indicators from various studies!’ are shown below to highlight poor health outcomes andthe
estimated extent of chronic health conditions among many persons experiencing homelessness. It
should be recognized that while these studies may have limitations and are not generalizable to all
homeless persons in the country, it is well documented that homeless persons suffer
disproportionately from chronic medical conditions. Studies conducted of various cohorts ofhomeless
persons in a number of locations in the country haveshown:

¢ Among people experiencing homelessness, 31-46% report having a chronic medical problem.
e Substance abuse is estimated to affect 40-60% of the population. Among those with substance
abuse problems, the prevalence of chronic medical illnesses is estimated at 53%.

% Institute of Medicine, 1988,
18 Centers for Disease Control and Prevention, 2011.
¥ Michael Reese Health Trust, 2011.
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Prevalence of particular diseases among homeless people range widely depending on the sub-
population assessed. High prevalence of HIV at 2-19%, hypertension at 30-60% and latent TB
infection at 32-43% have been consistently documented.

Homeless adults are hospitalized 4-5 times the rate of the general population for medical issues
and 100 times more frequently for psychiatric causes.

Homeless patients and substance abusers have been found to be the heaviest utilizers of
emergency department services.

Studies at Boston City Hospital and San Francisco General Hospital found that 26-28% of all
inpatient admissions at these public hospitals were for patients experiencinghomelessness.

A national study of all VA healthcare facilities found that homeless individuals occupied 26% of
acute care beds.

Among homeless adults served by the 19-city Robert Wood Johnson homeless health care
project, clinic staff reported that 31% of clients had been diagnosed with one or moare chronic
physical disorders.

Among those clients seen in the clinics more than once, 40% had at least one chronic disease;
the most common chronic diseases diagnosed among homeless adults included: hypertension
and heart disease, peripheral vascular disease, chronic obstructive pulmonarydisease,
diabetes, dental problems, and neurological disorders.

Numerous studies have documented that the mortality rates among homeless people are 3-4
times greater than the general population. The average age at the time of death has
consistently been in the mid-forties.

Implications for Cultural Competence and Health Literacy

The “homeless” population is a very diverse population, with different experiences and views.
Develop an understanding of each patient as an individual — every patient experiences disease,
illness, life circumstances, trauma and pain differently. Patients have needs beyond their heatth
conditions — serve as a linkage to other resources. Asking the right questions will help
determine appropriate course of treatments or communication techniques.

The urgency of having basic needs met must first be acknowledged and addressed; persons
must first be engaged in meeting these needs before they are willing to accept services to
address other needs.

Mistrust of services is an important reason deterring persons who are chronically homeless
from seek any services, including housing or health care except for at times of urgent need.
The stigma associated with homelessness needs to be addressed. People become homeless for
many different reasons and caution must be taken to not appear to place blame onthe
individual for the circumstances they are in.

Building relationships are essential to providing effective healthcare. Patients want to be
treated with respect and dignity, in ways that make them feel valued and understood.
Acknowledge and understand the cultural norms and relationship dynamics —personal,
interpersonal and intrapersonal; understand the culture of being chronically homeless and the
relationships and supports many find among peers in homeless encampments and other
unsheltered situations.
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» Acknowledge the diversity within — not all patients share the same values, beliefs and habits
(i.e. dietary habits, faith/religion, language, etc.).
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Individuals with Living in Poverty

The Numbers

More than 217,000 individuals across the FLPPS region are living in poverty. Poverty rates are highest
within the City of Rochester (nearly 34% of the population), but are also significant in several of the
more rural areas of our region. Female headed households with children are considerably more likely
to be living in poverty (58.5% in the city of Rochester and between 32% and 50% in the counties across
the region). The breakdown by county and NOCN is outlined below?8:

County | #Livingin Age Group™ % Living in Poverty
Paverty | Poverty By Race 8y Female
Rate Head of
Household
<18 25+ 65+ White Black | Hispanic | w/Children
Region Wide 217,260 71,514| 110,404 | 16,109
Western NOCN |
Geneses 13.6% 7,996 2,523 4,033 511 11.8% 46.0% | 42.2% 39.5%
Orleans 16.0% 6,303 2,115 3,422 457 15.8% N/A 32.1% 42.6%
Wyoming 10.9% 4,145 1,163 2,506 442 9.9% N/A N/A 37.9%
Monroe NOCN
Monroe 15.8% 113,961 38,250 | 56,102 7,571 10.1% 36.3% 38.7% 44.6%
City of Rochester 33.9% 68,263 25,058 | 32,675 3,048 22,8% 41.3% 45.8% 58.5%
Southarn NOCN
Allegany 16.9% 7,338 2,458 3,774 456 16.9% N/A 42.4% 54.6%
Livingston 14.8% 8,710 2,142 | 3946 840 13.8% N/A 54.0% 36.6%
Southeastern NOCN
Chemung 16.2% 13,365 4,581 6,955 962 13.7% 46.2% 23.5% 49.6%
Steuben® 16.9% 16,440 5,995 8,884 1,176 16.4% 29.2% 35.4% 43.0%
Finger Lakes NOCN |
Wayne 11.4% 10,413 3,666 5,450 822 10.2% 31.5% 18.5% 39.7%
Ontario 10.6% 11,141 3,072 5,668 1,043 9.3% 44.6% 34.5% 32.7%
Yates 16.3% 3,913 1,478 2,045 347 16.1% N/A N/A 38.0%
Seneaca 11.8% 3,816 895 2,333 446 10.8% N/A N/A 32.7%
Cayuga 12.8% 9,718 3,176 5,286 1,036 12.1% N/A | 21.2% 35.0%
* Southeast Steuben falls in the Southaastern NOCN; for data presentation purposes, Steuben in total Is included
{1) Age groups are not mutually exclussive
Data Source: Naw York State Community Action Association - NYS Poverty Report. issued March 2015

What we Know About Disparities in Healthcare Qutcomes
As described by the World Health Organization, “living in poverty has immediate and far-reaching
consequences. it puts people in a position that makes them vulnerable to disease, violence, and death.
It excludes individuals and communities, denying them a voice in the policies and decisions thatshape
their lives, making them powerless and without the capacity to improve their lives.”*® The impact of
poverty on health outcomes is profound, an issue that is particularly relevant to FLPPS given the high

1 NYS Community Action Association - New York State Poverty Report: Issued March 2015
19 WORLD HEALTH ORGANIZATION, 2015
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rate of poverty in our region. While much of that poverty is concentrated in the City of Rochester
{which has the second highest poverty rate in the nation’s 25 largest metro areas — second onlyto
Detrait), multigenerational poverty is also quite prevalent in some of the more rural areas ofthe
region. Within the City of Rochester, the rate of poverty is most heavily concentrated in the following
neighborhoods (as defined by zip code)?:

Individuals and families living in neighborhoods Rank NYS | Rank US | Zip Code | Populstion | % LivingIn
where the rate of poverty is significant face a Poverty
number of challenges that can lead to poorer 3 #311 14605 14,418 69%
health outcomes, including exposure to viclence 23 741 14608 12,362 35%
and more limited access to affordable, healthy 24 LA R 1,683 25%
food options. The rate of obesity is increasing a3 #1167 | 14611 Loe i
faster among black and Hispanic populationsthan 48 bR 7 CELL )

73 #2,576 14613 15,078 35%

among whites. Black and Hispanic people often
live in neighbarhoods with fewer transportation and low-priced food options?2.

In addition to these challenges, it is also important to consider the impact of the “cuiture of poverty,”
and in particular, multi-generational poverty on health outcomes and health seeking behavior. As
described by Ruby Payne, author of Bridges out of Poverty, families who have lived in poverty for
multiple generations have a culture with different values, habits, and lifestyles than middle class
families. For example, families in generational poverty believe in fate because they feel they don’t have
a choice in what happens to them: “being proactive, setting goals and planning ahead are not a part of
generational poverty... {families) often don't have the tools to organize their lives. . . It's difficult to
think about planning for a future when you and your family are hungry today.”#

implications for Cultural Competence and Health Literacy

While this report aims to describe populations of particular focus for the FLPPS in the development of a
comprehensive and effective strategy to strengthen provider practices in the areas of cultural
competence and health literacy, these populations are clearly not mutually exclusive. African American
and Hispanic members of our community are more likely to be living in poverty. In addition, the rateof
mental illness is higher among individuals living in impoverished communities. Accordingly,
considerations outlined in the sections of this document specific to these populations areequally
applicable here. However, it will also be important to consider the additive impact that poverty has on
the ability of individuals and families to seek the types of preventive services important to achieving
better health outcomes. As we work to architect a plan to increase culture competence and health
literacy, we must be mindful of both the practical as well as the cultural dimensions of poverty—
particularly multigenerational poverty. This can range from ensuring the individuals have the ability to
obtain the basic supplies needed to address medical conditions, to appreciating that individuals living in
poverty are often operating in crisis mode (or the “tyranny of the moment”) given the significant

1 ZipAtlantis.Com, 2013,
A pubowitz, T., Heron, M., Bird, C.E., Lurie, N, Finch, B.K., Basurto-Davila, R, Hale, L., & Escarce, J.)., 2008.

2 stratisHealth, 2015,
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obstacles they face in their day-to-day survival. As such, the ability to think longer term for manyareas,
including taking care of their health, is compromised. To be successful, a cultural competence and
health literacy assessment strategy will also need to examine how well we are addressing the needsof
individuals living in poverty.

1B|Page
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Maternal & Child Health
What we Know About the Population

Maternal and child health (MCH) care is the health service provided to mothers (women in theirchild
bearing age) and children. The targets for MCH are all women in their reproductive age groups, i.e., 15
- 49 years of age, children, school age population and adolescents. Improving the well-being of
mothers, infants, and children is an important public health goal for the United States. Their well-being
determines the health of the next generation and can help predict future public health challenges for
families, communities, and the health care system. For many women, pregnancy often serves as the
gateway into health care. By the time a woman starts thinking about becoming pregnant, it is often too
late to prevent many of the risk factors associated with chronic disease. Women of reproductive age
face unique challenges when preventing and treating chronic disease. Over half of all women of child
bearing age have one or more serious risk factors for developing a chronic disease. The annual medical
costs for treating pregnancy-related complications prior to delivery total over one billion dollars. In
addition to monetary expense, chronic conditions experienced during pregnancy take a great tollon
the health of a mother and her baby.

As the prevalence of obesity and diabetes continues to grow and an increasing number ofwomen
choose to delay pregnancy, women may become increasingly vulnerable to risk factors thatcan
complicate pregnancy, including obesity, diabetes, smoking and high blood pressure. Women who are
not at a healthy weight prior to pregnancy are at a higher risk for pregnancy-related complications
inciuding, gestational diabetes, cesarean section, fetal distress and early neonatal death. The most
common pregnancy related chronic condition is Gestational Diabetes Mellitus (GDM), a form of glucose
intolerance which occurs during pregnancy. As the leading cause of hospitalizations before delivery for
pregnant women, GDM complicates 4 percent of pregnancies annually.

Pregnancy can provide an opportunity to identify existing health risks in women and to prevent future
health problems for women and their children. These health risks may include:

Hypertension and heart disease

Diabetes

Depression

Genetic conditions

Sexually transmitted diseases (STDs)

Tobacco use and alcohol abuse

inadequate nutrition

Unhealthy weight

The risk of maternal and infant mortality and pregnancy-related complications can be reduced by
increasing access to quality preconception (before pregnancy) and interconception {between
pregnancies) care. Moreover, healthy birth outcomes and early identification and treatment of heaith
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conditions among infants can prevent death or disability and enable children to reach their full
potential .2

What we Know About Disparities in Outcomes

The social determinants that influence maternal health also affect pregnancy outcomes and infant
health, Racial and ethnic disparities in infant mortality exist, particularly for African American infants.
Child health status varies by both race and ethnicity, as well as by family income and related factors,
including educational attainment among household members and health insurance coverage.

The Prevention Agenda 2013 — 2017, New York States Health Improvement Plan is an action plan to
address and reduce health disparities due to race, ethnicity, and/or socioeconomic attributes.
“Improving the health of mothers and babies is an important public health priority for New York State.
Key population indicators of maternal and infant health, including low birth weight, prematurity and
maternal mortality, have not improved significantly over the last decade in New York, and insome
instances have worsened. Even in measures where trends are improving, such as reductions in
adolescent pregnancy rates and infant mortality rates, there are significant and persistent racial, ethnic
and economicdisparities.”?*

Percentage of Premature Births by Race/Ethnicity,
New York State Residents, 2001-2010
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According to FLHSA, the FLPPS region infant mortality rate is higher than the New York State rateand
the Upstate New York rate without a clear indication of the root cause®. In terms of racial and ethnic
disparities in infant mortality, Monroe County Health Department data from 2008 — 2010 clearly shows
that “African American and Latinos were between three and four times higher than white residents”.

22 HealthyPeople2020, 2015.
1 NYS Department of Health, 2012,
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Implications for Cultural Competence/HealthLiteracy

» ldentification and validation of literacy-assessment tools for children and caregivers, including those
with LEP

» Determination of the effectiveness and the role of rapid health literacy screening tools for individuals
and populations to evaluate the impact of interventions on improving quality of care

» Understanding developmental aspects of health literacy and transitions to self-care: understanding
the progression of health literacy skills from childhood through young adulthcod and parenthood
and the role of health literacy in transitioning to adult care and functionalindependence

» Assessment of the parent-child dyad with respect to health literacy over time: the transition from
total parent care through modeling, teaching, supervision, and oversight to total care by the
child/adolescent/young adult and how that varies according to health activity and population and
provider characteristics

« Assessment of how the variability in access and quality of children's health care is affected by
caregivers' health literacy

« Exploration of health literacy's relationship to health disparities: the relationship between
socioeconomic disparities and health literacy, and between LEP and literacy skills, and how health
literacy may mediate the effect of social disparities on health outcomes

» Understanding the role of heaith {iteracy in designing and assessing quality metrics

» Study of the use of patient assessments of care to measure and improve quality of communication
between providers and patients and families with low literacy

» Exploration of the quality of current provider-patient/caregiver communication and its impact on
pediatric care and safety

+ Evaluation of methods for training health care professionals in clear health-communication
techniques
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African Americans

What we Know About Disparities in Outcomes

“Over the years, there has not been a significant reduction in African American’s mortality and
morbidity rates. African Americans’ historic experience with the healthcare system has been marked by
health inequities and a shortage of preventive interventions that fully address the population’s social,
economic and environmental situations”.2* African Americans continue to experience health care
challenges and disparities at disproportionate rates in comparison to other racial/ethnic groups.
Although African Americans have genetic predispositions to some diseases and ilinesses, health
inequities are often attributed to underlying economic, environmental and social factors that many
have limited control over. As a result, it is essential that we acknowledge the complex interplay of these
factors. For example, individuals living in poverty are more likely to reside within underprivileged
neighborhoods with a high prevalence of crime/violence, have limited access to nutritious foods due to
the high presence of food deserts, fast-food restaurants and limited availability of grocery stores,
limited financial resources and higher proportions of older homes.* Each of these factors are known to
have adverse effects on the health of individuals and the community as a whole, which social issues
become public health issues. African Americans are 3 times more likely than Whites to be living in
poverty®, indicating that the negative impact of living in poverty is greater for African Americans.
However, evidence also suggests that healthcare inequities for African Americans persist above and
beyond the impact of poverty.?’

Within the FLPPS Region, cancer, heart disease, homicide, accidents and stroke are the leadingcauses
of years of potential life lost (YPLL), which closely mirror the leading causes of death amongAfrican
Americans: cancer, heart disease, stroke, kidney, diabetes, accidents and COPD.%28

Key Findings:
Within New York State:

African American infant mortality rates were 3 — 4 times higher than Whites®
African Americans have the highest diabetes prevalence among adults (13.8%)%
African Americans have the highest rate of newly diagnosed HIV cases (65.7%)%
African Americans have the highest rate of congestive heart failure hospitalizations
(60.4%)5

African Americans have the highest rate of strokes (26.7%)%

African Americans have the highest cancer mortality rates — breast (28.5%), cervical
(4.6%), colorectal (18.7%)*

o African Americans are 3 times more likely to be living in poverty than Whites?’

0O 00O

0o o0

% Treuhaft, 5., & Karpyn, A., 2010.

& ACT Rochester, 2015.

7 Lin, A.C., & Harris, R.K., 2009,

 Finger Lakes Health Systems Agency — “What's Goin’ On”,2014.
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Nationally:

o African Americans were 2 times more likely than Whites to have diabetes?

o African Americans had the highest rate of heart disease and stroke compared toall
racial/ethnic groups®?

o African Americans had the highest rates of hypertension in comparison to Whites; the
percentage of African Americans who had control of their high blood pressure was lower
than compared to Whites?

o African Americans had higher rates of obesity than other racial/ethnic groups®

o African Americans had higher rates of homicide than other racial/ethnic groups?®

Implications for Cultural Competence/HealthLiteracy

* “Many African Americans have either a religious orientation or a viewpoint grounded in African
American social and cultural history, which may emphasize a holistic approach to health and health
care” 3¢

e “Home or natural remedies are commonly known and are used by African Americans, particularly
among the elderly”.2® These practices are traced back to cultural historical traditions, when
standard medical treatments/care were not afforded to African Americans resulting in common
healing practices/home remedies being passed down through generations.

¢ Inquire about patient preferences — salutations, language, health options/practices, social support,
etc.

¢ Acknowledge the diversity within —not all patients share the same values, beliefs and habits (i.e.
dietary habits, faith/religion, language, etc.).

¢ Develop an understanding of each patient as an individual — every patient experiencesdisease,
illness, life circumstances, trauma and pain differently. Understand patients’ religious or spiritual
commitments and how these influence their perception of physical, mental health, disability, death
and various approaches to treatment and prevention.

¢ Understand that patients have needs beyond their health conditions — serve as a linkage to other
resources. Asking the right questions will help determine the appropriate course of treatments or
communication techniques.

¢ Building relationships are essential to providing effective healthcare. Patients want to be treated
with respect and dignity, in ways that make them feel valued and understood.

22 Centers for Disease Control and Prevention, 2015.
0 Eiser, A.R., & Ellis, G., 2007.
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Hispanics/Latinos

As the fastest growing population and largest ethnic group in New York State, healthcare professionals
and providers can benefit from acknowledging and understanding the diversity within this population.
Hispanic/Latino is defined as any person of Cuban, Mexican, Puerto Rican, South or Central American,
or other Spanish culture or origin, regardless of race.>! Nationally, 74% of Mexicans, 62% of Puerto
Ricans, 80% of Cubans, 88% of Central Americans speak a language other than English at home -33%
of Hispanics indicate that they are not fluent in English.32

What we Know About Disparities in Outcomes

Nationally, mare than 50% of Hispanic, low-income working families have a parent without a high
school equivalency degree, compared with 16% of non-Hispanic whites.?3 Within the FLPPS Region,
low-income families face significant barriers to quality care — lack of insurance coverage,inadequate
healthcare and high costs, resulting in delayed treatment further compounding health issues.? Of all
racial-ethnic groups, Hispanics have the lowest health insurance rates.?* These underlying factors are
may be linked to the health disparities experienced within this population:

o Hispanic/Latino Infant mortality rates 3 — 4 times higher than Whites®
*  |n Monroe County, Latinos experience 3 times the infant mortality rate of
Whites--12.9 deaths per 1,000 live births, compared to 3.9 deaths per 1,000
births among Whites. There are also more Hispanic/Latino infants (10%)born
with low weight than Whites {7%).3¢
o Highest rates of obesity are among Hispanic Women, Infant & Children (WIC)
participants aged 2 - 4 and Hispanic/Latino high-schoolers.?
o Hispanics/Latinos reparted the highest percentage of fair or poor mental health when
compared to all other racial/ethnic groups®
o HIV/AIDS mortality rates 10 times higher than Whites?
o New HIV/AIDS cases 6 times higher among Hispanics/Latinos than Whites?®
o Hispanic/Latino diabetes prevalence, hospitalizations and mortality rates higherthan

Whites®
* Hispanic/Latino children and adults 3 times more likely to be hospitalized for
asthma

* Hispanic/Latino asthma-related ED visits were 3 times higher than Whites

While health disparities among Hispanics/Latinos mirror those of other racial/ethnic groups, studies
have shown that culture and language is central to their health beliefs, practices and habits.33Culture
shapes patient perceptions of illness and health. Within Hispanic/Latino culture there is a strong sense

31 Agency for Healthcare Research and Quality, 2014, Categories and Definitions Promulgated by the Office of Management and Budget [OMB) and the
U.S. Bureau of the Census.

2,5, Department of Health and Human Services — Office of Minority Health, 2015.

3 papulation Reference Bureau, 2015,

* Finger Lakes Health Agency Systems — “Nuestra Salud”, 2014.

3 University of Californta Irvine - StienceDaily, 2007,
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of community, family, faith/religion, respect and trust. Family members are sought for guidance when
making decisions about health, and families are conscientious about how health status/information
(i.e. iliness, disease) is communicated to others.3® As a population that defines illness and disease
within the context of their culture - defining and describing ailments and symptoms usingcultural
terms as opposed to modern medical terminclogy - using appropriate language and literacy levelsare
vital aspects of providing quality patient care. Studies have shown that communication barriers are
associated with poor/lower health education, poor doctor-patient relationships and lower patient
satisfaction.®®

Implications for Cultural Competence/HealthLiteracy

Mutual respect and trust are the foundation of Hispanic/Latino relationships. Building relationships
are essential to providing effective healthcare. Patients want to be treated with respect and dignity,
in ways that make them feel valued and understood.

Inquire about patient preferences — salutations, language, health options/practices, social support,
etc. Inquiring about the health habits and language preferences of Hispanic/Latino patients can
assist in planning effective health communication and health care plans.

Acknowledge the diversity within — not all patients share the same values, beliefs and habits (i.e.
dietary habits, faith/religion, language, etc.). Be mindful of language choices.

Acknowledge and understand the cultural norms and relationship dynamics — personal,
interpersonal and intrapersonal.

Develop an understanding of each patient and/or family/caregiver as an individual — every patient
experiences disease, illness, life circumstances, trauma and pain differentiy.

Patients have needs beyond their health conditions — serve as a linkage to other resources. Asking
the right questions will help determine appropriate course of treatments orcommunication
techniques.

3 Centers for Disease Control and Prevention, 2015.
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American Indian/Alaska Natives

Within the United States, there are currently 566 nationally recognized tribes, of which 8 reside within
New York State — Cayuga Nation of New York, Oneida Nation of New York, Onondaga Nation of New
York, St. Regis Mohawk Tribe, Seneca Nation of New York, Shinnecock Indian Nation, TonawandaBand
of Seneca Indians of New York and Tuscarora of New York; while these individuals are identified as
American Indians/Alaska Natives they prefer to be acknowledged by their tribal affiliation.>”
Approximately 57% of American Indians/Alaska Natives live in urban areas, while the remainder reside
within rural areas. Although American Indians/Alaska Natives account for less than 1% ofthe
population of New York State, New York State is one out of ten U.S. states with the largest American
Indian/Alaska Native population.? Within the FLPPS Region, there are over 11,000 individuals who
identify as at least partially Native American.

What we Know About Disparities in Outcomes

While the health disparities of American Indians/Alaska Natives mirror those of other racial/ethnic
groups, the underlying economic, environmental and social factors are unique — due to a lack of
financial resources and remoteness of the communities - limiting access to adequate care. “Lower life
expectancy and the disproportionate rates of disease among American Indians/Alaska Natives are
rooted in economic adversity and poor social conditions, such as lower education levels, poverty,
discrimination and cultural differences”.38 As a result, it is necessary that we acknowledge their
presence and healthcare needs:

Within New York State:

¢ American Indian/Alaska Native adults (28%) and children (38%) experienced high rates of poverty;
which are 3 times higher than Whites,?

® American Indians/Alaska Natives are likely to die as a result of heart disease, cancer, diabetes,
chronic lower respiratory diseases or unintentional injury.?

® American Indian/Alaska Native Women, Infant & Children (WIC) participants aged 2 — 4 and high
schoolers had high rates of obesity.?

Nationally:

¢ In 2011, the percentage of American Indian/Alaska Native adults living in poverty was among the
largest compared with non-Hispanic whites.?®

* |n 2010, prevalence of unemployment among adults aged 18-64 years was highest amongnon-
Hispanic blacks (16.5%) and American Indian/Alaska Native {15.8%).2°

® In 2011, the prevalence of not completing high school among adults aged 25 years and older was
the second largest for American Indians/Alaska Natives --second to Hispanics and similar to African
Americans.?

7 National Conference of State Legislatures, 2015.
3 |ndian Health Service, 2015.
32 Centers for Disease Control and Prevention, 2013.
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In 2011, American Indian/Alaska Native and non-Hispanic white adults were among those with the
largest prevalence, frequency, and intensity of binge drinking, compared with other racial/ethnic
populations.®

Although the 2009 overall suicide rates for American Indian/Alaska Native were similar to those of
non-Hispanic whites, the 2005-2009 rates among adolescent and young adult American
Indians/Alaska Natives aged 15-29 years were substantially higher. In addition, American
Indian/Alaska Natives experienced higher rates of depression and co-occurring conditions than any
other ethnic group - untreated depression is the leading cause of suicide.?®

Implications for Cultural Competence/HealthLiteracy

A community-based and culturally appropriate health care approach can accommodate the needs
of tribal populations and their cultures, by respecting cultural beliefs, values and acknowledging
traditional tribal health practices as an integral component of the health care delivery system.®

Respect and acknowledge non-traditional healing and health practices. Spirituality and healing is
embedded within American Indian/Alaska Native culture.

Mutual respect and trust are the foundation of American Indian/Native American relationships.
Building relationships are essential to providing effective healthcare. Patients want to be treated
with respect and dignity, in ways that make them feel valued and understood.

“Interconnectedness”- spirituality, healing, traditions and community are valued. Acknowledge and
understand the cultural norms and relationship dynamics — personal, interpersonal and
intrapersonal.

Develop an understanding of each patient and/or family/caregiver as an individual — every patient
experiences disease, illness, life circumstances, trauma and pain differently.

Inquire about patient preferences - salutations, language, health options/practices, social support,
etc. Inquiring about the health habits and language preferences of patients can assist in planning
effective health communication and health care plans.

Acknowledge the diversity within — not all patients share the same values, beliefs and habits (i.e.
dietary habits, faith/religion, language, etc.).

Patients have needs beyond their health conditions — serve as a linkage to other resources. Asking
the right questions will help determine appropriate course of treatments or communication
techniques.

4 Northwest Portland Area Indian Board, 2005.
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Migrant and Seasonal Farmworkers (MSFWs)

According to the National Agricultural Workers Survey,*! there are approximately 2.4 million
agricultural workers employed on farms and ranches in the U.S.. Migrant and seasonalfarmworkers
are the fabric of our agricultural system, interwoven within many rural communities throughout the
U.S. Within New York State, the Finger Lakes Region has the highest concentration of migrant and
seasonal farmworkers — represented by diverse ethnicities and nationalities, such as Hispanic/Mexican
American (84%), Haitian (7%), Puerto Rican (6%), African American (2%) and Central American {2%),
which 86% report Limited English Proficiency (LEP) and prefer to speak Spanish.®#2 Due to the mobile
nature of their lifestyle, this population has been historically undercounted and underrepresented. “In
2011, the National Center for Farmworker Health reported that there were 112,827 farmworkers and
their dependents working/living in New York State”.4?

What we Know About Disparities in Outcomes

Most migrant farmworkers earn annual incomes below the federal poverty level, “the average
individual farmworker income ranged from $12,500 to $14,999 and the average total family income
ranged from $17,500 to $19,999".% “The toll of work on their lives - the arduous nature of farm work,
poverty status, crowded living arrangements, poor working conditions and regular travel across state
lines into relatively unfamiliar areas -- cannot be underestimated”.*? Basic survival needs —food,
shelter, income - are contingent on their work performance and production, posing an even greater
challenge of having to prioritize their personal health and/or family’s needs. Also, factors such as
unstable residency, citizenship status, lack of transportation, language/literacy barriers, fear of losing
their job, fear of deportation, long work days and lack of sick/personal days creates an greater
challenge accessing social services, Medicaid and adequate healthcare.*

e “Children of migrant farmworkers also experience a variety of health risks and conditions. Primary
care physicians have rated Mexican American migrant children 2 — 3 times more likely to have poor
or fair health as opposed to good or excellent health, compared to non-migrant children. Intestinal
parasites, nutritional deficiencies, dental problems, diarrhea, exposure to pesticides and hearing
loss are common”, 44

* “Migrant farmworkers experience occupational hazards, such as demanding physical labor, contact
with poisonous plants and chemicals, extreme weather conditions, increasing their risk of
pesticide-related illnesses, respiratory illness, musculoskeletal disorders and compromised
reproductive and oral health” %

e HiV/AIDS has become a growing concern in the migrant and seasonal farmworkers population,
which research has shown an increased risk of HIV/AIDS due to lack of education, perceptions
about the disease and their susceptibility contributing to later stages of diagnosis. “Without health
insurance and easy access to primary care, farmworkers are less likely to receive HIV prevention

1 National Center for Farmworker Health, Inc.,2012.

42 Fingers Lake Community Health, n.d.

43 New York State Dapartment of Health — AIDS Institute, 2007,
4 Nichols, M., Stein, A. D., & Wold, J. L, 2014.
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education or to be screened for communicable diseases such as HIV, sexually transmitted diseases,
and tuberculosis, and receive appropriate care” %

Implications for Cultural Competence/HealthLliteracy

* “Toimprove the overall quality of life and health status for migrant and seasonal farmworkers,
policy issues must be addressed at the national, state and local levels. Public policy decision
makers must ensure that migrant and seasonal farmworkers are identified as a priority group in
need of health care and supportive services so that adequate dedicated resources are provided for
them”.#

* Adopt policies that allow medical services and medication, through Medicaid, the Ryan White
CARE Act, and/or the AIDS Drug Assistance Program {ADAP), to be provided across State lines.*

e Develop and implement policies and practices that are based on an understanding and respect for
different cultural values, beliefs, norms, religions and experiences.

» “Language barriers between provider and patient can lead to a multitude of problems, including
incomplete patient medical histories, misdiagnosis, unnecessary tests, missed opportunities for
patient education, poor patient compliance, nonadherence to prescribed medications and/or not
taking medications according to instructions, higher levels of patient dissatisfaction,
underutilization of health services and treatment failure”

¢ Building relationships are essential to providing effective healthcare. Patients want to be treated
with respect and dignity, in ways that make them feel valued and understood.

* Inquire about patient preferences — salutations, language, health options/practices, social support,
etc.

¢ Increase our awareness and understanding about the stigma and discrimination faced by migrant
and seasonal farmworkers.

* “Increase opportunities for MSFW representation on advocacy groups and consumer advisory
boards associated with health and social services, by holding meetings at non-traditional venues

and hours” *#

¢ Increase our awareness and understanding of their basic survival needs - food, shelter and safety —
while acknowledging that additional services may be needed (i.e. transportation, socialservices,
housing, education and vocational training, extended/after office hours, legat etc.). Establish
collaborative partnerships with linkage resources/services, while maintaining a degree of
confidentiality.

e Communication and trust is key — building a rapport is essential. We must be able to communicate
with them in a way that they understand; listen to their concerns and follow-up.

* Acknowledge the diversity within — not all patients share the same values, beliefs and habits {i.e.
dietary habits, faith/religion, language, etc.).

® Develop an understanding of each patient as an individual — every patient experiences disease,
iliness, life circumstances, trauma and pain differently. Patients have needs beyond their health
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conditions — serve as a linkage to other resources. Asking the right questions will help determine
appropriate course of treatments or communication techniques.
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Lesbian, Gay, Bisexual, Transgender & Questioning (LGBTQ)

Although differences in health outcomes by race and ethnicity, sex, and poverty status are historically
well-documented, this has not been the case with individuals of the LGBTQ community. For our
purposes, the term LGBTQ refers to people who identify as Gay, Lesbian, Bisexual, Transgender, and
Questioning. Lesbian refers to those who identify as women who have sex with women, Gay refer to
those who identify as men who have sex with men {(MSM), Bisexual refers to those who identify as
people who have sex with both men and women, Transgendered refers to those who identify as living
and expressing themselves in a gender that is opposite to their original genetic sex, and Questioning
refers to those who have yet to identify their actual sexual preference or expression.

What we Know About Disparities in Outcomes

LGBTQindividuals represent a diverse spectrum of races, ethnicities, social classes and cultural groups.
However, based on their sexual orientation they are not equally recognized and/or afforded the same
opportunities as other Americans (e.g. lack of health insurance, employee sponsored health benefits,
ineligible for certain family planning health services). “Research suggests that LGBTQ individuals face
health disparities linked to societal stigma, discrimination and denial of their civil and human rights.
Discrimination against LGBTQ persons has been associated with high rates of psychiatric disorders,
substance abuse and suicide”.*> Although sexual behavior is a contributor of health outcomes,
societal and structural inequities play a major role in this population’s health disparities.

The Institute of Medicine emphasized the need for collection of gender identity and sexual orientation
data on federally supported surveys.*® Due to limited data collection on sexual orientation and gender
identity, the nature of these health disparities in the LGBTQ community are still in question”.*’ As a
result, we can only estimate the full extent/impact of health disparities within LGBTQ populations:

¢ LGBTQ adults are least likely to have health insurance coverage compared to heterosexual

adults.*®

* LGBTQ adults are more likely to delay or not seek medical care.%®

* LGBTQ adults are more likely to receive health care services in emergency rooms.*8

¢ LGBTQadults are more likely to delay or not get needed prescription medicine.*8

Recent studies have examined the health care of lesbian, gay, bisexual, transgender and questioning
(LGBTQ) populations and have found clear disparities among sexual minority groups. These disparities
seem to be broad ranging, with differences identified for health conditions (e.g., asthma, diabetes,
cardiovascular disease, or disability), health behaviors such as smoking cigarettes and heavy drinking,
and healthcare access and service utilization. Among US adults, those who identified as LGBTQwere
mare likely to smoke cigarettes, consume more amounts of alcohol on a regular basis and report
higher rates of psychological distress than those who identified as heterosexual.*? In addition, 4.6% of
the overall U.S. population has self-reported a suicide attempt, which that rate is 2 — 4 times higher {10

*5 HealthyPeople2010 - Leshian, Gay, Bisexual, and Transgender Health, 2015.

4 Institute of Medicine - Committee on Leshian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities, 2011.
470.5, Department of Health and Human Services — Office of Minarity Health, 2013. Improving Data Collection for the LGBT Community.

4 Krehely, )., 2009.

43115, Department of Health and Human Services, 2014, National Heolth Statistics Report
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— 20%} for lesbian, gay and bisexual individuals. By comparison, 41% of transgender or gendernon-
conforming individuals have attempted suicide.’?

Implications for Cultural Competence and Health Literacy

» “Health surveys cannot continue to treat populations in isolation: Members of the LGBTQ
community who are members of other populations that are recognized as suffering from health
disparities must be allowed to identify themselves fully on surveys, including theirsexual
orientation and gender identity”.4°

e For better understanding of this community we need to create an inclusive safe space; a place
where all patients are welcome, safe and included. We must be mindful to ensure that health
education materials are relevant to the respective populations (i.e. imagery, language, etc.).

* Inquire about patient preferences — salutations, language, health options/practices, social support,
etc. to aid in planning effective health communication and health care plans.

* Acknowledge the diversity within —not all patients share the same values, beliefs and habits (i.e.
dietary habits, faith/religion, language, etc.).

¢ Acknowledge and understand the cultural norms and relationship dynamics of your patient —
personal, interpersonal and intrapersonal.

¢ Develop an understanding of each patient and/or family/caregiver as an individual — every patient
experiences disease, illness, life circumstances, trauma and pain differently.

¢ Patients have needs beyond their health conditions — serve as a linkage to other resources. Asking
the right questions will help determine appropriate course of treatments ercommunication
technigues.

® Itis necessary to acknowledge the unique perspectives of this population — history of ineguality
through oppression, discrimination and stigma — to better understand how they interact with
society, within their communities and with the healthcare system.

e Members of the LGBTQ community may have a harder time accessing the health care system due to
fear of discrimination. In addition, their apprehension of accessing the health care system may be
further compromised due to a lack of inclusion within our current health care system. For example,
a lesbian couple may be unable to make health and/or end-of life decisions for each other, due to
policies that do not acknowledge their union in the same manner as a heterosexual couple.

o lack of engagement in the health care system may continue to result in poor preventative care,
further perpetuating LGBTQ health disparities.

% Malane, L., 2014.

32 |Page



O FLERS .

FLPPS Cultural Competence & Health Literacy Planning: Priority Groups Summary Report - October 2015

10.

11.

12.

13,

14,

15,

References

Brennan Ramirez, L.K,, Baker, E.A., & Metzler, M. Promoting Health Equity: A Resource toHelp
Communities Address Social Determinants of Health. Atlanta: U.S. Department of Health and
Human Services, Centers for Disease Control and Prevention; 2008.
http://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/SDOH-
workbook.pdf

U.S. Department of Health and Human Services. (2011). HHS Action Plan to Reduce Racialand
Ethnic Health Disparities: A Nation Free of Disparities in Health and Health Care.
http://minarityhealth.bhs.gov/npa/files/plans/hhs/hhs plan complete.pdf

Agency for Healthcare Research and Quality. (July 2014). Improving Cultural Competence to
Reduce Health Disparities for Priority Populations.
http://effectivehealthcare.ahrg.gov/ehc/products/573/1934/cultural-competence-protocol-
140709.pdf

Airhihenbuwa, C.0., & Liburd, L. Eliminating Health Disparities in the African American
Population: The Interface of Culture, Gender, and Power. (2006). Health Education & Behavior,
Vol. 33 (4): 488-501. DOI: 10.1177/1090198106287731

Salient Medicaid Data System — No PHI version — CY 2014a. Unpublished data from Coordinated
Care Services, Inc. Internal Data Source.

NYS OMH BHO Portal 2013a. Unpublished data from Coordinated Care Services, Inc. Internal
Data Source.

NYS OMH BHO Portal 2013b. Unpublished data from Coordinated Care Services, Inc. Internal
Data Source.

NYSDOH OHSM from SPARCS data extracted December 2010. Unpublished data from
Coordinated Care Services, Inc. Internal Data Source.

Finger Lakes Health Systems Agency. (2014). Community Needs Assessment — Finger Lakes
Performing Provider System Reform Incentive Program Final Grant Application.
http://www.flhsa.org/uploads/pages/pdf/FINAL%20CNA%20Report%2012-18-14.pdf

Salient Medicaid Data System — No PHI version ~CY 2014b. Unpublished data from Coordinated
Care Services, Inc. Internal Data Source.

National Core Indicators NASDDDS and HSRI, 2014a. NYS NCI CoC Charts Generated and
Analyzed.

National Core Indicators NASDDDS and HSRI, 2014b. NYS NCI CoC Charts Generated and
Analyzed.

National Core Indicators NASDDDS and HSRI (National Association of State Directors of
Developmental Disabilities Services and Health Services Research Institute), FY 2013/14. NYS
NCI CoC Charts Generated and Analyzed.

HUDexchange.info — NYS Annual Homeless Assessment Reports. NYS CoC Reports Generated
and Analyzed.

Institute of Medicine - Committee of Healthcare for Homeless People. (1988). Homelessness,
Homelessness, Health, Health, and Human Needs.
http://www.ncbi.nlm.nih.gov/books/NBK218232/pdf/Bookshelf_NBK218232.pdf

33)Page



O FLEES

FLPPS Cultural Competence & Health Literacy Planning: Priority Groups Summary Report - October 2015

16.

17.

18.

15.

20.

21

22.

23.

24.

25,

26.

27.

28.

29.

30.

Centers for Disease Control and Prevention. (2011). CDC Health Disparities and Inequalities
Report — United States, 2011. Morbidity and Mortality Weekly Report, 60, 1 ~116.
http://www.cdc.gov/mmwr/pdf/other/su6001.pdf

Michael Reese Health Trust. {2011). The Chicago Housing for Health Partnership Project Related
Documents. http://www.healthtrust.net/content/reports-publications/chicago-housing-health-
partnership-project-related-documents-6283

New York State Community Action Association. (2015). New York State Poverty Report.
http://nyscommunityaction.org/wp-content/uploads/2014/03/2015-Poverty-Report-w-50th-
logos-for-online.pdf

World Health Organization. (2015). Health Topics: Poverty.
http://www.who.int/topics/poverty/en/

ZipAtlantis.Com. (2013). Zip Codes with the Highest Percentage of Population Below Poverty
Level in New York. http://www.zipatias.com/us/ny/zip-code-comparison/population-below-
poverty-level.htm

Dubowitz, T., Heron, M., Bird, C.E., Lurie, N., Finch, B.K., Basurto-Davila, R., Hale, L., & Escarce,
J.1. (2008). Do Neighborhood Economic Conditions Influence the Consumption of Fruits and
Vegetables? Rand Corporation, RB-9375.
http://www.rand.org/content/dam/rand/pubs/research_briefs/2008/RAND_RB9375.pdf
StratisHealth. (2015). Understanding Poverty in Minnesota: Increasing the cultural competence
of healthcare providers serving diverse populations.
http://www.culturecareconnection.org/documents/InformationSheet_Poverty.pdf
HealthyPeople2020. (2015). Maternal, Infant and Child Health.
http://www.healthypeople.gov/2020/topics-objectives/topic/maternal-infant-and-child-health
New York State Department of Health. (2012). New York State Minority Health Surveillance
Report 2012.

https.//www.health.ny.gov/statistics/community/minority/docs/surveillance report 2012.pdf
Treuhaft, S., & Karpyn, A. (2010). The Grocery Gap: Who Has Access to Healthy Foods and Why
It Matters. The Policy Link.

http://thefoodtrust.org/uploads/media items/grocerygap.original.pdf

ACT Rochester. (2015). Racial and Ethnic Disparities in the Greater Rochester Region.
http://www.actrochester.org/sites/default/files/ACT%20Rochester%20Report%200n%20Racial
%20and%20Ethnic%20Disparities.pdf

Lin, A.C., & Harris, R.K. {2009). The Colors of Poverty: Why Racial & Ethnic Disparities Persist.
(#16, January 2009).

http://www.npc.umich.edu/publications/policy briefs/brief16/PolicyBrief16.pdf

Finger Lakes Health Systems Agency. (2014). “What’s Goin’ On” —Report on Local Health
Disparities Commissioned by the African American Health Coalition 2014.
http://www.flhsa.org /uploads/pages/pdf/AAHC%20Disparities%202014%20Final.pdf

Centers for Disease Control! and Prevention. (2015). Black or African American Populations.
http://www.cdc.gov/minorityhealth/populations/REMP/black.htmI#Disparities

Eiser, A.R., & Ellis, G. (2007). Viewpoint: Cultural Competence and the African American
Experience with Health Care: The Case for Specific Content in Cross Cultural Education.
Academic Medicine, 82(2), 176 — 183.

34|Page



FLPPS
¢ gesdn ity FLPPS Cultural Competence & Health Literacy Planning: Priority Groups Sumrmary Report - October 2015

http://www.mopaonline.org/uploads/9/4/5/9/9459095/cultural competence and the africa

n_american experience with health care - the case for specific content in_cross-
cultural education.pdf

31. Agency for Healthcare Research and Quality. (October 2014). Categories and Definitions
Promulgated by the Office of Management and Budget (OMB) and the U.S. Bureau of the
Census. http://www.ahrg.gov/research/findings/final-reports/iomracereport/reldataltabl-
1.html

32. U.S. Department of Health and Human Services — Office of Minority Health. (2015). Profile of
Hispanics/Latinos. http://minoritvhealth.hhs.gov/omh/browse.aspx?lvi=3&Ivlid=64

33. Population Reference Bureau. (2015). Race/Ethnic income Gap Growing Among U.S. Working
Paor Families. http://www.prb.org/Publications/Articles/2015/working-poor-families.aspx

34, Finger Lakes Health Systems Agency. (2014). “Nuestra Salud” — Report on Local Health
Disparities Commissioned by the Latino Health Coalition 2014.
http://www.flhsa.org/uploads/pages/pdf/LHC%20Disparities%202014%20Final.pdf

35. University of California Irvine — ScienceDaily. (November 14 2007). Language Barriers Adversely
Impact Heolth-Care Quality.
http.//www.sciencedaily.com/releases/2007/11/071113132304.htm

36. Centers for Disease Control and Prevention. (2015). Building Our Understanding: Culture
Insights; Communicating with Hispanic/Latinos.
http://www.cdc.gov/ncedphp/dch/programs/healthycommunitiesprogram/tools/pdf/hispanic

latinos_insight.pdf
37. National Conference of State Legislatures. {2015). Federal and State Recognized Tribes.

http://www.ncsl.org/research/state-tribal-institute/list-of-federal-and-state-recognized-
tribes.aspx

38. Indian Health Service. (2015). Indian Health Disparities.
https://www.ihs.gov/newsroom/includes/themes/newihstheme/display_objects/documents/fa
ctsheets/Disparities.pdf

39. Centers for Disease Control and Prevention. {2013). CDC Health Disparities & Inequalities Report
— American tndian & Alaska Native Populations: Examples of Important Health Disparities.
http://www.cdc.gov/minorityhealth/populations/REMP/aian.htmi#Contributing

40. Northwest Portland Area Indian Board. (2005). A National Roundtable on the IndianHealth
System and Medicaid Reform. http://www.urban.org/research/publication/national-roundtable-
indian-health-system-medicaid-reform/view/full report

41. National Center for Farmworker Health, inc. (2012). Farmworker Health Factsheet:
Demographics. http://www.ncfh.org/uploads/3/8/6/8/38685499/fs-migrant_demographics.pdf

42. Finger Lakes Community Health. (n.d.). Farmworker Services. http://flchealth.org/your-
experience/

43. New York State Department of Health — AIDS Institute. (2007). Migrant and Seasonal
Farmworkers: Health Care Access and HIV/AIDS in this Population.
http://www.health.ny.gov/diseases/aids/providers/reports/migrant farmworkers/docs/heatlhc

areaccess.pdf

35|Page



O FLPPS

FLPPS Cultural Competence & Heaith Literacy Planning: Priority Groups Summary Report - October 2015

44,

45.

46.

47,

48.

49,

50.

Nichols, M., Stein, A. D., & Wold, J. L. (2014). Health Status of Children of Migrant Farm Workers:
Farm Worker Family Health Program, Moultrie, Georgia. American Journal of Public Health,
104(2}), 365-370. http://doi.org/10.2105/AJPH.2013.301511

HealthyPeople2010. (2015). Lesbian, Gay, Bisexual, and Transgender Health.
http://www.healthypeople.gov/2020/topics-objectives/topic/lesbian-gay-bisexual-and-
transgender-health

Institute of Medicine - Committee on Lesbian, Gay, Bisexual, and Transgender Health Issuesand
Research Gaps and Opportunities. (2011). The Health of Lesbian, Gay, Bisexual, and Transgender
People: Building a Foundation for Better Understanding.
http://www.ncbi.nlm.nih.gov/books/NBK64806/pdf/Bookshelf_NBK54806.pdf

U.S. Department of Health and Human Services — Office of Minority Health. (2013). /mproving
Data Collection for the LGBT Community.
http://minorityhealth.hhs.gov/omh/browse.aspx?lvi=3&Ivlid=57

Krehely, J. (2009). How to Close the LGBT Health Disparities Gap. Center for American Progress.
https://cdn.americanprogress.org/wp-

content/uploads/issues/2009/12/pdf/Igbt health disparities.pdf

U.5. Department of Health and Human Services. (2014). National Health Statistics Report:
Sexual Orientation and Health Among U.S. Adults: National Health Interview Survey, 2013.
National Health Statistics Report, 77(luly 15 2014), 1-10.

Malone, L. (2014). Transgender Suicide Attempt Rates AreStaggering.
http://www.vocativ.com/culture/lgbt/transgender-suicide/

36|Page






Cultural Competence and Health Literacy Assessment

GENERAL INFORMATION

1.Pieasstillinthefellowing Teamin{: ti
Provider Name
Street Address
Gty Blaba g

President’CED/Administrator Nama

Prasident/‘CEC/Administrator Title

Emall Address

Fhaone Number

Wheredoyouprovide sarvices? (checkallthetappiy)
™ Private Practica (singlermuti-p )

' Public/afety-Nat Hospital

3. Has your arganization paricipaimd in a oultural competence” training in the last twelve
mantha?

™ Yas

~ Neo

4. Comments {plesse include the topics, conten, and L d in the training}:

I Private Hospital
™ Community-Based ClinloF QHCPCMH
" HomelC ity-Based Services (HCBS)

 Othet - Wiite In

What typas of servioes do you provide? feheck aff that apply}
[ Primary Care
- Spedalty Care - Typs

™ MentalBahavicra) Heslth Care

™ Non-Medical Prescribed Opiate (NMPO) Abuss
Treatment

[~ Other-Wriiie In

2. List names and tites of these complating this form:

5. Pluasa #l In the following inf
regarding this assessmant tool;

ding your contact person{s} whe wa can mach

Primary Contact Person Tite

Phons Number

Email Addrass

Addifonal Contact Person Tita

Phona Number

Emaill Address

ORGANRIZATICNAL PROFILE




G, @riefly describa your organization's Mission, Vision and Value Statements (paste in
isfing written 2z app.

Mission
Statement

Visien
Staement

Valus Stalment

7. Deas yout | 's Mission Sta Include Cultural Compatance [CC)* and
Haalth Liweacy (HL)'?

T Yas

' Ne

8.1s thara a management level person accountable for Cultural Compatence
and Health Literacy activities

T Yes

~ No

9. What Is the name and title of the person accountable for Cultural
Competence and Heatth Literacy activities?

ADMINISTRATIVE"

BUPPORT: fag.,
Recaptionist, Office
Manager, Sscretary,
Transeriptioniss,
Ansisiant, Coortinator]

13. Please pasto below a copy of your organizational chart and identify
clearly where the positions reprasented abova "fit" Into tha chad.

10. Does your have the following: fchack sil that apply)

I Dudicated budgst® to1 CC and Huaith Literacy activitas

™ Wittan CC and Health Literacy plan with objestives’, strategles®, and
implemantation imetable

' The ciganization doas not have sithar of thasa in place

11. Does your agency require periodic review and updatas of its written
Cultural Competence and Haalth Literacy plan?

Not AtAll Seldem Sometimes Ofan N/A
" " r [ r

ORGANIZATION INFORMATION

12. Please provide us with a bref description of the foRowing positions as it
relates to your organization. What's the primary responsibiity of these
individuals? Are these decision-making positions?

Do these
positions
have tho
power o
make
decisions on
Description: hehall oftho
organizations
processes,
procedures
and policies?

Yas No

14. Pleasa fil in the following Information:
Tota! number of staft in the organizalon
Total numbar of consumac/patianis served last yaar

Total bar of fpati lasi ynar




15, ADMINISTRATIVE STAFF

Ganderdentity” of the Administrative Staif ¥ percategory}:

Mals
Femala
Other

Other

Race/Ethnicity of the Administrative Staff (#percategory):
American indisn or Alaska Native

Asisn
Black or African American

NativeHawall Other Paclfy

Whits or European American
Hispanis orLatina

Cther

Listothercultural groups® sy identified of the Administrative Statf{e.g., LGETD,
Langusge other than English, Dast/Hard of Hearing, immigrant, Veterans)

H

17. SUPPORT STAFF

Gander {dantity” of the Support Staff (¥ per category}):

Mals

Famale

Race/Ethnlcity of the Support Staff [# percategory):
American indlan or Alaska Native

Aslan

Black o7 African American

Native Hawalian orOtharPacificislander
Whita er European Amaerican

Hispanic crlatino

Other

Listethar cultural groups® as Identifled of the Supp fop, LGBTG,L

other than Engliah, Dest/Hard of Hearing, lmmigrant, Vatersns):

16. MANAGEMENT STAFF

Gander idantity” of tha Managemant Stalf (¥ percategory):

RaewiEthnicity of tha Management Btaff {# parcategory):

Amarican Indian or Alaska Mative
Asian
Blachk or African American

Native Hawall Other Pacifl

White or Europsan American
Hispanie arlatine

Other

Istother cultural groups® asidentified afthe M Staff fe.g.LGBTQ,
Language other than Enghish, DeatiHard of Heari t Vi i

18. DIRECT CARE STAFF

Genderidentity’ of the Direct Care Sta®® (¥ parcategory);

Male
Female
Other

Othar

Race/Ethnicity of the Direct Care Staff (# parcategory):

Amarican Indian or Alaska Hative

Asian

Black or African Amarican

Native Hawailan orOther Pacificistander
Whits or Eurnpean American

Hitpanic oristino

Othar

Listothereultueal groups® as identifiad of the Direct Care Staff (o.g., LGATQ, Language

othar than English, DeslHard of Hearly Vi ):




19, CONSUMER/PATIENT POPULATION

Gandsridentity” oftha C. ation (B percategory):

Male

Famala

Othar

Other

Race/Ethnicity of tha C: fPatiant population (¥ per gery):
Amarican Indian or Alaska Native
Asian
Black or African Amasican
Matlva Hawsiian or Other Pacificislander
Whits or Eurcpsan American

Hispanie artatina

Other
Listoth group Mantilied of the C: fPatient population {e.g.,
LGBTQ, Language other than English, DestHard of Hearing, Immigrant, Vi )

20. BOARD OF DIRECTORS
Plaasa §ll In tha foliowing information regarding your Board of Directors:

Numbar of Board members

21. Does your organization have a Consumer/Patient Advisory Board?

~ Yes

™ Ne

22, CONSUMER/PATIENT ADVISORY BOARD

Plaasafill inthef: ing Inf ! garding yourC: fPatiantAdvisory
Board Membery:

Number af Consumer/Patient Advisery Board membery

c fPatient Advisory Board appoi t

Genderidentity® of the Consumer/Patient Advisory Board (# percategory):

Race/Ethnicity of the ConsumerPatient Advisory Board [# per category):
Amurican Indian or Alaska Nativa

Asian
Biack or African American

Histive Hawali Other Pacificisland

White or Eurnpean Amarican

Hispanis esLatine

Board appointmaent term

Numbar of /path on the Board

Gendaridentity* of the Board of Directars (¥ per category):

Mala
Famala
Cther

Othar

Raca/Ethnicity of the Board of Directors (# percategory);

American Indlan or Alasks Native

Asian

Black or African Amarican

Native Hawailan or CtherPacificisisnder
White or Europsan American

Hispanie orlatineg

Gther

Listothar

grouy tified of tha Board of Directors fe.g. LGBATQ,
Language other than English, Deatitiard of Hearing, immi, F

CONSUMER/PATIENT ADVISORY BOARD

=
List other cultural groups* as i d of the C. atiant Advisory Board fe.g.
LGBTQ, Langusye omhar than Engiish, DeatHard of Hearl Vi )

CULTURAL COMPETENCE (CC) & HEALTH LITERACY [HL} COMMITTEE

23, Does your organization have a CCHL Committee or other group that
addrasses cultural lssues?

~ Yau

“ No

24. CULTURAL COMPETENCE [CC) & HEALTH LITERACY (HL)
COMMITTEE

Dous yourCCHL Committee L plInclude 50% lonaf bars from

eultural groups” of the servica population, who attand l!'klll 30% of maetingsina
calendar year?

™ Yes

T No

Pleasefillinthe followinginformation regarding your CCHL Committes:

Number of CCHL Commitise members

CCHL Committes appointmant term

Gapder |dentity* of the CCHL Comlttes (¥ percategory}:



Mala
Famals
Other

Othar

Race/Ethnicity of the CCHL Committes (¥ percategory):

American indlan or Alaska Native

Aslan

Black or African Ameritan

Native Hawailan or Other Pacificlslandar
White or European Amarican

Hispanic orLatine

Othar

Listothercutiural groups” as identifled of the CCHL Committee (6.9, LGATQ, Languape
other then English, Deat’tiard of Hearing, Immigrant, Veterana):

Which of tha following activities doas your CCHL Commbites perform? (check aif that

#pply}

" Raviews warvices/programa with respect to CCHL tasues at the
organization

™ Ruports to Quality A Quality kmp t Team atthe
organization

I parti ip In planning and implementation of sarvices at the organizatian

™ o Iy y Al " ll“lﬂﬂllw_ PTp

[~ Pisasadsscribaatharactivities notiistedabovathatyourCCHL
Cemmittes vonducis for the crganization

25. Has the organization included in the consumer/patient record and the
organization's managementinformation system the following cultural
attributes of each consumer/patient recelving services? (piease check alf that
apply):

™ Raoe { Ethrisity I Education leval T Currrt service uss
T age ™ Place ofbirth ™ Madies history
™ Genderidentity” T Lengthofstayinthe | BuhavioralMental
County of sarvioa Health history
™ Baxual orentation
T Migrant* Status ™ Use ofhomespathic
T Raliglon - romedies,
Immigrant® status. plementa
r Spirtuality practices :::Im yholisticin
r Rafuges” status
r Englishproficiancy” = r Useot
Employment status
T Preferned language® MMP'W“;":;:::;
™ meome lavel complementary
[ Non-English spsaking madicinas
languages and diatest e Llving st or below I~ Other A
Gl Literaey level poverty Callactad
I Priorsarvice use ?
Sarvioe use pattarns
(lavel, quality, i~ Other Attributes
Trequency} " Callectad

= OtharAtiributes
Coltscted

Doss yout organization address CCHL issues in other commitimes, for exampla, boards,

quallty quality Impi t, or advisory groups?
T Yas

© Ne

Pleasa listthose organizational groups

NEEDS ASSESSMENT

26. Tha arganization has a record of the social resources for the cultural
groups® among the service population®. fplease chack all that apply)

Places of Wership

Civie Administrative Enttins
Community Leadens

Food Banks

Shaltens

Naighborhood Assooiations

WA i b | B |

27. Evidence that the organization has contacts In:

Communities of muliple racial ethnle groups {Afican Ametican, Latino,
Native Amarican, Asian, Pasifo Islandens)

Fc Idas with individuals of reh status

Communities of ether cultural groups*

I~ Pluase Fst the other euitural groups you are refersncing; - Wrim In

™ Communities with individuals of Immigrant” status



20, Needs A t-C YEap tonOuestion (pleaae reference
question #):

KNOWLEDGE OF COMMUNITIES

29, Please select the answoer that best describes your
understanding/awareness of the cultural groups:
Not

&t Faidy Vary Net
Al Barsly ‘Well  Well Applicabla

How well are you able to desaribe the
cultural groups® fa.g.communidas of color,

r r r r [
LGBTQ, deathard ot hearing) In your
sarvice arma?

r ~ ' r ]
Heow wall ara you ks to dascribe the
strengths of tha cultural groups® in your r [ = ~ =
sarvicas area?

"~ r r r "

3. To what axtent do you know the foBowing about the cultural groups® In
your service area? (Indicate ak that apply)

Natat Falny Very Not
Al Baely Wil wall Applicable
Unamploymant Rales - [ s [ F
Incoma Diflersniials r L r - r

Birth Rates Ly r c ~ r

Crima and Viclance
~ r [of r r
Ratss

Insurance ~ (s r r r

Poverly Levels

Food Bacurty « r L r r

30. Plaase list the cultural groups who reside in your service area and how
much of the overall population this represents:

b
3

Parcent of papul In fpog
Cultural Group saivice area sl

ﬂﬂ

32. To what extent do you know about the fo¥owing about the cubtural
groups® in your service area?

Not At Fairy Vary Net

AN Barely  Well Well Applicabie
Sooial Histodians " r " - ~
Natural Helpars - " - r "~
Formal Leadars - e ~ ~ I,_
Advocates " " r i~ r
Clargy or Spirtualist [ " P - r
Nelghbarhood , = - = -
Asscciations

r r ol - r



33, Please answer the following questions:

35.Ploasemarkallthatyouhaveidentified:

. ™ Atdean American I Migrant FarmWorkers T Materal Health~
childrenaged8-19
at Faily Very Not ™ Hispanic ™ Pacpts Livingwith .
AN Bamly Well Wsll Apphcabls Disabilitles [~ Other
I Lesbian, Gay, Bisexual,
Do you know the prevailling baliefs, Transgendar, I” Homaiess
customs, norms, and values of the sultural  © F L - r Questioning (LGAT)
groups® In your service area? ™ maternal Health - [ Other
™ Individuals and Pregnant Women
M Familius Living in —
" r [ ~ [ Poverty ! Maternal Health~
ahikiren under § - Other
™ institutionalized
Do you know sooial service problams that il
can beadd dbynatural haof F r ~ " r Persans)
suppartwithin tha groups of color?
" r " " '

Do you know how the causas of mental 36, Has the argantzation identified the attributes of the above vulnerable
Iinesy nre viewnd by the cultucsl groups* - [ o " " " groups?
In your service area?

T Yas
r r r r ™ " No
Do you understand the concaptual
b th “immigrantt & ¢ el L
and “refugee™?
r r r r ©

34, Does the organtzation's management information system include data
regarding the vulnerable populations in your service area?

© Yas

™ Ne

37. Ploasa mark all the attrbutes that you have identified: 39, Allvitalipertinent forms and educational materials are translated into

T Living stor below I Caness ™ Emargancy Room languages other than English. Vital/pertinent forms Inclucte, but are not
povarty Admissions limited to: {Check all thatapply)
T cardiovascular s
™ Homalass Dissase Acuis Care Utlization
L =
T insured T Disbates Publlc health Indicators sntaks fions
ol haslth status i
™ Uninsured " Parsons living with HIV S anaSmarPatien BIll eritights
Other r
™ instttonatized ™ Disabinty 02 Senrifsieate
- r
™ Limited English I Mants), Emetional, Santdantahty Siatamants
Proficiency” Bahavioral Haslth [ Other ™ Preseription Information
Disordar
I Appointment Reminder Cards
- Other Ha eatian ot 4
T Organizational Marketing Matorials (s.g.. brochures, pamph bkt

omganization Information)

1

Haslth Insurance Privacy Protection Act (HIPAA) forms
INFORMATION EXCHANGE

1

Lt Ining kmp f garding participation In a
program, netices pertaining to the reduction, denial, or temmination of
ssrvices orbanefits

38. The organization has the following In place to address how Information is

shared with the consumer/patientand consumar: {check alf that apply) I Noth totherightto {suchactions orthatragui
T ind, ioe is availabis that Hural values fesponsa from bensflciaries
™ Edusationalinformation® Is provided tothe community in differend formata [ ListothervitaUpertinentforms

[ s i Hy I

I information Is available at key placay”in the community

™ Legal s and key d are und dable to individuats
with LimMsd Engiish Profisiancy (LEF)"

™ Logatand key d are understandable to Individusls with Limited
Reading Skills (LRI}




40. ALL vitalipertinent materlals and forms provided to consumersi/patients,
areinterprated from the appropriate cultural perapactive, as measured by
satisfaction surveys, focus groups, consumer/patient advisory committee,
collaborationwithcommunity soclalrasources/informal supports, etc.: (Check

all that apply}

Intake fosms

Consumer{Pstient Bill of Rights
ConsentReleass forms
Confidentlality Statements
Preseription Infermation
Appointment Reminder Cards.

Oraaniraiiam

a0 0 T N I i)

Organizational Marketing Materials (s.g. broch h baita,
organization information)

Huslth Insuranoe Privacy Protestion Ast {HIPAA) forms

mi iy |

Latters gimp i : garding partialy nx
progesm, notices p ing to tha red: ,denial, or of
ssivices orbansfits

™ Noticenpertainingtotharig
response from beneficiades

r~ Lisiothervitatpertinent forms

44, Information Exch -C VEaplanaton/ClarifcationsO {please
msference question #):

RESOQURCES AND LINKAGES

45, Doas your organization work collaboratively with programs that
provide....

NotatAll Barely Fairy Well Vary Well NiA
Employmant Training r 3 e r r

Heusing r " e ~ -
Matemal/Child Health Services r r ~ " -
Public Health Services I Il r ™ r
Child Welisre Services [ r - r r

Criminal Justice System Lo o © L r

41, Information to educata those you serve and the community at large about
physicaVbehavioral health and culture is avaBable in:

™ Different tormats*
I Languages of the sarvice area
I Readinglevels

42. Culturally relovant and appropriate matarials offered to the
consumaripatient is written to reduce stigma and is:

™ In different languages
™ Atliteracy iavels of Individuals In your service aea
T Atreading lavsis ofindividuats in your service stea

LE Adapied in safisiy the oultural nuancas of individuals in your services area

4. Information regarding consumer'sipatient's rights: {check all that apply)

™ 1s available In differant tang

T Refects limracy levels
™ Respacts cultura! values
™ 1 in difrent formats

48, Please select the response that most accurately reflacts your
perceptions:

Your Responss

MNone A Soma Many

NIA Faw
Doses yourorganization have linkages with
institutions of higher sducation, e.g., colisges,
.“w"'wr. N ..... .I.L‘ i . E L = -
p you with
songarning the cultural groups In your service

andthadisparitias,

Does your organization have linkages with

for | groups® in tha ity
in your service asa, who give you rellable r [ Lo = ~
int i ity epinions sbout

diverse & Important issuss?

47. Has your organization conducted or participated In a needs assessment
utiizing providers offering services to the cultural groups® In your service
area?
A numbar of
Nevar Onoe o twice A faw tmas t#mes NiA
[ fod r r [



48. Pleasa select the msponse that mest accurately reflacts your psrceptions:

Your Response

Not
at Bsldom Gomstimes Oftan
N/A ASl

Doas yourorganization provide opan
hausa orsimilarevents towhieh you

ke
nvite p

! ¥
B mbaba b it Hural e b

and others concemed w‘nhurvlcu
dedivary tathe sultural groups ¥

Doss yourarg ]
library with s compilation sfbooks or

relatnd

nglnﬂnth- cultural groups*“in your
servies arma?

Does the organization provida irsiningto

bers of the faith Hy o assist
§ about

health care?

SERVICES

50, Have the interpreters® that are utlized on behall of the arganization received tralning, that
Includas the:

Your Responsa

A
So Mai
Hone NAF e ny

r i r r r

Shills anc athice ofinterprating

Hava all of the parsons who are usad as
interpreters*,including billngual staf™ been

dfortha comy of languag £ r r r s
| tinghasith d
toplcs?
Are telep i — garding the
's services, mads avallable to

o s |n thalr p : r L - " L

to Includa informing them of their ight i reoeive
na-cost intarprater sarvices?

49. Doss the organization conduct during the screening and/or intake/ first
contact process (includes application process and organization activity),an
assessment of the consumer/patient relating to their: (please check all that

apply}

T age ™ Educational Lavel T Family organizations
I peet r and relational roles
F d L ge* i Lavel {traditionaland non-
T interpreter Sarviee | Uttsragy Laval SRiieRl)
Neads e [ Theimpact ofethnically
T Genderldentity: Medkcine tse. o et gl
T Sesusi Orlentation” [ Healthy Eating discriminations
Habita/Dist

I Spirtuality 2 I Batiafs related toheatth
Treatment I

I Rail Pravious atternpts of

Raiigion Options/Cholces help-sasking
T £ = ™ Transy Nesds = gyucation about

" Baliefs and Practices prevantive approaches
i Other

51. Have the billngual staf* that are ulllized on behaif of the organization received training,
that includes the:

Your Respanss

A
None mlF&&mn Many

(T i r ir

Skills and ethics of Interpreting

Havs sll of the parasns who ure used as
intarpratars®, including bilingual staff®, besn
Atorsh K of

I r r r i r
o, carding haatth o
toplos?
Ara talephons Instrueti parding the
organizaton’s sarvious, made available to
In thelr praferred | [ e r' [ r

10 Insiude informing them of thair right to receive
no-costintemprater sarvioes?




52, Please selact the response that most accurately reflects your
parceptions:

Your Response

Not

at  Bald P Ofien  Unk

Al

the first point of cantact” with tha
organization for persons with
Limited English Proflciency (LEP)'?

Is the consumaripatient ohoice in
the usa of aismatve teatment
mathods supporied and when r r [ r
possible, included in the sarvical

hesith care plan?

55. Ara the consumersipatients asked:

Not
At

Al Seldom Sometmes Ofae NA

Why are thay hem for services? o = o £
What were thair pravious sfforts o obtain " - - r
and usa halp?

How do you know that your condition has
lmproved? (ia., ipat an

givan the oppartunity to verbalize their r
own measurss of “fesling bete” = this

doas not mean acoomplishing goals and
objsctivas in tha plan ol care.).

56. How many consumersipatients from different cuttural groups* are
attracted by the organization by having a presence in the community?

Nens A Faw Soma Many NIA
r r r r r

§7. How many censumersipatients from different cultural groups® are
attached by the arganization by being involved in community events?

None A Faw Some Many NIA
r [ " - -

~

53. Does the consumeripatient cars plan take into conslderation the following
attributes/soclaldeterminants®: fcheck all thatapply)

T age ™ EducationalLevel | Family organizatians
and relationalroles
T Pretemed Language ™ Income Laval {traditionalandnon-
T Intarpreter Servioe T Utersey Lavel traditlanal)
masds . ™ The impazt ofsthnically
T At Madicina ralated stessorssuch
™ Genderlidentity” Usa e ase
" saxuast Orientation® T Healthy Eating discriminations
Habits/Diet r
" spirttuality - Betlafs rulsted tahealth
Treatmant .
" Religlon OptiansiCholcus :::::::":ﬂvhof
-

Insurange Coverags I Transportation Needs [~ Education sbout

T Buliefs and Practices prevantive approaches

- Other

54. The confidentiality requirements {with the incorporation of the values of
consumersipatients, including decisions about services) does not present &
barrier to care.

Notat Al Seldom Somelimes Ofsn NiA
" " - r ©

§8. Pleasa salect the responss that most accurately reflects your parcsptions:

Yaour Response

Net
at  Setdom Sometimes Often
NA Al

Iz the heatth care sarvices revisw
within the tthe value
Ipatients f

Y P
different cutural groups*?

Is the assignment of stalf based on a
match bstween staff skills, Inzluding
ciltural compeiency’, haslth literacy*, and
tha r"s/patient’s servios mquest?




59, Check i the folowing appliss:
I information regarding tansporaion Includad in tha rights
information orin any inlormation provided tn the consumarsipatants
" Transportat laty ilable for p who have socess
b 1o the location whare loas are provided {8.9.. medical cab,

bus tekaty, ide-sharing}

T Tha erganization allows accs3s io services afier-hours/afinr aguiar
b heun {v.g., thicugh ge-bang g with orisis
providers, on-call staff)

Organization offers on-she chi'd car if the consumer/patient nesds It

60. Services - CommenUExplanation/Clarification/Quastion (p/aase referance

question #):

ORGANIZATIONAL POLICY & PLANS

§1. Does the organization:
A
None Few Sema Many NA
Have cultural compatance and heatth
Htaracy reflected in tha erganization‘s r & L e [
policies/plans?

62, Omganizational Policies and Plans -
CommenVExplanation/Clarification/Question (please reference question #)

83. Plaase answer the following questions regarding the organtzation:

A
Nona Faw Some Many N/A

Doas the organizadon have clearly wiitien snd
policies andior guidalings to Incarp

culiursl comp ints human and L e r r [
staff davalopment?

Doas tha organizafion has con3istently
Incorparaied L ledge, and akiis

In cultura! compatence’ into position dascripions " " " r ©
for all stafi?

§4. Plaase answaer the folowing quastion raganting the organization:
Saidom Somet Regulary N/

Never

Recrults and hires eulumilly snd r r ~
linguistcally competent stail

r r

Includa oultueat 4 » and haatth

Haracy” sfamants in the Manag e - - R

Havea hanst gyto

sarvices, Innludl'ng stratagle ﬂﬂll'l, prl;n!: r £, = Lt £
policies, procedures, sd designated staff

respensible forimplemantation?

Have structures and procsdures in placs to
address oross-cuttural ethical and legal confiicts
Inhealth gl L 8

Y F
grievances by staff about unfair, culturatly r [ " r r
Insensitive or discriminatl ar
difficulty In accessing sarvices, ordenial of
sarvices
o r r © [ r
(] P .p.elm .1 4 andlor
; Tor owltural and ingulsti

; *Inta contracts plo the " r - " r
vendoroommunities)?
Rearulis and hires staff with

" "

bilingual* skiils ¥ . 5

or othernon-credentialed

Individuals from the culiural r r s L s
groups” served by the organization
a3 para-professionals
& - r ~ T
i ploy " .
L o r r " r r
or pelicyon
andlinguistic compatence®
r r r r r
Has and disseminaites culturalty
usmpatent: training materiats T ¥ 5 ur e
r ' r " r
. .
Has cutiural compatence" and
haalth literscy* trainingasan en-
going practice including mathods Ly i r £ Lo

of svaluation, fesdback, and
secountabltity




Tha organization staff routinely
disousy bamiers to working acroas Ly r F r
cultures

85. The organization has administrative/management staff that are
representative of the consumars'/patients’ cultures and languages

Nons A Faw Many
r e *

Some
r

NIk

68. The organization's allocation of fiscal resources Is sufficlent to meat the

unlgue needs and preferences of culturally and linguistically diverse
populations through: (check all that appiy)

™ The delivery of servicas and supporis

r FIV tdat:

Tha y festh fuland reflect
the actual diversity among cultural groups® inthe servies areairegion

Program and

9. quality

Annual pati tsfactionsurvey
Annual staffeatisfaction survays

Feedbask meehanisms are in place to facilitate necessary budgetary
adjustmants

89. Fiscal Support - Comment/Explanation/Clarification/Quastion (please
referance question #);

OUTCOMES REGARDING CULTURAL COMPETENCE

r 86, Please answer the following questions mgarding the organization;

Nevar Beldom Somatimes Rugulady NiA

Incorporates awareness,

inowiedge, and siills in cultural
into perh

appraisals for sl staft

r r

incorp suluml [

inta all cenlinuing professional

wducation;, and othes tralning £
sassions offered, io clinical and

othar professional stafl

-

Includes cultural compainca* and
haatth keracy® training in the [ r
izaton’s Sacal t

FiISCAL BUFPORTS

67. The organization has clearly written, consistently implemented and
effective policles/and or guidalines fo Incorporate cultural competence” Into
tha aliocation of fiscal resources that addrass the needs of culturally and
linguistically diverse groups.

Nena A Faw
r "

Wik
r

Some
r

Many
[

70. SATISFACTIONSURVEYS
The organization collects the following as it relates to staff; {check ali that
apply)

T staff satistact Y

Grievancasicomplaints

Retention raies of “minority” amploysss

Employse stirition

Staffdisciplinary actions

Theabove data brokan |s out by race/athnicity, genderandage

survey s

Btail satisf:

survey s ¥

Staft survey add it
wotking enviconment

L1 ERETRLET BLET BRET i) g1 800

| cancems as i relates iothe

71. Consumeripatient satisfaction surveys are conducted: (check & that
apply)

T i persan
M w writing
T Talaphone survays (NOTE: when telephona surveys are uaed It shewid

be performed by an “outside” objectve group and he consumerspatients
ymiy shouid be protecied)




72, Satisfaction Surveys 74. if gaps In the quality of services are deliverad and discovered through the
reviaw of data, comective actions and other monitoring processes ars

Naot
at klentified, implemented, evaluated to assure compliance and qualtty.
Al Saidom Sometmss Ofien NIA Notatall Seldom Somstimas Ofan NIA
Outcome data s analyzed and £y £ L £ 5
summarized for specific oultural groups”
within programalorganization {ata r r r r &

minimum by mowehnicity, gender, and

#9¢, preferred language) 75. Outcoms Data Collection

Not
At
Rusults of staff satisfaciion survey are All Saldom BSometimes Often N/A
reviswsd with tha Culiural Compeiencs r F e r r
Commites LHilization patierns are collecied = types of
formal services usad by the diflerent r r L= = L

euttural groups

Rasutis of the stafl satisfaction survay are The cirganization assasses

raviewsd by the Guality JF e = i r r'sipatient's outtural

A MQuality kmp and takas initative to address non- r L L " i~
medical barriers by providing appropriste

ratwirals of exima support s nesded

Consumsripatient satisiaction surveys are . ~ - - -
2 Ly lnatura ef program svaluation

SERVINECUALITYIEVACUATION 76. The organization assesses evidence of consumeripatient retention as
evidenced by: {check all that apply)
73. The Quakty Assurance/Quallty improvement team includes consumers =
from the cultural groups* of the service population* {including, but not §mited e rates
o, consumers of color) and culturally competent staff ™ Drop-Out rates
Net AtAH Seldom Sometmes Ohen NIA = Other -Wite In

" r - e r

77, Outcome data on cultural user groups are transmitted to:
Boen tha organization assess whather

Net stafthas theappropriate competsncy
at ragarding health literacy' ?
Al Seldom Somstimes Ofen N/A
The QA deparmenttsamistaf! r Lo T " .
Coes the organizati Horstaff
progress o Inarsase their health literacy © r L .
Parson designated and responsible for compatency?
tha ization’s cuttural Ln r [ [n r

-
¥
|
E

The organization uses the data collected Dous the organization confirm the heatth

above 1o idantty and or modify goals and litarsey* lavel of undarstanding of tha r (g i~ "
abjectives to siminatw racial and sthnic b r r r £ sonsumsripatient atall polnts of sontast?

dispadiies smong the consumaers/patients

having diffiouites are seeking help

Does the organizstion design and
78. Service Quality - Comment/Explanation/Clarification/Question {please distribute printed contentto th .- i .3 2
reference question #): consumaripatient that i in their preferred
d languuge*?

Does the organization design and
distributs, and display* ffn

P areas, lihe
walting reoma, sxamine rooms, reception r " " -
A o - to the

cnns:nwrfpaﬂlm thatis sasyto
79. Health Literacy undarstand and acton?

Never Seidom Sometmas Regulardy N

HEALTH LITERACY

Oows the organization decide which

information and services work bast with [ r r e
diflerent situsons and people? Doas the organization address twalth
Wiaraey® in high-risk shuations, including
care transitions and sommunication about
madications?



Atalltavels of thaorganizationhas staft
dt rtch toimprove & Lg r r

g PP L

Doas staffavold using medical jargon

whin communicating with ~ - - o
consumersipatiants fa.g., nof using words

ke anticosguiant, hypertension, NPOJ?

Doas staff ask consumaers/patients to
L1 th fLe. r r - r

¥ J
reach-back mathod) toassess

Is the name of the

cleady dllpiray-d on the outside nt-lhc
buillding andfront doar?

Does staff mview madications with
I atlesst lly and
aftsrany significant medical aventto " r ™ r
ensure concordanos betwesn patient and
clinlcal recommendations?

82. Do you have any concems or requests for technical assistance as you
plan your organizational strategles for further integrating cultural competence
and heath litaracy into intemnal stnicturas, paficy/practices, and sarvice
delfvary?

Dows stafl contast consumerpstient

batwesn afica vislts i snsure - r
undentanding or io follow up on plans

mada during the visit?

80. Health Literacy - CommenUExplanationiClarffication/Quastion (please
reference question #)

CCHL CRGANIZATIONAL SELF-ASSESSMENT = Process and _Format

81. What ars your comments, questions, feadback regarding this CCHL
Organizational Self-Assessment Tool process andior format?
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6 FLPPS

Introduction

The Organizational Cultural Competence (CC} and Health Literacy (HL) Self-Assessment Tool, which was
developed by Coordinated Care Services, Inc. (CCSI) on behalf of Finger Lakes Performing Provider System
(FLPPS), was administered to a total of 37 partner organizations, of which 36 submitted this assessment during
November and early December (See Attachment 1). The initial group of participating partners representeda
cross-section of FLPPS network partners, consisting of physical health, behavioral health and community-
based organizations, Data from this process were analyzed to identify common themes and current gaps, and
then used to guide the goals and activities in the CC/HL StrategicPlan.

The Organizational CC & HL Self-Assessment Tool is designed to:
e Serve as a Self-Assessment to Guide and Evaluate Cultural Competence and Health
Literacy Within Your Organization
¢ Provide Essential Information Concerning Your Organization’s Structure and Function
e Serve as a Data Collection Tool which will Support Database Development
® Provide Organizations with a Series of Questions That Can Help Continue the Performance
Improvement and Management Journey
s Serve as a Roadmap for Organizations to Improve the Organization’s Cultural Competence and
Health Literacy Serve as a Process Document to develop a Culturally Competent Strategic Plan—
Short, Medium and Long-Term Goals
e Assist FLPPS in meeting the CC/HL deliverables. To transform the way health careis
delivered to more than 300,000 Medicaid beneficiaries in the Finger Lakes region through:
o Improved access to quality primary, behavioral health, and preventative health care
o Reduction in avoidable emergency room visits
o Addressing and Achieving Health Equity and the Elimination of Health Disparities

Furthermore, this CC/HL Self-Assessment process will aid the Partner with:
+ Identifying successes and opportunities for improvements
* Jump-starting a change initiative or energize current initiatives
» Energizing their workforce
» Focusing the organization on common goals
» Aligning their resources with organizational strategic objectives
+ Delivering world-class results

Appendix E - Organizational Assessment: Partner Themes and Recommendations
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Network Need

We are extremely appreciative of the 37 partner organizations representing a cross-section of FLPPSnetwork
partners, consisting of physical health, behavioral health and community-based organizations, whoinitiated
the Organizational Cultural Competence and Health Literacy Assessment, which 36 submitted the 43-page
assessment tool during the months of November 2015 and early December 2015. We recognize the significant
amount of effort devoted to the thoughtful completion of the assessment tool. Data from this process were
analyzed to identify common themes and current gaps. The themes that emerged from this initial wave of
responses were extremely helpful in shaping, guiding and prioritizing the goals and activities outlined in FLPPS
CC/HL Strategic Plan.

After analyzing and reviewing the Wave 1 Group of Partners’ responses that completed the Organizational
CC/HL Self-Assessment Tool, findings suggest that FLPPS Partners will require access to consultation,
translation of materials, standardize templates of critical forms, professional development and training
curricula, and an IT infrastructure that will support the infusion of cultural competence and health literacy into
the FLPPS network.

Integrating CC/HL into the Organization

Although most Partners do not have a budget or an assigned individual whose responsibility it is to facilitate
the adoption and weaving of CC/HL concepts and principles into the organization’s infrastructure and service
delivery, there is a certain level of interest and commitment to getting a better understanding of cultural
competence and health literacy, and willingness to work with FLPPS to incorporate these principles. Partners
recognized that the CC/HL process requires a deeper view into the organizational structures, processes, and
practices. Many Providers expressed their readiness to embrace the opportunity that this CC/HL Self-
Assessment experience would provide them. Within the responses, it resonated that cultural competence and
health literacy was never a “serious” priority from other funders, and the support that FLPPS will provide was
never offered on such a large scale before.

The approaches to support CC/HL within the Partner organizations were often informal, nuanced and
detached/segmented efforts. Organizational considerations and activities for cross-cultural and heaith literate
ethical and legal structures and processes will need to be more formally infused and integrated intothe
organizational culture, practices, policies, and procedures.

RECOMMENDATIONS:

1. CC/HL Strategic Planning (initiating and incorporating CC/HL within the organization)
a) Provide template examples of the elements of a CC/HL Strategic Plan
b) Discuss the connection of CC/HL to all aspects of the organization
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¢) Review the organization’s Vision and Mission statement and ensure that CC/HLare
included in the language
d} Identify the core competencies as they exist within the organizations and areasin
which require support, and improvement to generate goals for the plan
e) Technical assistance with effective execution of the activities described in the plan
2. Organizational Governing Board
a) Development: recruitment of members that represent the service population and
consumer/patient amongst the membership.
b) Processes: establish the role of the Board as it relates to CC/HL governance within the
organization
c) Purpose: Increase knowledge of CC/HL of the Board to equip them with an
understanding of the organization’s purpose, targeted service population, service
array, strategic partners, etc., and how all of this connects to the culture of the
community it serves and the organization’s mission and goals
3. Partners require assistance with drafting language that establishes and formalizes CC/HL
into the organization through written policies, specifically: HR, Fiscal/Budgetary, Services,
Outcomes, IT, Governance, Contractors/Vendors, etc.
4. Assistance with establishing processes to monitor and evaluate the implementation of the
policy and its impact on the organizational community and service population.

Community Profile Assessment

Partners reported high levels of discomfort in asking the cultural attributes of their patients, due to the sense
of being intrusive, offensive, or unclear of the reasoning/value, not required to ask, or unsure how to ask. For
example, information about a patient’s sexual orientation, gender identity, religion/spirituality, race, and
ethnicity were seen as offensive, and very often individuals completing the survey did not see how the answers
to these questions related to providing services. Some Partners even questioned if it was legal to ask these
questions.

A moderate percentage of the Partners collected a minimum set of cultural attributes; however, several did
not collect any, and a significant amount did not collect nor connect the importance of the social determinants
of health to the patient’s experience, equitable care and great outcomes.

Partners could not “profile” who was in their population of focus. Patients were mostly identified by the type
of health care insurance they had and in homogeneous groupings. The majority of Partners in therural
counties initially thought that there was no need for cultural competence, because over 50 percent of their
population was White/Caucasian. However, once they were engaged in conversations around granularity and
social determinants of health they quickly agreed and saw value in CC/HL. Of special note, even for those
Partners who collected some data on cultural attributes, they could not identify their vulnerable groups or
priority populations. Data was not disaggregated nor stratified by cultural attributes. Therefore disparities in
health care were not identified nor tracked.
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RECOMMENDATIONS:

5. Data Collection and Analysis Training
e Methods: interviews, surveys, forms, experiments and testing, direct observation, etc.
® Recording: demographics, language, reading levels, service use, no call/no show rates,
follow-up appointment, cultural attributes, supports (family and community), outcomes, etc.
» Analysis: Purpose and benefit (meaningful use).

Language Accommodations

There were a few Partners especially those in the rural counties and serving the Migrant population that made
great efforts of providing services in the patient’s preferred language or referring patients to someone who can
accommodate their language needs. However, for the most part, although there was a general sense that

there were individuals in their service area who have Limited English Proficiency (LEP) there was notany
certainty as to what languages other than Spanish that were spoken by patients in the service area.

RECOMMENDATIONS:

6. Community Assessment of current and emerging languages within the FLPPS region.

7. Data collection of languages and cultures present within NOCNs.

8. Effective policies/and or guidelines to incorporate linguistic competence into the allocation
of fiscal resources that address the needs of culturally and linguistically diverse groups.

9. Credentialing (CCHI — Certification Commission for Healthcare Interpreters, National Board of
Certification for Medical Interpreters, RID — Registry of Interpreters for the Deaf, etc.).

Human Resources

Having a staff reflective of the population served is a challenge for most. We recognize that this will bea
challenge for almost all of our Partners. However, possessing a ciear understanding of cultural attributes of the
population served will give Partners an indication of attributes they should be recruiting for in their staff,
contractors/ vendors, and volunteers. There was not a consistency in identified training participation that
would address these region-wide challenges — identifying priority groups; identifying cultural attributes of the
service population; modifying/tailoring services that are culturally relevant and appropriate; ensuringthat
social determinants of health are considered in service delivery - that allows for the enhancement of patient
experience and equitable outcomes. There were not many established mechanisms in place to keep current
staff updated on changes in demographics within the population of focus and the region. For those Partners
that have delineated Human Resource functions did not have CC/HL in policies, procedures,job descriptions or
performance appraisals. Partners will require substantial support to address these needs. Working with FLPPS
to embed CC/HL into their arganizations will be essential for Partners to have a workforce that can deliver
culturally relevant and appropriate services.
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RECOMMENDATIONS:

10. Understanding of Health Literacy and creating environments that supports health equity to
eliminate disparities within the network

11. Other training topics as derived from on-going assessment of the needs and gaps in the
knowledge/skills/awareness/understanding of the providers and their respective workforce

Performance Measurement

A limited number of the partners have a continuous quality improvement process in place. Even for those who
have, minimal attention is paid to the review of services and ensuing outcomes by cultural attributes and
priority groups. Particular attention must be paid to the implementation, monitoring and evaluation of services
to ensure that services meet the clients’ need. FLPPS must support partners through learning collaborative and
dedicated training that will allow them to apply/ensure these processes within their organization.

RECOMMENDATIONS:

12. Review and analysis should be conducted by the organization’s internal QA/QI,
Patient/Consumer Advisory Board, CC/HL Committee, in conjunction with managementand
Board of Directors
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FINGER LAKES PERFCRMKG
PROVIDER S¥STEM

Attachment 1
SUBMITTED
WAVE 1 - PARTNER LIST NOCN ASSESSMENT
TOOL
1 | Hickok Center for Brain Injury Monroe v
2 | Wayne ARC [Parent] Finger Lakes v
3 | Planned Parenthood of Central and Western New York, Inc. [Parent] Monroe v
4 | Liberty Resources, Inc, Monroe v
5 | Canisteo (aka Bruce MacKellar MD PC) Southeastern N
6 | East House Corporation [Parent] Monroe v
7 | Wyoming County Community Health System (WCCH) [Parent] Western v
8 | PART OF UR MEDICINE Monroe v
9 | Lakeview Mental Health Services, Inc. Finger Lakes v
10 | Trillium Health [Parent] Monroe N
11 | Family Services of Chemung County [Parent] Southeastern v
12 | Steuben County {Parent] Southeastern v
13 | Legal Assistance of Western New York, Inc. {LawNY) - Rochester Monroe v
14 | Monroe Community Hospital Monroe v
15 | The Healing Connection, Inc. Monroe v
16 | Finger Lakes Community Health [Parent] Finger Lakes N
17 | Genesee Council on Alcoholism and Substance Abuse, Inc. [Parent] Waestern v
18 | Crest Manor Living & Rehabilitation Center Monroe v
19 | YMCA of Rochester & Monroe County Monroe v
20 | CareFirst NY, Inc, Southeastern Vv
21 | Gerould's Professional Pharmacy, Inc. [Parent] Southeastern v
22 | Finger Lakes Addictions Counseling and Referral Agency, Inc. (FLACRA) [Parent] Finger Lakes v
23 | Episcopal Church Home Monroe v
24 | Ardent (Allegany/Western Steuben Rural Health Network, Inc.) Southern v
25 | Vilia of Hope [Parent] Monroe v
26 | Finger Lakes Health [Parent] Finger Lakes v
27 | Wayne County Action Program, Inc. Finger Lakes v
28 | Ibero-American Action League Monroe v
29 | S2AY Rural Health Network, Inc. Southeastern v
30 | Genesee Region Home Care Association [Parent] Woestern v
31 | Allegany Rehabilitation Associates {(ARA) [Parent] Southern v
32 | Jewish Home of Rochester Monroe v
33 | Rochester Primary Care Network d/b/a Regional Primary Care Network (Rushville) Monroe v
34 | Newark-Wayne ED. Monroe v
35 | Charles Settlement House Monroe Not Submitted
36 | UR Medicine [Parent] Monroe v
37 | Rochester Regional Health Office of Community Medicine Monroe v
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Organizational Cultural Competence & Health Literacy
Readiness Questionnaire

ORCANZATIONAL CC & HL READINESS ASSESSMENT QUESTIONNAIRE

1. Pravider Nama: *

2. Provider Addrass: *

3. Business hours of operation: *

4. Organization's Contact Person: *

10. Where do you provide Sarvices? s s mw; *
T Privata Practics [singlamutt-partnar)

Public/Safety Net Hospltal

Privata Hosplial

Community-Based Clinie/FOHCIPCMH

Home-Based Services

L T T Bl ]

11. What type of services do you provida? e smm sy *
" Pprmary Care
T spevialty Care
™ MentiBshaviors) Health Care
™ Non.Medical Presaribed Opiate (NMPO) Abuse Treatmant

[~ Othar-Wrimin

12, Please dascribe the exparience that your organization, or s
components, have with transformation or any type of change within your
argantzation,

5. Contact Person's Emall; *

8. Contact Person’s Phone Number; *

7. President/CEQ/Administrator Name: *

8. President/CEQ/Administrator Titl: *

9. Please st the names and tities/roles of the Team completing this
questionnaire:

13, What steps will the Executive Leadership take to build a strateglc plan
whan business oparations, policles and procedures, organizational culture,

eic. must change and transform to meet new needs and expactations?

14. How will transformation or any type of changa be rocaived by:

Goveming
Boards/Board of
Directon

Community

15. Vision Statement

Pleasa include your Vision Statement

Is this stalement consistent with the va‘ues that drive the agency? Pleass descibe.



18, Misslon Statement 18, Are the raclalethnic, cultural group, language attributes, and disabilties
of the consumeripatient population reflected:
On tha goverming boardBoard of

Dirsctors ai the organization? Plaase
describs

lmnl the ll:ll'umu the
‘s job d ?
Plaase huﬂb-

Plsass include your Misslon Statemant

Is the statemaent consisimnt with the valuas that driva the agency? Plassa describa,

20. What is the organization's historical relationship and standing with regard
d - - - | L] to diversity; and engaging with traditionally vulnerablefundemepresented
groups?
Hava dialogues taken place?
17. What are the organization's curent priorities ? Please lst and describe.
Hava alliancas bean astablished?

Have parmerships bean formad?

Is thare trust of distust beiwean the
organization and tha subural groups within the |
organization's secvice arma? Ploass desoribe. b

18. Plaass answar tha following:

What is the fscal state of your organization?

How do inancial lssuas afiect the organization's
tonal olimate and program prieities?

Whatare tha history and prevalling stitudes
toward the dlvenifying tha organization's
workforcs, and other lqnl!y-umld initatives?

What does the organizaton's p krscord
'] -] k tand mind nlshﬂuman
fective of tha patantk population say?
21. Plsase answer the following: 24. To what extent is ths crganization making fundamaental institlutional
Do supervisors/hiting managers have lavals of change and Investing in a long-term developmental process?
pervisory skills and k ladg muu up lothe
task of imp ing irue org ionalchange?
Please desoriba.

Da supsrvisors/hiring managesrs khow how o reorult
and interview effactively, or do thay consisiently
promots within theie sall-images and profassional 25. Please answer the following:

dissiplines? Pleasa desorib What are the organization's pravalling atttudes

Ars supsrviscraihiing toeratie or 1 toward prolessional developmant or tining?
7 Plaass M. dag Hable to begin

dividualsandasa group, T r 3 ! da g the ongoing sultural P and
and supervisars ge and supsrvissaifectively? health lilln:y‘lrllnini nesds ofthe omanization?
Please describe. Plaase desorbe

Has the omg previously pletedan CC &

HL tp , and devised CC & HL

stratagle plaw, Pieasa sxpiain
22. Pleasa answer the following:

Whatls 2 d ding of landarship as it
relains io thelt roles us key poimniial change agents? 26. Ple following:
Vihatia top . T - m . Plaase anawar the ng:
difleranca bet Isadership and ln thare 8 thed of ing staff
Please dnadb. pmllnlelul ilv-lcpmm andfor tra'ning naeds lnd a
Ta what axtant s the laadership of tha hzath L I plan with the
capable of assuming & positive role model posture that | 9osls and neads? Please descive
demonsirates & priorty on cuttural competence and W'h-n lhll uetlni training, how does the work
hasith Htaracy and promoie it aflectively? or di ge the use of naw
knowledge, understanding, and skills from the
hops or balning 7
23. Flease anawer the following:
‘What and how are business
decisions made and who makas
them?

‘What does the informal netwerk of
the organization lock Hke?



27. Plaase answaer the following:

Whatam ths erganization's resourses
for avaluating programs? Plaase
describe.

What are some of the data slemsnts in
your managemant information syciem?
Please list.

Do these slemenis includa the soclal
determinants of haatth?
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National Standards for Culturally and Linguistically
Appropriate Services (CLAS) in Health and Health Care

The National CLAS Standards are intended to advance health equity, improve quality, and help eliminate health care
disparities by establishing a blueprint for health and health care organizations to:

Principal Standard:

1

Provide effective, equitable, understandable, and respectful quality care and services that are responsive todiverse
cultural health beliefs and practices, preferred languages, health literacy, and other communication needs.

Governance, Leadership, and Warkforce:

2.

Advance and sustain organizational governance and leadership that promotes CLAS and health equity through policy,
practices, and allocated resources.

Recruit, promote, and support a culturally and linguistically diverse governance, leadership, and workforce that
are responsive to the population in the service area.

Educate and train governance, leadership, and workforce in culturally and linguistically appropriate policiesand
practices on an ongoing basis.

Communication and Language Assistance:

5.

Offer language assistance to individuals who have limited English proficiency and/or other communication needs, at
no cost to them, to facilitate timely access to all health care and services.

Inform all individuals of the availability of language assistance services clearly and in their preferred language,
verbally and in writing.

Ensure the competence of individuals providing language assistance, recognizing that the use of untrainedindividuals
and/or minors as interpreters should be avoided.

Provide easy-to-understand print and multimedia materials and signage in the languages commonly used bythe
populations in the service area.

Engagement, Continuous Improvement, and Accountability:

9.

10.

11,

12.

13,

14,

15,

Establish culturally and linguistically appropriate goals, policies, and management accountability, and infusethem
throughout the organization's planning and operations.

Conduct ongoing assessments of the organization’s CLAS-related activities and integrate CLAS-related measuresinto
measurement and continuous guality improvement activities.

Collect and maintain accurate and reliable demographic data to monitor and evaluate the impact of CLAS onhealth
equity and outcomes and to inform service delivery.

Conduct regular assessments of community health assets and needs and use the results to plan andimplement
services that respond to the cultural and linguistic diversity of populations in the service area.

Partner with the community to design, implement, and evaluate policies, practices, and services to ensurecultural
and linguistic appropriateness.

Create conflict and grievance resolution processes that are culturally and linguistically appropriate to identify, prevent,
and resolve conflicts or complaints.

Communicate the organization’s progress in implementing and sustaining CLAS to all stakeholders, constituents,and
the general public.

Appendix H — National Standards for Culturally and Linguistically Appropriate Services {CLAS) in Health and Healthcare
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The Case for the Enhanced National CLAS Standards

Of all the forms of inequality, injustice in health care is the most shocking and inhumane.
— Dr. Martin Luther King, Jr.

Health equity is the attainment of the highest level of health for all people (U.S. Department of Health and Human
Services [HHS] Office of Minority Health, 2011). Currently, individuals across the United States from various cultural
backgrounds are unable to attain their highest level of health for several reasons, including the social determinants of
health, or those conditions in which individuals are born, grow, live, work, and age (World Health Organization, 2012),
such as socioeconomic status, education level, and the availability of health services (HHS Office of Disease Prevention
and Health Promotion, 2010). Though heaith inequities are directly related to the existence of historical and current
discrimination and social injustice, one of the most modifiable factors is the lack of culturally and linguistically appropriate
services, broadly defined as care and services that are respectful of and responsive to the cultural and linguistic needs of
all individuals.

Health inequities result in disparities that directly affect the quality of life for all individuals. Health disparities adversely
affect neighborhoods, communities, and the broader society, thus making the issue not only an individual concern but
also a public health concern. In the United States, it has been estimated that the combined cost of health disparities and
subsequent deaths due to inadequate and/or inequitable care is $1.24 trillion (LaVeist, Gaskin, & Richard, 2009).
Culturally and linguistically appropriate services are increasingly recognized as effective in improving the quality of care
and services (Beach et al., 2004; Goode, Dunne, & Bronheim, 2006). By providing & structure to implement culturally and
linguistically appropriate services, the enhanced National CLAS Standards will improve an organization’s ability to address
health care disparities.

The enhanced National CLAS Standards align with the HHS Action Plan to Reduce Racial and Ethnic Health Disparities
(HHS, 2011) and the National Stakeholder Strategy for Achieving Health Equity (HHS National Partnership for Action to
End Health Disparities, 2011), which aim to promote health equity through providing clear plans and strategies to guide
collaborative efforts that address racial and ethnic health disparities across the country. Similar to these initiatives, the
enhanced National CLAS Standards are intended to advance health equity, improve quality, and help eliminate health care
disparities by providing a blueprint for individuals and health and health care organizations to implement culturally and
linguistically appropriate services. Adoption of these Standards will help advance better health and health care in the
United States.

Bibliography:

Beach, M. C., Cooper, L. A., Robinson, K. A., Price, E. G., Gary, T. L., Jenckes, M. W., Powe, N.R. (2004). Strategies for Improving minority healthcare quallty. (AHRQ
Publication No. 04-E008-02). Retrieved from the Agency of Healthcare Research and Quality website:
http://www.ahrg.gov/downloads/pub/evidence/pdf/minqualyminqual.pdf

Goode, T. D., Dunne, M. C., & Bronheim, 5. M. (2006). The evidence base for cultura! and lingulstic competency In heatth care. (Commonwealth Fund Publication No. 962).
Retrieved from The Commanweaith Fund website: hitp://www.commonwealthfund.org/usr_doc/Goode_gvidencebasecultlinguisticcomp_962.pdf

Laveist, T. A., Gaskin, D. J., & Richard, P. (2009), The economic burden of health inequalities in the United States. Retrieved from the Jaint Center for Polltical and Economic
Studles website: http://www.jointcenter,org/sites/default/files/upload/research/files/The%20Economic%h?2
DBurden%200f%20Health%20Enequalitles%20in%20the%20United % 205tates. pdf

National Partnership for Action to End Health Disparitles. (2011). National stakeholder strategy for achieving health equity. Retrieved from U.S, Department of Health and
Human Servicas, Office of Minority Health website: http://www.minorityhealth. hhs.gov/npa/templates/content.aspx?lvi= 1&iviid=33RID=286

U.5. Department of Health and Human Services. (2011). HHS action plan to reduce racial and ethnic health disparities: A nation free of disparities in health and health care.
Retrieved fromhttp://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. (2010). Healthy people 20:20: Social determinants of health. Retrieved
from  http://www.healthypeople.gov/2020/toplcsobjectives2020/overview.aspxttopicid=39

U.S. Department of Health and Human Services, Office of Minority Health (2011). National Partnership for Action to End Health Disparities. Retrieved from
http://minorityhealth.hhs.gov/npa

World Health Organization. (2012). Social determinants of health. Retrieved from http://www.who.int/soclal_daterminants/en/

s
% M H Us Dwpomeniat www.ThinkCulturalHealth.hhs.gov CULTURAL -
N s o HEALTH =






Federal Plain Language
Guidelines

March 2011
Revision 1, May 2011

= Improving Communication from
%‘1 the Federal Government to the Public
guage.cov

Appendix 1 - Plain Writing Act of 2010



Introduction

The Plain Language Action and Information Network (PLAIN) is a community of
federal employees dedicated to the idea that citizens deserve clear communications
from government. We first developed this document in the mid-90s. We continue to
revise it every few years to provide updated advice on clear communication. We hope
you find this document useful, and that it helps you improve your writing — and your
agency’s writing — so your users can:

¢ find what they need,
¢ understand what they find; and

* use what they find to meet their needs.

We’ve divided the document into five major topics, although many of the subtopics fit
within more than one topic. We start with a discussion of your audience because you
should think about them before you start to write your document or your web content.
In fact, you should start to think about them before you start to plan. From there we
move to organization, because developing a good organization is important during
your planning stage. Next, we discuss writing principles, starting at the word level and
moving up through paragraphs and sections. This is the most extensive topic. We
follow principles of writing documents with principles of writing for the web. We
conclude with a short discussion of testing techniques.

When we first wrote this document, we were primarily interested in regulations. We’'ve
broadened our coverage, but the document still bears the stamp of its origin. If you
have a suggestion about something we should add to address other types of writing, or
have a comment on this edition, contact us at www.plainlanguage.gov/contactus.cfm.
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Revision 1 Changes

We have not made any substantive changes in revision 1. We fixed the footer, corrected
a few misspelled words, and modified our choice of words to be more concise. We
made the formatting more consistent in Section V — Test. We added a few more
references to outside publications. And, we changed the file name of this document to
make it more descriptive and user-friendly.
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I. Think about your audience

One of the most popular plain language myths is that you have to “dumb down” your
content so that everyone everywhere can read it. That’s not true. The first rule of plain
language is: write for your audience. Use language your audience knows and feels
comfortable with. Take your audience’s current level of knowledge into account. Don’t
write for an 8th grade class if your audience is composed of PhD candidates, small
business owners, working parents, or immigrants. Only write for 8" graders if your
audience is, in fact, an 8" grade class.

Make sure you know who your audience is - don’t guess or assume.

Federol Plain Language Guidelines, March 2011,
Rev. 1, May 2011 1



a. Identify and write for your audience

You have to grab your audience’s attention if you want to get your ideas across. Let’s
face it, people want to know just what applies to them. The best way to grab and hold
someone’s attention is to figure out who they are and what they want to know. Put
yourself in their shoes; it will give you a new perspective. (Read Identify your users
and their top tasks for more information.)

Tell your audience why the material is important to them. Say, “If you want a research
grant, here’s what you have to do.” Or, “If you want to mine federal coal, here’s what
you should know.” Or, “If you are planning a trip to Rwanda, read this first.”

Identifying your audience will do more than ensure that you write clearly. It will also
help you focus on the audience’s needs. Start out by thinking about what your
audience knows about the situation now. Then, think about how to guide them from
their current knowledge to what you need them to know. To help you do this, try
answering the following questions:

¢ Who is my audience?

¢ What does my audience already know about the subject?
¢ What does my audience need to know?

* What questions will my audience have?

* What's the best outcome for my agency? What do I need to say to get this
outcome?

e What's the best outcome for our audience? What do I need to say to get this
outcome?

Sources
* Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
93-96.
¢ Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.9.
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b. Address separate audiences separately

An important part of writing for your audience is addressing separate audiences
separately. Many documents address more than one audience. Documents that mix
material intended for different audiences may confuse readers. By addressing different
audiences in the same place, you make it harder for each audience to find the material
that applies to them. In regulations, this may make it difficult for each audience to
comply with your agency’s requirements.

The following example shows a regulation that treats each regulated groupseparately
in its own subpart, rather than mixing all the groups together in the same subpart. For
an example of a rule that does not address separate groups separately, see 5 CFR 1320
(http://ecfr.gpoaccess.gov/cgi/t/text/text-

idx?c=ecfr&rgn=divi&view=text&node=5:3.0.2.3.9&idno=5 this link takes a long time toload).

Title 40 — Protection of Environment

Chapter I — Environmental Protection Agency

Part 745 — Lead-Based Paint Poisoning Prevention In Certain Residential Structures
"

Subpart E — Residential Property Renovation

(Firms renovating structures)

* ¥ %

745.84 Information distribution requirements.
745.85 Work practice standards.

745.86 Recordkeeping and reporting requirements.
s % o

Subpart F — Disclosure Of Known Lead-Based Paint And/Or Lead-Based Paint
Hazards Upon Sale Or Lease Of Residential Property
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(Sellers/Lessors)

745.107 Disclosure requirements for sellers and lessors.
745.110 Opportunity to conduct an evaluation.

745.113 Certification and acknowledgment of disclosure.
* % %

Subpart L — Lead-Based Paint Activities

(Training programs)

745.975 Accreditation of training programs: target housing and child-occupied

facilities.

Certification of individuals and firms engaged in lead-based paint
745.226 e . . . _—

activities: target housing and child-occupied facilities.

Work practice standards for conducting lead-based paint activities: target
745.227 . . ) -

housing and child-occupied facilities.
* % %

Subpart Q — State And Indian Tribal Programs

(States and Tribes)
* % %
745.324 Authorization of State or Tribal programs.
745.325 Lead-based paint activities: State and Tribal program requirements.
745.326 Renovation: State and Tribal program requirements.
745,307 State or Indian Tribal lead-based paint compliance and enforcement
' programs.
Sources
* Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
p-4

¢ Redish, Janice C., How to Write Regulations and Other Legal Docuntents in Clear English, 1991,
American Institutes for Research, Washington, DC, p.17.
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I1. Organize

Organization is key. Start by stating the document’s purpose and its bottom line.
Eliminate filler and unnecessary content. Put the most important information at the
beginning and include background information (when necessary) toward theend.
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a. Organize to meet your readers’ needs

People read documents and visit websites to get answers. They want to know how to
do something or what happens if they don’t do something and they want to gain this
knowledge quickly-. Organize your document to respond to these concerns.

Think through the questions your audience is likely to ask and then organize your
material in the order they’d ask them. For regulations and other complex documents,
create a comprehensive table of contents. Your table of contents should be areliable
road map that users can follow to quickly find the information they need.

Chronological organization

Regulations frequently address processes. Chronological organization is best for
process information: you fill out an application to get a benefit; you submit the
application; the agency reviews the application; the agency makes a decision on the
application. Present the steps chronologically, in the order your user and your agency
will follow them. The table of contents below is organized in a logical sequence for a
grant program.

3 o _ Organized chronoloéicgll_y_ ~
Part 791-Gifted and Talented Students

Subpart A: How the Grant Program Works

Sec.

791.1 What is the Gifted and Talented Students Education Program?
791.2 Am [ eligible for a grant?

791.3 What activities are appropriate for grant funding?

Subpart B: How to Apply for an Award

791.10 Where do I write to obtain a grant application?
791.11 What materials do I need to submit to be considered for a grant?
791.12 Where do I send my application?
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Organized chronologically

791.13 When is my application due?
Subpart C: How the Secretary Makes an Award

791.20 How will the Secretary evaluate my application?
791.21 What selection criteria does the Secretary use?

Subpart D: Grantees’ Rights and Responsibilities

791.30 Under what conditions may I use my grant award?
791.31 What are my responsibilities for serving students and teachers in private I
schools? _ |

General first, exceptions, conditions, and specialized
information later

Another useful organizing principle is to put general information first, with specialized
information or exceptions to the general information later. That way the material that
addresses most readers in most situations comes first. For some documents, this will
work well along with a chronological organization. In others, it may be the primary
organizing principle.

Here’s an example of an administrative regulation that combines both organizing
principles:

Organized chronologically, and with generalfirst
Part 725 — Claims For Benefits Under The Federal Mine Safety And Health Act

General

725.1 What does this program cover?
725.2 What special terms do I need to know to understand this part?

Who is Covered

725.201 Who is entitled to benefits under this program?
725.202 How long can my benefits last?

725.203 Are my dependents entitled to benefits?
725.204 How long will their benefits last?
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Organized chronologically, and with generalfirst
725.205 Am I still eligible if I am convicted of a felony?

How to Apply for Benefits

725.301 How do I file a claim?

725.302 Can other people give evidence on my behalf?
725.303 Are there any time limits for filing my claim?
725.304 Can I modify or withdraw my claim?

How to Appeal Agency Decisions

725401 Can I appeal a decision if I don’t agree with it?
725.402 How do I file an appeal?

725.403 How long do I have to file an appeal?

725.404 What types of evidence must I submit?

725.405 What happens if [ won't get a medical examination?

Limit levels to three or fewer

Crafting documents with four, five, or even more levels makes it difficult for your
audience to keep track of where they are in the structure of your document. You should
address this problem in your initial structuring of the document. Dividing your
document into more pieces at the top levels should allow you to limit subdivisions
below the major level to two. The Office of the Federal Register recommends that
regulations contain no more than three levels, noting that more than three levels make
regulations hard to read and use.

Address separate audiences separately

If you have more than one audience for your document, address each one separately.
No one wants to have to wade through material meant for someone else. For more
discussion of this issue, see the section Address separate audiences separately.

Sources
¢ Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, p. 70(C).
s  Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,

pp. 3-5.
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Office of the Federal Register, Documtent Drafting Handbook, 1998, §1-23,
www.archives.gov/federal-register/write/handbook/d dh.pdf.

Redish, Janice C., How to Write Regulations and Other Legal Documents in Clear English, 1991,
American Institutes for Research, Washington, DC, pp.12-21.

Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.15
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b. Address one person, not a group

Remember that even though your document may affect a thousand or a million people,
you are speaking to the one person who is reading it. When your writing reflects this,
it's more econormnical and has a greater impact.

Singular nouns and verbs prevent confusion about whether a requirement applies to
individual users or to groups. In the following example, the user might think thateach
applicant must file applications at several offices.

Confusing plural Clearer singular
Individuals and organizations You must apply at least 30 days before you
wishing to apply must file need the certification. |
applications with the appropriate |
offices in a timely manner. a. If you are anindividual, apply atthe |
State office in the State where you
reside. I

b. If you are an organization, apply at the
State office in the State where your
headquarters is located.

In addressing a single person, you can avoid awkwardness by using “you” to address
the user directly, rather than using “he or she” or “his or her.”

Confusing plural Clearer singular ;
The applicant must provide his or her | You must provide your mailing address and
mailing address and his or her identification number.
identification number. _
Sources
¢ Garner, Bryan A,, Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, p.
114.
¢ Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
p. 70.
e Wydick, Richard, Plain English for Lawyers, 5thedition, 2005, Carolina Academic Press, Durham,
NC, p. 62.
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c. Use lots of useful headings

The best-organized document will still be difficult for users to follow if they can’tsee
how it's organized. An effective way to reveal your document’s organization is touse
lots of useful headings. Headings are also critical for effective web pages (see Writing
for the web). You should use headings liberally on the web to help your user
accomplish top tasks.

Types of headings
There are three types of headings —
" Typeof What itis How it looks
____heading
Quest:xon A hea_dmg in the form of a Why Do We Use Headings?
_ Heading question
Statement A heading that uses a noun . .
e and a verb Headings Help Guide a Reader
Topic Heading | A heading that is a word e
or short phrase

Question Headings are the most useful type of heading, but only if you know what
questions your audience would ask. Most people come to government documents with
questions. If you know those questions, use them as headings. They will help the
audience find the information they are looking for quickly. Using the question-and-
answer format helps your audience scan the document and find specific information.

Statement Headings are the next best choice because they are still very specific.

Topic Headings are the most formal; many times management is more comfortable
with them. But sometimes they’re so vague that they just aren’t helpful. TopicHeadings
such as “General,” “Application,” and “Scope” are so vague they may confuse the user.
For example, “Application” might mean an application to your agency from someone
reading your document. But it might as easily mean what the document applies to.
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Short headings thataren’t
very helpful to the user

Informative headings capture the user's questions |

§ 254.11 Indian Rights.

§ 254.12 Applications.

§ 254.13 Multi-tribal grants.

§ 254.14 Administrative
requirements.

§ 254.15 Appeals

J

§254.11 How do the procedures in this part affect ;
Indian rights?

§ 254.12 How do I apply for a grant under this
part?

§ 254.13. When must I submit my application?

§ 254.14 Can a multi-tribal organization submita
single grant request?
I
§ 254.15 What special information do I need for an
application by a multi-tribal organization? |

§ 254.16 Must each tribe in a multi-tribal |
organization submit certification forms
and budgets?

§ 254.17 If I receive a grant under this part, what
requirements must I follow?

|
§ 254.18 What reports must I submit after receiving |
a grant?

§ 254.19 How can I appeal administrative actions ‘
under this part? |

In the example above, the section headings in the right column are more informative
than the short topic headings in the left column. Additionally, breaking the material
into more sections allows us to capture the entire content of each section in itsheading.
A document with lots of informative headings is easy to follow because the headings
break up the material into logical, understandable pieces.
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Use headings to help develop your document’s structure

It's often useful to start writing your document by developing the headings, structuring
them to your audience’s concerns. This approach can also reveal major groupings of
information that you might want to identify with centered headings.

Broad topic headings are the Specific topics add the second level of
first step in organizing the organization
document

Who may hold leases and permits?

Qualifications of permittees and Can foreign citizens hold permits or leases?

LS How do I file evidence of my qualifications?
Can I amend my qualifications statement? |
Must I file a bond with my permit or lease? |
Where do I file my bond?
?
ORI Te I men What types of bonds are acceptable?

How does BLM establish bond amounts?

When does BLM terminate my liability
under a bond?

Headings can be too long

Headings should not be so long that they overwhelm the material in the sectionitself.
Avoid headings with one-word answers. With rare exceptions, headings should be
shorter than the content that follows them.

Heading overwhelms content Content should be longer than headings :
Do I have to file a newspaper Must I publish a public notice? |
notice of my activities before I I
begin operations? You must publish a notice of your operations |

in a local newspaper before you begin. |
Yes. I
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Sources

¢ Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, p.14-
16.

* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, p. 70(C).

e Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
pp. 10-12,27.

* Office of the Federal Register, Document Drafting Handbook, 1998, MMR-2,
www.archives.gov/federal-register/write/handbook/.
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d. Write short sections

Short sections break up material so it appears easier to comprehend. Long, dense
sections with no white space are visually unappealing, and give the impression your
document is difficult to understand. Short sections appear easier to comprehend, and
help you organize your document more effectively.

Short sections also give you more opportunity to insert informative headings in your
material. Remember that boldface section headings give your reader the best roadmap
to your document. Long sections are impossible to summarize meaningfully ina
heading. When you write short sections, each heading can give the reader information
about the entire contents of the section.

Long, dense paragraph

© §2653.30 Native group

selections.

(a) Selections must not exceed
the amount recommended by
the regional corporation or 320
acres for each Native member of
a group, or 7,680 acres for each
Native group, whichever is less.
Native groups must identify any
acreage over that as alternate
selections and rank their
selections. Beyond the
reservations in sections 2650.32
and 2650.46 of this Part,
conveyances of lands in a
National Wildlife Refuge are
subject to the provisions of
section 22(g) of ANCSA and
section 2651.41 of this chapter as
though they were conveyances
to a village corporation.

§ 2653.31 What are the selection criteria for
Native group selections and what lands are
available?

You may select only the amount
recommended by the regional corporation or
320 acres for each Native member of a group,
or 7,680 acres for each Native group,
whichever is less. You must identify any
acreage over 7,680 as alternate selections and
rank their selection.

§ 2653.32 What are the restrictions in
conveyances to Native groups?

Beyond the reservations described in this part |
conveyances of lands in a National Wildlife |
Refuge are subject to section 22(g) of ANSCA |
as though they were conveyances to a village. |

|

§ 2653.33 Do Native group selections have to |
share a border? "

Yes, selections must share a border. The total |
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Long, dense paragraph_“

Shorter paragraphs, easier to follow

(b} Selections must be
contiguous and the total area
selected must be compact except
where separated by lands that
are unavailable for selection.
BLM will not consider the
selection compact if it excludes
lands available for selection
within its exterior boundaries; or
an isolated tract of public land of
less than 640 acres remains after
selection. The lands selected
must be in quarter sections
where they are available unless
exhaustion of the group’s
entitlement does not allow the
selection of a quarter section.
The selection must include all
available lands in less than
quarter sections. Lands selected
must conform as nearly as
practicable to the United States
lands survey system.

|
area you select must be compact except where |
separated by lands that are unavailable for |
selection. We will not consider your selection
if:

(a) It excludes lands available for selection
within its exterior boundaries; or

(b) An isolated tract of public land of less than
640 acres remains after selection. |

§ 2653.34 How small a parcel can I select?

Select lands in quarter sections where they are |
available unless there is not enough left in
your group’s entitlement to allow this. Your
election must include all available lands in
areas that are smaller than quarter sections.
Conform your selection as much as possible

to the United States land survey system.

Sources

* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, pp.11,

165-174.

® Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,

pp. 9-10.
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III. Write your document

With a relatively small amount of effort and in a relatively short amount of time, you
can significantly improve traditionally-written material.

Federol Plain Language Guidelines, March 2011,
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a. Words

Words matter. They are the most basic building blocks of written and spoken
communication. Choose your words carefully — be precise and concise.

Federal Plain Language Guidelines, March 2011,
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1. Verbs

Verbs tell your audience what to do. Make sure they know who does what,

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011
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i. Use active voice

Active voice makes it clear who is supposed to do what. It eliminates ambiguity about
responsibilities. Not “It must be done., but “You must do it.” Passive voice obscures
who is responsible for what and is one of the biggest problems with government
documents. Don’t confuse passive voice with past tense.

In an active sentence, the person or agency that’s acting is the subject of the sentence. In
a passive sentence, the person or item that is acted upon is the subject of the sentence.
Passive sentences often do not identify who is performing the action.

Passive voice Active voice
The lake was polluted by the The company polluted the lake.
company. |
New regulations were proposed. | We proposed new regulations. ]
The following information must You must include the following I

be included in the application for | information in your application.
it to be considered complete. |

Bonds will be withheld in cases of | We will withhold your bond if you don’t |

non-compliance with all permits comply with all permit terms and

and conditions. conditions. |
Regulations have been proposed The Department of Veterans Affairs |
by the Department of Veterans proposed new regulations.

Affairs. |
The permit must be approved by | Our State office must approve your |
the agency’s State office. permit. 1

More than any other writing technique, using active voice and specifying whois
performing an action will change the character of your writing.

Federal Plain Language Guidelines, March 2011,
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How do you identify passive sentences?

Passive sentences have two basic features, although both may not appear inevery
passive sentence.

* A form of the verb “to be” (for example: are, was, were, could be) and

* A past participle (generally with “ed” on the end).
pastp Ple g y

Use passive voice when the law is the actor

In a very few instances, passive voice may be appropriate. For example, when one
action follows another as a matter of law, and there is no actor (besides the law itself)
for the second action, a passive sentence may be the best method of expression. You
might also use passive when it doesn’t matter who is doing an action.

For example:

If you do not pay the royalty on your mineral production, your
lease will be terminated-<

Sources

¢ Charrow, Veda R,, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4t
edition, 2007, Aspen Publishers, New York, NY, pp.173-175,

* Garner, Bryan A., A Dictionary of Modern Legal Usage, 2nd edition, 1995, Oxford University Press,
Oxford and New York, pp. 643-644.

» Garner, Bryan A, Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
24-26.

» Garner, Bryan A., Garner’s Modern American Usage, 2003. Oxford University Press, Oxfordand
New York, pp. 892-893.

» Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
PP- 73-75.

» Office of the Federal Register, Document Drafting Handbook, 1998, p. MMR-5.
www.archives.gov/federal-register/write/handbook/ddh.pdf.

* Redish, Janice C., How to Write Regulations and Other Legal Documents in Clear English, 1991,
American Institutes for Research, Washington, DC, p.26.

¢ Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, pp. 19-20.
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ii. Use the simplest form of a verb

The simplest and strongest form of a verb is present tense. A document written in the
present tense is more immediate and less complicated. Using the present tense makes
your document more direct and forceful. The more you use conditional or future tense,
the harder your audience has to work to understand your meaning. Writing entirely in
the present tense saves your audience work and helps make your point clearly.

Don’t say Say f
These sections describe types of These sections tell you how to meet the [
information that would satisfy the requirements of Circular A-110 for this |I

application requirements of Circular | grant program.
A-110 as it would apply to this grant
program.

Even if you are covering an event that occurred in the past, you can clarify the material
for your user by writing as much as possible in the present tense.

Don't say Say

Applicants who were Federal employees at | You may not be covered under this
the time that the injury was sustained should | part if:

have filed a compensation request at that
time. Failure to do so could have an effecton | a. You were a Federal employeeat |

the degree to which the applicant can be the time of the injury; and
covered under this part. b. You did not file a claim at that
time,

...... — |

Occasionally, of course, you may need to use other tenses. For example, National
Environmental Policy Act (NEPA) documents frequently refer to what may happenin
the future if certain events occur. But use tenses other than the present only when
necessary for accuracy.
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iil. Avoid hidden verbs

Use the strongest, most direct form of the verb possible.

Verbs are the fuel of writing. Verbs give your sentences power and direction. They
enliven your writing and make it more interesting. Too often, we hide verbs by turning
them into nouns, making them less effective and using more words than we need.
Hidden verbs are a particular problem in government writing.

What are hidden verbs?

A hidden verb is a verb converted into a noun. It often needs an extra verb to make
sense. S0 we write, “Please make an application for a personal loan” rather than “Please
apply for a personal loan.”

Hidden verbs come in two forms. Some have endings such as -ment, -tion, -sion, and -
ance or link with verbs such as achieve, effect, give, have, make, reach, and take. Often, you
will find a hidden verb between the words “the” and “of.”

-Hidden Verb Uncovered

To trace the missing payment, we
need to carry out a review of the
Agency’s accounts so we can gain
an understanding of the reason the
error occurred.

To trace the missing payment, we need to
review the Agency’s accounts so we
understand the reason the error occurred.

If you cannot make the payment of
the $100 fee, you must make an
application in writing before you
file your tax return.

If you cannot pay the $100 fee, you must
apply in writing before you file your tax
return.

This means we must undertake the
calculation of new figures for the
congressional hearing,.

This means we must calculate new figures
for the congressional hearing.

|

The production of accurate statistics
is important for the committee in
the assessment of our homelessness

~ policy.

Producing accurate statistics is important to |

the committee in assessing our policy on
homelessness.

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011



Sources

* Charrow, Veda R, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4%
edition, 2007, Aspen Publishers, New York, NY, pp.176-178.

* Garner, Bryan A,, Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, p.38
(14.)

* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC., p.71
(D.4).

* Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC., p.21.

»  Wright, Nick, Hidden Verbs, at

w wv.r.p]ﬂinlanguage.gm-',-jh___t;}*.rm‘-fwmd suggestions/hiddenverbs.cfm.
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iv. Use “must” to indicate requirements

The word “must” is the clearest way to convey to your audience that they have to do
something. “Shall” is one of those officious and obsolete words that has encumbered
legal style writing for many years. The message that “shall” sends to the audience is,
“this is deadly material.” “Shall” is also obsolete. When was the last time you heard it
used in everyday speech?

Besides being outdated, “shall” is imprecise. It can indicate either an obligation or a
prediction. Dropping “shall” is a major step in making your document more user-
friendly. Don’t be intimidated by the argument that using “must” will lead to a lawsuit.
Many agencies already use the word “must” to convey obligations. The US Courts are
eliminating “shall” in favor of “must” in their Rules of Procedure. One example of these
rules is cited below.

Instead of using “shall”, use:

e “must” for an obligation,

¢ “must not” for a prohibition,

e “may” for a discretionary action, and
“should” for a recommendation.

The following example demonstrates how much clearer language can be if you follow
these suggestions.

9 Don't say - Say |
Section 5511.1 Free Use of Timber on | Section 5511.1 Free Use of Timber on Oil |
Oil and Gas Leases and Gas Leases

a. Any oil or gas lessee who wishes a. You must file an application to use
to use timber for fuel in drilling the timber on your oil or gas lease
operations shall file an for fuel. File the application with |
application therefore with the our office where you got your lease.
officer who issued the lease. b. We will notify you by registered

b. The applicant shall be notified by mail if we reject your application.
registered mail in all cases where You must file an appeal of that
the permit applied for is not decision within 30 days.
granted, and shall be given 30 ¢. You must notify any settler, by
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Don’t say Say

days within which to appeal such registered mail, that you have
decision. applied to use timber from your

¢. Where the land is occupied by a lease. Include in your notice the |
settler, the applicant shall serve amount and the kind of timber you
notice on the settler by registered intend to use as fuel.

mail showing the amount and ;
kind of timber he has applied for. [

Many legal scholars have written about the problem of “shall.” Read a brief summary of
several arguments at: www.plainlanguage.gov/howto/wordsuggestions/shallmust.cfm.

Sources

Charrow, Veda R., Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4
edition, 2007, Aspen Publishers, New York, NY, pp.183-184.

Garner, Bryan A., A Dictionary of Modern Legal Usage, 27 edition, 1995, Oxford University Press,
Oxford and New York, pp. 939-942,

Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
105-106.

Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, pp. 159-
160.

US Courts, Federal Rules of Appellate Procedure, 2009, US Government Printing Office, Washington,
DC. www.uscourt.gov/uscourts/rulesand policies/rules/ap2009.pdf.

Wydick, Richard, Plain English for Lawyers, 5 edition, 2005, Carolina Academic Press, Durham,
NC, p. 64.

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011 26



v. Use contractions when appropriate

While many legal authorities say that contractions don’t belong in legal writing, Bryan
Garner, a leading authority on legal writing, advocates their use as a way to makelegal
writing, including opinions and rules, less stuffy and more natural. Contractions make
your writing more accessible to the user. Research shows that that they also enhance
readability (DaNielsen and Larosa, 1989).

“Write as you talk” is a common rule of writing readably, and the best way to do that is
to use contractions. People are accustomed to hearing contractions in spoken English,
and using them in your writing helps people relate to your document.

Use contractions with discretion. Just as you shouldn’t bullet everything on a page, you
shouldn’t make a contraction out of every possible word. Don’t use them wherever
possible, but wherever they sound natural.

Don't S:g B

No pilot in command of a civil aircraft
may allow any object to be dropped
from that aircraft in flight that creates a
hazard to persons or property.

fr—— ——

S Say

If you are a pilot in command of a civil
aircraft, don’t allow any object that |
creates a hazard to persons or property to r

be dropped from that aircraft during

flight.

Sources
[ ]

49-50.

81-82.
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DaNielsen, Wayne A. and Dominic L. Larosa, A New Readability Formula Based on the Stylistic
Age of Novels, 33 Journal of Reading (1989),
Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.

pp. 194,196.

Garner, Bryan A., The Elements of Legal Style, 2002, Oxford Univ. Press, Oxford and New York, pp.
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2. Nouns and pronouns

Nouns add substance and direction. Pronouns engage your audience. Don’t
complicate things by using words they won't understand or abbreviations that confuse
them.
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i. Don’t turn verbs into nouns

The bulk of government and technical writing uses too many noun strings — groups of
nouns “sandwiched” together. Readability suffers when three words that are ordinarily
separate nouns follow in succession. Once you get past three, the string becomes
unbearable. Technically, clustering nouns turns all but the last noun into adjectives.
However, many users will think they’ve found the noun when they’re still reading
adjectives, and will become confused.

Bring these constructions under control by eliminating descriptive words that aren’t
essential. If you can’t do that, open up the construction by using more prepositions and
articles to clarify the relationships among the words.

Avoid nouns strings like these Instead, say i
Underground mine worker safety | Developing procedures to protect the safety
protection procedures of workers in underground mines
development h
Draft laboratory animal rights Draft regulations to protect the rights of :
protection regulations laboratory animals

National Highway Traffic Safety | The National Highway Traffic Safety
Administration’s automobile seat | Administration’s interlock rule applies to

belt interlock rule automotive seat belts

Sources

Charrow, Veda R,, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4th
edition, 2007, Aspen Publishers, New York, NY, pp.192-193.

Garner, Bryan A., A Dictionary of Modern Legal Usage, 2™ edition, 1995, Oxford University Press,
Oxford and New York, pp. 601-602.

Garner, Bryan A., Garner’s Modern American Usage, 2003, Oxford University Press, Oxfordand
New York, p. 557.

Wydick, Richard, Plain English for Lawyers, 5thedition, 2005, Carolina Academic Press, Durham,
NC, p. 71.

Zinsser, William, On Writing Well, 6" edition, 2001, HarperCollins, New York, pp.77-78.
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ii. Use pronouns to speak directly to readers

Pronouns help the audience picture themselves in the text and relate better to your
documents. More than any other single technique, using “you” pulls users into your
document and makes it relevant to them. When you use “you” to address users, they
are more likely to understand what their responsibility is. Using “we” to refer to your
agency makes your agency more approachable. It also makes your sentences shorter
and your document easier to read.

Don’t say Say

Copies of tax returns must be You must provide copies of your tax returns. |
provided.

..... ——d

Writing for an individual forces you to analyze carefully what you want the reader to
do. By writing to an individual, you will find it easier to:

e Putinformation in a logical order
* Answer questions and provide the information that your user wants to know

¢ Assign responsibilities and requirements clearly

Be sure to define “you” clearly.

Don’t say - Say

Facilities in regional and district offices are If you are a private citizen, you
available to the public during normal business | can get copies of our records at
hours for requesting copies of agency records. | any regional or district office <

J

Define “you” by any of the following methods:

e State in the beginning of the document who the user is — “This regulation tells
you, the loan applicant, how to secure a loan.”

* Define “you” in the Definitions section — “You” means a loan applicant.
e Where you address different users in different parts of the document, define

“you” in each context — “How do different types of borrowers apply fora
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loan? If you are a small business, you must submit <If you are an individual,
you must submit <"

It's especially important to define “you” when writing to multiple audiences.

Don’t say Say
Lessees and operators are Lessees and operators are responsible for
responsible for restoring the restoring the site. If you are the lessee, youmust |
site. You must ensure that < monitor the operator to ensure that. If you are
the operator, youmustconductall operationsin
away <

If you use a question-and-answer format, you should assume that the user is the one
asking the questions. Use “I” in the questions to refer to the user. Use “we” in the
responses to represent your agency.

Don’t say Say

Submission of applications. How do I apply?

By using “we” to respond to questions, you state clearly what your agency requiresand
what your agency’s responsibilities are. You also avoid the passive voice and use fewer
words. You can define “we” in the definitions sections of your document if that will
help the user.

Don't say Say |
Loan applications will be reviewed to We review your loan application to '
ensure that procedures have been ensure that you followed our |
followed. procedures. |
The Office of Consumer Affairs will We'll process your application within 30 ”
process your application within 30 days | days of receiving it. 3‘
after receipt. _ l
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Make sure you use pronouns that clearly refer to a specific noun. If a pronoun could
refer to more than one person or object in a sentence, repeat the name of the personor
object or rewrite the sentence.

1

Don’t say Say |
After the Administrator appoinis an After the Administrator appointsan ]
Assistant Administrator, he or she must | Assistant Administrator, the Assistant
<< Administrator must < |

Sources

* Garner, Bryan A., A Dictionary of Modern Legal Usage, 2nd edition, 1995, Oxford University Press,
Oxford and New York, p. 643.

» Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, p.50.

e Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
Pp- 33-38.

» Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p. 22.

»  Wydick, Richard, Plain English for Lawyers, 5 edition, 2005, Carolina Academic Press, Durham,
NC.
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iii. Minimize abbreviations

One legal scholar calls abbreviations a “menace to prose” (Kimble, 2006). Abbreviations
were once intended to serve the audience by shortening long phrases. However,
abbreviations have proliferated so much in current government writing that they
constantly require the reader to look back to earlier pages, or to consult an appendix, to
puzzle out what's being said.

Use “nicknames”

The best solution is to find a simplified name for the entity you want to abbreviate. This
gives readers meaningful content that helps them remember what you're talking about.
It may be a bit longer, but the gain in clarity and ease of reading is worth it. Inmost
cases, you don’t need to “define” this nickname the first time you use it, unless you are
using lots of different nicknames. Especially when you are using a nickname for the
major topic of your document, don’t insult your users and waste their time. For
example, in a paper about Resource Advisory Councils, don’t tell them that when you
say “Council” you mean “Resource Advisory Council.”

For Instead of Consider |
Engineering Safety Advisory Committee | ESAC the committee |
Small-quantity handlers of universal SQHUW waste handlers
wastes
Fire and Police Employee Relations Act FPERA the Act -

If everyone knows an abbreviation, use it without
explanation

There’s a short list of abbreviations that have entered common usage. When you use
them, don’t define them, you're just taking up space and annoying your user. But make
sure the abbreviation you're using is on the list. Examples include IBM, ATM, BMW,
PhD, CIA.

A closely related guideline is, “don’t define something that’s obvious to the user.” Most
federal agencies, when writing a letter responding to an inquiry, insist on defining the
agency name, as in, “Thank you for writing to the Federal Aviation Administration

(FAA) about your concerns <” The letterhead says the name of the agency. The person
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wrote to the agency, and now the agency is writing back. The user is not going tobe
confused about what FAA means!

If you must abbreviate

Of course, there are some situations in which you can’t avoid an abbreviation. Always
define an abbreviation the first time you use it, for example, “The American Journal of
Plain Language Studies” (AJPLA). And limit the number of abbreviations you use in
one document to no more than three, and preferably two. Spell out everything else. If
you’ve used abbreviations for the two or three most common items, it’s unlikely that
the other items occur so frequently you can’t spell them out every time.

When you are considering whether to use an abbreviation, or how many you canget
away with in a document, remember that they should make it easier for your users. If
they make it harder, you have failed to write for your audience.

Sources
» Gamer, Bryan A., A Dictionary of Modern Legal Usage, 2~ edition, 1995, Oxford University Press,
Oxford and New York, pp. 447-448,
* Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
46-48.
* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, p.155.
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3. Other word issues

Be concise — leave out unnecessary words. Don’t use jargon or technical terms when
everyday words have the same meaning. Use words and terms consistently throughout
your documents.
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i. Use short, simple words

Vocabulary choice is an important part of communicating clearly. While there is no
problem with being expressive, most federal writing has no place for literary flair.
People do not curl up in front of the fire with a nice federal regulation to have arelaxing
read.

Government writing is often stodgy, full of long, dry legalisms and other jargon.
Federal government writing is no exception. H.W. Fowler summed up these
recommendations for making word choices in his influential book, The King’s English,
first published in 1906. He encouraged writers to be more simple and direct in their
style (quoted in Kimble, 2006).

Prefer the familiar word to the far-fetched.

Prefer the concrete word to the abstraction.

Prefer the single word to the circumlocution.

Prefer the short word to the long.

Prefer the Saxon word to the Romance word.

Kathy McGinty (www.plainlanguage.gov) offers tongue-in-cheek instructions for
bulking up your simple, direct sentences.

There is no escaping the fact that it is considered very important to note thata
number of various available applicable studies ipso facto have generally
identified the fact that additional appropriate nocturnal employment could
usually keep juvenile adolescents off thoroughfares during the night hours,
including but not limited to the time prior to midnight on weeknights and/or
2 a.m. on weekends.

And the original, using stronger, simpler words:

More night jobs would keep youths off the streets.
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In making your word choices, pick the familiar or frequently used word over the
unusual or obscure. There are many lists of complex words and suggested substitutes,

for example www.plainlanguage.gov/howto/wordsuggestions/simplewords.cfm. See
also the lists in Kimble (2006).

Sources

* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, pp.11,
165-174.

e  McGinty, Kathy, Nine Easy Steps to Longer Sentences,
www.plainlanguage.gov/examplesfhumor/9easysteps.cfim.
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ii. Omit unnecessary words

Wordy, dense construction is one of the biggest problems in government writing.
Nothing is more confusing to the user than long, complex sentences containing multiple
phrases and clauses. Unnecessary words come in all shapes and sizes, and it’s difficult
to put them into distinct categories. To address the problem, writers must become more
critical of their own writing. They must consider whether they need every word.

Unnecessary words waste your audience’s time on the web as well. Remember, great
web content is like a conversation. Omit information that the audience doesn’t need to
know. This can be difficult for a subject matter expert, so it is important to have
someone look at the information from the audience’s perspective. (See Write web
content for more information on writing for the web.)

One place to start working on this problem in your own writing is to watch out for “of,”

“to,” “on,” and other prepositions. They often mark phases you can reduce to oneor
two words.
Don’t say - Say
a number of several, a few, many
a sufficient number of enough
at this point in time now
is able to can
on a monthly basis monthly
on the ground that because
an amount of X X
be responsible for must
in order to to -
Often, you can omit redundant words.
o Don't say Say !
The X Department and the Y The Xand Y Departments workedon |
Departmentworked togetheron aprojecttoimprove< i

a joint project toimprove <

In this statement, you don’t need “joint.” You don’t even need “together.” Saying that X
and Y worked on a project says it all. “Joint” and “together” are both redundant.
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Similarly, we often use excess modifiers such as absolutely, actually, completely, really,
quite, totally, and very. But if you look closely, you'll find that they often aren’t necessary

and may even be nonsensical.

Don't say

Say J

Their claim was totally unrealistic.

It is particularly difficult to reconcile
the somewhat differing views
expressed by the management team.

Total disclosure of all facts is very
important to make sure we draw up a
total and completely accurate picture
of the Agency’s financial position.

Their claim was absurd. 1|

It is difficult to reconcile the differing |
views expressed by the management
team.

Disclosing all facts is important to
creating an accurate picture of the
Agency’s financial position.

Avoid doublets and triplets. English writers love to repeat the same concept by using

different words that say the same thing.

Don't say 1 Say :
due and payable due
cease and desist stop
knowledge and information (either one)
begin and commence start |

Other ways to omit unnecessary words include eliminating hidden verbs, using
pronouns, and using active voice. See the guidance on those three topics (Avoid hidden
verbs, Use pronouns to speak directly to readers, and Use active voice) for more

information.

Here’s an example that uses several of the techniques discussed above to cut a 54 word
sentence down to 22 words, with no loss of meaning.

Don't say

Say

If the State Secretary finds that an
individual has received a payment to
which the individual was not entitled,
whether or not the payment was due to
the individual's fault or

If the State Secretary finds that you 5
received a payment that you weren't
entitled to, you must pay the entire
sum back.
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Don’t say Say '
misrepresentation, the individual shall !
be liable to repay to State the total sum
of the payment to which the individual
was not entitled.

Omitting excess words can cut documents significantly. Be diligent in challenging every
word you write, and eventually you will learn to write not only clearly, butconcisely.

Sources

* Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
43, 40, 34.

¢ Kimble, Joseph, Lifting the Fog of Legalese, Carolina Academic Press, 2006, Durham, NC, pp.93,
170.

* Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.25.
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iii. Dealing with definitions

We have ONE rule for dealing with definitions: use them rarely.

Definitions often cause more problems than they solve. Uniformly, writing experts
advise keeping definitions to a minimum (Dickerson 1986, Garner 2001, Kimble 2006). If
you can’t avoid them, use as few as possible. It’s better to take the time to rewrite to
avoid needing to define a term. If you must use definitions, follow the guidelinesbelow:

Give common words their common meanings and don't

define them.
Never define a word to mean something other than its commonly accepted meaning.

Reed Dickerson, in his landmark book, Fundanientals of Legal Drafting (1986), has this
advice for legal drafters:

It is important for the legal draftsman not to define a word in a sense
significantly different from the way it is normally understood by the persons
to whom it is primarily addressed. This is a fundamental principle of
communication, and it is one of the shames of the legal profession that
draftsmen so flagrantly violate it. Indeed, the principle is one of the most
important in the whole field of legal drafting,.

Mr. Dickerson’s advice applies to any government communication, not just tolegal
drafters.

Morris Cohen, in Reason and Law (1950), explains, “Whenever we define a word < ina
manner that departs from current customary usage, we sooner or later unwittingly fall
back on the common use and thus confuse the meanings of our terms.”

Furthermore, readers are likely to forget that you'd assigned some common word anew
meaning, and when they come upon the word later in your document they assign the
common meaning, rather than your specialized one. Here are some unnecessary
definitions.
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Commonly understood words you probably didn’t need to define .
Bicycle means every device propelled solely by human power upon which aperson |
or persons may ride on land, having one, two, or more wheels, except a manual
wheelchair.

Age means how old a person is, or the number of elapsed years from the date of a
person’s birth.

And here are some examples of definitions that conflict with customary usage —you
should avoid these at all costs.

Commonly understood words with How uncommon meanings might
uncommon meanings _ confuse readers |
Pages means paper copies of standard Ten pages into the document, how do you?
office size or the dollar value equivalent |think the average user would respond if i
in other media asked to define “page”?

Coal deposits mean all Federally owned  [So if coal is held in trust for a Native ﬁ\
coal deposits, except those held intrust  |American tribe, it isn’t coal?

for a Native American tribe.

Dead livestock. The body (cadaver) of ISo if you slaughter it, it isn’t really dead?
livestock which has died otherwise than
by slaughter.

When possible, define a word where you use it

Avoid long sections of definitions at the beginning or end of your document. Go back to
Rule One. Rewrite to try to eliminate the need for most definitions.

If you must have a definition section, put it at the
beginning or the end

Place definitions at the end, in spite of tradition. In placing definitions at the end, you
allow your user to go right to the text, rather than having to go through lessimportant
material. In definition sections, don’t number the definitions, but list them
alphabetically. This makes it easier for users to find a definition, and usually makes it
easier for you to change your definition section later.
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Never include regulatory or other substantive material
in definitions

Not only is this common sense — your user doesn’t expect substantive material in the
definitions section — but for regulations it’s a requirement of the Office of the Federal
Register.

Consider this “definition” in Title 43 Part 3480 — Coal Exploration and Mining
Operations:

Maximum econontic recovery (MER) means that, based on standard industry
operating practices, all profitable portions of a leased Federal coal deposit
must be mined. At the times of MER determinations, consideration will be
given to: existing proven technology; commercially available and
economically feasible equipment; coal quality, quantity, and marketability;
safety, exploration, operating, processing, and transportation costs; and
compliance with applicable laws and regulations. The requirement of MER
does not restrict the authority of the authorized officer to ensure the
conservation of the recoverable coal reserves and other resources and to
prevent the wasting of coal.

Hiding in this long passage is the definition, “Maximum economic recovery (MER)
means the mining of all profitable portions of a leased Federal coal deposit, based on
standard industry operating practices.” All the rest of the material belongs in the
substantive parts of the regulation.

Don’t define words you don’t use

Again, this seems obvious. But writers seem to automatically define terms they think
they might use, but don’t. This can be very confusing for the audience, who expects to
read something about the topic but can’t find it in the document.

Sources

¢ Cohen, Morris, Reason and Lmw, 1950, The Free Press, Glencoe, IL, p.77.

¢ Dickerson, Reed, Fundamentals of Legal Drafting, 1986, 2 edition, Little, Brown and Company,
Boston and Toronto, pp. 137, 144,

¢ Flesch, Rudolf, How to Write in Plain English, A Book for Lawyers and Consumers, 1979, Harper and
Rowe, New York, pp. 58-69, 79.

» Garner, Bryan A, A Dictionary of Modern Legal Usage, 2 edition, 1995, Oxford University Press,
Oxford and New York, p. 257-258.
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Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
97-99.

Kimble, Joseph, Lifting the Fog of Legalese, Carolina Academic Press, 2006, Durham, NC.

Office of the Federal Register, Document Drafting Handbook, 1998, § 8.15.
www.archives.gov/federal-register/write/handbook/ddh.pdf.
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iv. Use the same term consistently for a
specific thought or object

You will confuse your audience if you use different terms for the same concept. For
example, if you use the term “senior citizens” to refer to a group, continue to use this
term throughout your document. Don’t substitute another term, such as “the elderly” or
“the aged.” Using a different term may cause the reader to wonder if you are referring
to the same group.

Don’t feel that you need to use synonyms to make your writing more interesting.
Federal writers are not supposed to be creating great literature. You arecommunicating
requirements, how to get benefits, how to stay safe and healthy, and otherinformation
to help people in their lives. While using different words may make writing more
interesting, it may decrease clarity.
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v. Avoid legal, foreign, and technical jargon

What do we mean by jargon? Jargon is unnecessarily complicated, technical language
used to impress, rather than to inform, your audience.

When we say not to use jargon, we’re not advocating leaving out necessary technical
terms; we are saying to make sure your other language is as clear as possible. For
example, there may not be another correct way to refer to a brinulator valve control
ring. But that doesn’t prevent you from saying “tighten the brinulator valve controlring
securely” instead of “Apply sufficient torque to the brinulator valve control ring to
ensure that the control ring assembly is securely attached to the terminal such that
loosening cannot occur under normal conditions.” The first is a necessary use of a
technical term. The second isjargon.

Special terms can be useful shorthand within a group and may be the clearest way to
communicate inside the group. However, going beyond necessary technical terms to
write in jargon can cause misunderstanding or alienation, even if your only readersare
specialists. Readers complain about jargon more than any other writing fault, because
writers often fail to realize that terms they know well may be difficult or meaningless to
their audience. Try to substitute everyday language for jargon as often as possible.
Consider the following pairs. The plainer version conveys technical information justas
accurately as and more clearly than the jargon-laden version.

Don't say Say
riverine avifauna | riverbirds _
involuntarily undomiciled homeless
= — _................JI
The patient is being given positive-pressure | The patient is on a respirator.
ventilatory support. |
Most refractory coatings to date exhibit a The exhaust gas eventually damages |

lack of reliability when subject to the the coating of most existing ,
impingement of entrained particulate matter | ceramics.

in the propellant stream under extended
firing durations.

When you have no way to express an idea except to use technical language, make sure
you define your terms. However, it's best to keep definitions to a minimum. Remember
to write to communicate, not to impress. If you do that, you should naturally use less

jargon. For more on definitions, see Dealing with definitions.
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Legal language

Legal language in regulations and other documents is a major source of annoying
jargon. Readers can do without archaic jargon such as “hereafter,” “heretofore,” and
“therewith.” Professor Joseph Kimble (2006), a noted scholar on legal writing, warns
that we should avoid those words and formalisms that give legal writing its musty
smell. He includes in his list of examples the following words:

above-mentioned thereafter
aforementioned thereof
foregoing therewith
henceforth whatsoever
hereafter whereat
hereby wherein
herewith whereof

Another term that is losing its popularity in legal circles is “shall.” Obviously, it's
especially important in regulations to use words of authority clearly, and many top
legal writing experts now recommend avoiding the archaic and ambiguous “shall” in
favor of another word, depending on your meaning. Read more about “shall” in Use
“must” to convey requirements.

Sources
¢ Charrow, Veda R,, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legnl Writing, 4
edition, 2007, Aspen Publishers, New York, NY, pp.188-191.
e Garner, Bryan A., Garner’s Modern American Usage, 2003, Oxford University Press, Oxfordand
New York, pp. 472-473.
* Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, pp.173-
174.
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vi. Don’t use slashes

Apart from fractions, the slash has almost no good uses. “And/or” is a classicexample.
In most cases, writers mean either “or” or “and.” But they don’t want to take the timeto
decide which they mean, so they push the job off on the audience. That makes their
writing ambiguous. As an author, you should decide what you mean. In the few cases
— and there do seem to be very few — where you truly mean both, write out “either X,
or Y, or both.”

Often when writers use slashes, a hyphen is more appropriate to join equal or like
terms, as in “faculty-student ratio.”

Sources
o Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, p.
163.
» Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, pp. 155-
156.
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b. Sentences

Choose your words carefully. Start with your main idea - don’t start with an exception.
Word order does matter, so place your words carefully. Keep it short; it’s not a crime to
use lots of periods.
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1. Write short sentences

Express only one idea in each sentence. Long, complicated sentences often mean that
you aren’t sure about what you want to say. Shorter sentences are also better for
conveying complex information; they break the information up into smaller, easier-to-
process units.

Sentences loaded with dependent clauses and exceptions confuse the audience by
losing the main point in a forest of words. Resist the temptation to put everything in
one sentence; break up your idea into its parts and make each one the subject of its own
sentence.

— RS ———————— —_

R TR s | Say |
Once the candidate’s goals are Once we establish your goals, we identify .
established, one or more potential one or more potential employers. We
employers are identified. A preliminary | prepare a preliminary proposal to present |
proposal for presentation to the to an employer who agrees to negotiatea |

employer is developed. The proposalis | job that meets both his and your
presented to an employer who agrees to| employment needs.

negotiate an individualized job that
meets the employment needs of the
applicant and real business needs of the
employer.

Complexity is the greatest enemy of clear communication. You may need to be
especially inventive to translate complicated provisions into more manageable
language. In the following example, we have made an “if” clause into a separate
sentence. By beginning the first sentence with “suppose” (that is, “if”) and the second
sentence with “in this case” (that is, “then”) we have preserved the relationship
between the two.

Federol Plain Language Guidelines, March 2011,
Rev. 1, May 2011 50



Don't say Say ,

If you take less than your entitled share of Suppose that one month you pay
production for any month, but you pay royalties on your full share of
royalties on the full volume of your entitled production but take less than your

share in accordance with the provisions of this | entitled share. In this case, you
section, you will owe no additional royalty for | may balance your account in one
that lease for prior periods when you later take | of the following ways without
more than your entitled share to balance your | having to pay more royalty. You
account. This also applies when the other may either:

participants pay you money to balance your

account, a. Take more than your entitled

share in the future; or i
b. Accept payment from other
participants.

Sources

Charrow, Veda R., Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4h
edition, 2007, Aspen Publishers, New York, NY, pp.163-165.

Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
19-21.

Kimble, Joseph, Guiding Principles for Restyling the Federal Rules of Civil Procedure (Part1),
Michigan Bar Journal, September 2005, pp. 56-57.
www.michbar.orgfiournal/pdf/pdfdarticle909.pdf.

Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, p. 96.
Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
p.77.

Office of the Federal Register, Document Drafting Handbook, 1998, MMR-5.
www.archives.gov/federal-register/write/handbook/ddh.pdf.

Redish, Janice C., How to Write Regulations and Other Legal Documents in Clear English, 1991,
American Institutes for Research, Washington, DC, pp.29-32

Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.28.
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2. Keep subject, verb, and object close
together

The natural word order of an English sentence is subject-verb-object. This is how you
first learned to write sentences, and it’s still the best. When you put modifiers, phrases,
or clauses between two or all three of these essential parts, you make it harder for the
user to understand you.

Consider this long, convoluted sentence:

If any member of the board retires, the company, at the discretion of the board,
and after notice from the chairman of the board to all the members of theboard
at least 30 days before executing this option, may buy, and the retiring member
must sell, the member’s interest in the company.

In essence, the sentence says:
The company may buy a retiring member’s interest.

All the rest of the material modifies the basic idea, and should be moved to another
sentence or at least to the end of the sentence.

Many sentences in regulations include “if-then” provisions. Often, “if” defines who is
covered by a provision. Start your sentence with the “if” provision, and then list the
“then” provisions. If the provision is complex, and especially if there are several
different “if” provisions, use a different sentence for every “if,” or consider using an if-
then table.

Consider this complex regulatory provision:

We must receive your completed application form on or before the 15th day of
the second month following the month you are reporting if you do not submit
your application electronically or the 25th day of the second month following
the month you are reporting if you submit your applicationelectronically.

While still complex, the table is a significant improvement:
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We must receive your completed application by the following dates:

If you submit your form ... We must receive it by ...
, the 25th of the second month following the
Electronically )
month you are reporting

the 15th of the second month following the

Other than electronically month you are reporting .
|

For more information on tables, see Use tables to make complex material easier to

understand.

Sources
* Garner, Bryan A, Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.

23-24, 102.
* Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,

pp. 77-78.

* Office of the Federal Register, Document Drafting Handbook, 1998, MMR-6.
www.archives.gov/federal-register/write/handbook/ddh.pdf

* Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.32.
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3. Avoid double negatives and exceptions to
exceptions

We're accustomed to thinking and speaking positively. When we write in the negative,
we place another stumbling block in audience’s way and make it more difficult for them
to understand us. When you're going to meet a friend at the airport, do you say, “If you
fail to arrive by 5:00, I cannot pick you up,” or do you say, “You have to arrive by 5:00if
you want me to pick you up”?

When you write a sentence containing two negatives, they cancel each other out. Your
sentence sounds negative, but is actually positive. As Rudolph Flesch (1979) says, these
sentences require “a mental switch from no to yes.”

Don't say Say ,
No approval of any noise compatibility | You must get the agency’s express :
program, or any portion of a program, approval for any noise compatibility
may be implied in the absence of the program or any portion of a program.

agency’s express approval.

Here are some expressions that signal double negatives.

Change the double negative To a positive
no fewerthan< at least
has not yet attained is under
may not<<until may only <when
isnot<<unless is<<only if

Many ordinary words have a negative meaning, such as unless, fail to, notwithstanding,
except, other than, unlawful (un- words), disallowed (dis- words), terminate, void, insufficient,
and so on. Watch out for them when they appear after not. Find a positive word to
express your meaning,
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Don’t say Say '

J

An application for a grant doesnot | An application for a grant remains active if
become void unless the applicant’s | the applicant provides the information we |
failure to provide requested request within a reasonable time.
information is unreasonable under
the circumstances.

Exceptions to exceptions

An exception that contains an exception is just another form of a double negative. That
makes it even harder for the user to puzzle out. Rewrite the sentence to emphasize the
positive.

Don't say Say

Applicants may be granted a permit to You may be granted a permit to
prospect for geothermal resources onany | prospect for geothermal resources
federal lands except lands in the National | on any federal lands. This includes

Park System, unless the applicant holds lands in the National Park System

valid existing rights to the geothermal only if you hold valid existing rights |

resources on the National Park System to the park lands listed in your

lands listed in the application. application. !
Sources

* Charrow, Veda R, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4%
edition, 2007, Aspen Publishers, New York, NY, pp.178-180.

* Flesch, Rudolf, How to Write in Plain English, A Book for Lawyers and Consumers, 1979, Harper and
Rowe, New York, p. 95.

* Garner, Bryan A,, Guidelines for Drafting and Editing Court Rules, 1996, Administrative Office of the
US Courts, Washington, DC, pp. 30-31.

* Wydick, Richard, Plain English for Lawyers, 5t edition, 2005, Carolina Academic Press, Durham,
NC, pp. 75-76.
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4. Place the main idea before exceptions and
conditions

When you start a sentence with an introductory phrase or clause beginning with
“except,” you almost certainly force the reader to re-read your sentence. You arestating
an exception to a rule before you have stated the underlying rule. The audience must
absorb the exception, then the rule, and then usually has to go back to grasp the
relationship between the two. Material is much easier to follow if you start with the
main idea and then cover exceptions and conditions.

- Don’tsay ____:_ _ o Say -
Except as described in paragraph (b), The Division Manager will not begin the
the Division Manager will not begin the | statutory 180-day review period for the
statutory 180-day review period for the | program until the preliminary review
program until after the preliminary determines that your submission is
review determines that your submission| administratively complete. However, see |
is administratively complete.

In the first version, the audience has to decide whether to jump immediately down to
paragraph (b) or continue reading to the end of the sentence. This means the audience is
focusing on reading strategy, not on your content.

There is no absolute rule about where to put exceptions and conditions. Put them where
they can be absorbed most easily by readers. In general, the main point of the sentence
should be as close to the beginning as possible.

Usually use the word if for conditions. Use when (not where), if you need if tointroduce
another clause or if the condition occurs regularly.

If an exception or condition is just a few words, and seeing it first will avoid misleading
users, put it at the beginning instead of the end.
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Don’t say

Say

With your grant application you must
submit a resume containing your
undergraduate, graduate, and any
other professional education, your
work experience in the field of health
care, and the name, and phone
number of current and previous
employers in the health care field,
unless you have already submitted
this information.

Unless you have already submitted an up-
to-date resume, you must submit a resume |
containing your undergraduate, graduate, |
and any other professional education,

your work experience in the field of health
care, and the name, address and phone
number of current and previous

employers in the health care field.

If an exception or condition is long and the main clause is short, put the main clause
first and then state the exception or condition.

Except when you submitted an identical
application for an education grant in
the previous year and you received full
or partial grant for that year’s program,
we will schedule a hearing on your
application.

Say

We will schedule a hearing on your
application, except when you submitted
an identical application for an .
education grant in the previous year and |
you received full or partial grant for that
year's program.

-
1

|

If a condition and the main clause are both long, foreshadow the condition and put it at
the end of the sentence. If there are several conditions, lead with “if” or a phrase such as

“in the following circumstances.”
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Don't say

Say

If you, or an interested party,
requests that the hearing be held at
the educational institution where
you plan to instruct program
participants, and the hearing room is
both handicapped-accessible and
large enough for at least 100 people,
we may, at our discretion, hold the
hearing at that location, after
adequate public notice.

a.

b.

We may hold a hearing at the educational
institution where you plan to instruct
program participants if:

You, or an interested party, request the

location;

The hearing room is large enough for
at least 100 people and handicapped-
accessible; and

We can give adequate public notice.

Use a list (like the example above) if your sentence contains multiple conditions or
exceptions. Here’s how the first example, above, could be rewritten.

Don'tsay

With your grant application you
must submit a resume containing
your undergraduate, graduate, and
any other professional education,
your work experience in the field of
health care, and the name, and
phone number of current and
previous employers in the health
care field, unless you have already
submitted this information.

Say

Unless you have already submitted an up-
to-date resume, you must submit a resume
containing:

Your undergraduate, graduate, and
any other professional education;
Your work experience in the field of
health care; and

The name, address and phone number |

of current and previous employers in
the health care field.

Use numbers or letters to designate items in a list if future reference or sequence is
important (for example, in a regulation). Otherwise, use bullets.

Make implied conditions explicit by using if.
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Don’t say Say

A party must make advance If your exhibits are unusually bulky, you
arrangements with the hearing must make advance arrangements for
officer for the transportation and transporting them with the hearing. |

receipt of exhibits of unusual bulk.

Avoid using an exception, if you can, by stating a rule or category directly rather than
describing that rule or category by stating its exceptions.

Don't say Say

All persons except those 18 years or | Each person under 18 years of age must<
older must<

But use an exception if it avoids a long and cumbersome list or elaborate description.

Don’t say Say '

Alabama, Alaska,< and Wyoming | Each state except Texas, New Mexico, and |'

(a list of 47 states) must Arizona must<< |
Sources

* Charrow, Veda R, Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4
edition, 2007, Aspen Publishers, New York, NY, pp. 166-167.

* Garner, Bryan A., Guidelines for Drafting and Editing Court Rules, 1996, Administrative Office of the
US Courts, Washington, DC, pp. 5-9.

 Office of the Federal Register, Drafting Legal Documents, 1998, § 7. www.archives gov/federal-
register/write/legal-docs/

* Wydick, Richard, Plain English for Lawyers, 5*edition, 2005, Carolina Academic Press, Durham,
NC, pp. 46-47.
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5. Place words carefully

Sloppy word placement can cause ambiguity. To reduce ambiguity:

¢ Keep subjects and objects close to their verbs.

¢ Put conditionals such as “only” or “always” and other modifiers next to the
words they modify. Write “you are required to provide only the following,” not
“you are only required to provide the following.”

¢ Put long conditions after the main clause. Write “complete form 9-123 if you own
more than 50 acres and cultivate grapes,” not “if you own more than 50 acres and
cultivate grapes, complete form 9-123.”

In the left column below, it's difficult to figure out which words relate to the forest
products, which to the tribe, and which to the payments. The right columneliminates
this problem by dividing the material into shorter sentences and pulling together the
words about each provision.

_ Confusing word I;i-élcement

Clearer construction !

—rvf e —_—

Upon the request of an Indian tribe, the | If a tribe (you) asks us, we will require |
Secretary may provide that the purchaser| purchasers of your forest products to
of the forest products of such tribe, deposit their payment into an account |
which are harvested under a timber sale | that you designate.

contract, permit, or other harvest sale

document, make advance deposits, or a. You can instruct us to deposit
direct payments of the gross proceeds of advance payments as well as direct
such forest products, less any amounts payments into the account.
Segregated as forest management b. We will withhold from the d(‘i‘p()SitE
deductions pursuant to section 163.25, any forest management deductions|
into accounts designated by such Indian under section 163.25. '
tribe,

You will eliminate many potential sources of ambiguity by writing shorter sentences.
The less complex the sentence, the clearer the meaning and less chance that ambiguity
will creep in. Still, you must watch how you place words even in short sentences. In the
example below, the audience may have to read the original statement several times to
realize that we don’t mean, “If you really want to have a disability <"
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Ambiguous construction Clearer construction
If you are determined to have a If we determine that you have a
disability, we will pay you the disability, we will pay you the
following: following:
Sources

¢ Garner, Bryan A., Garner’s Modern American Usage, 2003, Oxford University Press, Oxford and
New York, pp. 566-567.
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c. Paragraphs

Write short paragraphs and include only one topic in each paragraph.
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1. Have a topic sentence

If you tell your readers what they’re going to read about, they're less likely to have to
read your paragraph again. Headings help, but they’re not enough. Establish a context
for your audience before you provide them with the details. If you flood readers with
details first, they become impatient and may resist hearing your message. A good topic
sentence draws the audience into your paragraph.

We often write the way we think, putting our premises first and then our conclusion. It
may be the natural way to develop our thoughts, but we wind up with the topic
sentence at the end of the paragraph. Move it up front and let users know where you're
going. Don’t make readers hold a lot of information in their heads before they getto
your point,

Also, busy readers want to skim your document, stopping only for what they wantor
need to know. You can help them by giving each paragraph a good introduction.
Readers should be able to get good general understanding of your documentby
skimming your topic sentences.

A side benefit of good topic sentences (and good headings) is that they help you see if
your document is well-organized. If it isn’t, topic sentences make it easier for you to
rearrange your material.

Sources
* Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
65-66.
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2. Use transition words

A topic sentence may provide a transition from one paragraph to another. Buta
transition word or phrase (usually in the topic sentence) clearly tells the audience
whether the paragraph expands on the paragraph before, contrasts with it, or takes a
completely different direction.

Bryan Garner (2001) divides transition words into three types:
Pointing words: words like this, that, these, those, and the.

Pointing words — especially #his and that — refer directly to something already
mentioned. They point to an antecedent. If your preceding paragraph describes the
process of strip mining, and your next paragraph begins with “this process causes<,”
the word this makes a clear connection between paragraphs.

Echo links: words or phrases echo a previously mentioned idea.

Echo links often work together with pointing words. In the example above, you'vejust
written a paragraph about how strip mining removes the top surface of the land toget
at the coal under it. If you then begin the next paragraph with “this scarring of the
earth,” the words “scarring of the earth” are an echo of the mining process described in
the previous paragraph.

Explicit connectives: words whose chief purpose is to supply transitions (suchas
further, also, therefore).

Explicit connectives between sentences and paragraphs can be overdone, but more
often we simply overlook using them. Being too familiar with our own material, we
think they aren’t needed. Readers, on the other hand, find them helpful in following our
train of thought. Here are some examples from Bryan Garner.

» When adding a point: also, and, in addition, besides, what is more, similarly,
further

e When giving an example: for instance, for example, for one thing, for another
thing

e When restating: in other words, that is, in short, put differently, again
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When introducing a result: so, as a result, thus, therefore, accordingly, then

When contrasting: but, however, on the other hand, still, nevertheless,
conversely

When summing up: to summarize, to sum up, to conclude, in conclusion, in short

When sequencing ideas: First,<Second,<Third,<Finally,<

Sources

Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
67-71.
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3. Write short paragraphs

Long paragraphs discourage your audience from even trying to understand your
material. Short paragraphs are easier to read and understand. Writing experts

recommend paragraphs of no more than

150 words in three to eightsentences.

Paragraphs should never be longer than 250 words. Vary the lengths of your
paragraphs to make them more interesting. As with sentence length, if all paragraphs
are the same size your writing will be choppy.

There is nothing wrong with an occasional one-sentence paragraph.

Using short paragraphs is an ideal way to open up your document and create more
white space. In turn, this makes your writing more inviting and easier to read. Italso
gives you the opportunity to add more headings.

| Long, dense paragraph
Flu Medication
A specific vaccine for humans that is
effective in preventing avian influenza
is not yet readily available. Based
upon limited data, the CDC has
suggested that the anti-viral
medication Oseltamivir (brand name-
Tamiflu) may be effective in treating
avian influenza. Using this input, the
Department of State has decided to
pre-position the drug Tamiflu at its
Embassies and Consulates worldwide,
for eligible U.S. Government
employees and their families serving
abroad who become ill with avian
influenza. We emphasize that this
medication cannot be made available
to private U.S. citizens abroad.
Because of this, and because Tamiflu
may not be readily available overseas,
the State Department encourages
American citizens traveling or living

Material divided into four paragraphs |

Flu Medication for Government

Employees

A specific vaccine for humans effective in
preventing avian influenza is not yet
readily available. Based on limited data,
the CDC suggested that the anti-viral
medication Oseltamivir (brand name-
Tamiflu) may be effective in treating avian
influenza. Using this input, the
Department of State decided to pre-
position the drug Tamiflu at its Embassies
and Consulates worldwide, for eligible
U.S. Government employees and their
families serving abroad who become ill
with avian influenza.

Flu Medication for Private Citizens
We emphasize that we can't make this
medication available to private U.S.
citizens abroad. Because of this, and
because Tamiflu may not be readily

available overseas, the State Department
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Long,ﬁdense paragraph

Material divided into fouf.paragraphs E

abroad to consult with their private
physician about whether to obtain
Tamiflu prior to travel, for use in the
event treatment becomes necessary, or
whether Tamiflu is readily available in
the country where they reside.
Americans should also be aware of the
potential health risk posed by
counterfeit drugs, including those
represented as Tamiflu, by internet
scam artists or in countries with lax
regulations governing the production
and distribution of pharmaceuticals.
In addition, the Department of State
has asked its embassies and consulates
to consider preparedness measures
that take into consideration the fact
that travel into or out of a country
may not be possible, safe or medically
advisable. Guidance on how private
citizens can prepare for a “stay in
place” response, including stockpiling
food, water, and medical supplies, is
available on the CDC and
pandemicflu.gov websites.

encourages American citizens traveling or |
living abroad to consult with their private
physician about whether to get Tamiflu
before they travel, whether to use if
treatment becomes necessary, or if Tamiflu
is readily available in the country where
they live.

Counterfeit Drug Warning

Americans should also be aware of the
potential health risk posed by counterfeit
drugs, including those represented as
Tamiflu, by internet scam artists or in
countries with lax regulations governing
the production and distribution of
pharmaceuticals.

Additional Precautions

In addition, the Department of State has
asked its embassies and consulates to
consider preparedness measures that
consider that travel into or out of a
country may not be possible, safe or
medically advisable. Guidance on how
private citizens can prepare for a “stay in
place” response, including stockpiling
food, water, and medical supplies, is
available on the CDC and
pandemicflu.gov websites. ;

I — — —d

In addition to breaking material into more, shorter, paragraphs, consider usinga
heading for each paragraph, as we did in this example.

See also Cover only one topic in each paragraph.

Sources
E

72-73.

L
pp- 24-25.
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4. Cover only one topic in each paragraph

Limit each paragraph or section to one topic to make it easier for your audience to
understand your information. Each paragraph should start with a topic sentence that
captures the essence of everything in the paragraph.

Don't say Say

a. Notice of a bid advertisement a. Thirty days before the sale, we will
shall be published in at least publish a notice advertising bids. The
one local newspaper and in one notice will be in at least one local |
trade publication at least 30 newspaper and in one trade publication. It |
days in advance of sale. If will identify any reservation where the
applicable, the notice must tracts to be leased are located.
identify the reservation within | b. We will share information about this
which the tracts to be leased are process in two other ways. We will mail
found. Specific descriptions of the advertisement to each person on the
the tracts shall be available at appropriate agency mailing list. Wewill |
the office of the superintendent. also provide specific descriptions of the |
The complete text of the tracts at the superintendent’s office. ,
advertisement shall be mailed
to each person listed on the I
appropriate agency mailing list. :!

Putting each topic in a separate paragraph makes your information easier to digest.
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d. Other aids to clarity

Examples help your readers understand your points. Break up lots of text with lists and
tables. Including an illustration can be more helpful than describing it.
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1. Use examples

Examples help you clarify complex concepts, even in regulations. They are an ideal way
to help your readers. In spoken English, when you ask for clarification of something,
people often respond by giving you an example. Good examples can substitute forlong
explanations. The more complex the concept you are writing about, the more you
should consider using an example. By giving your audience an example that's relevant
to their situation, you help them relate to your document.

Avoid using the Latin abbreviations for “for example” (e.g.) and “that is” (i.e.). Few
people know what they mean, and they often confuse the two. Write out the lead-in to
your example: “for example” or “such as.”

The Internal Revenue Service makes extensive use of examples in its regulations
throughout 26 CFR Part 1, the regulations on income taxes. The Environmental
Protection Agency also uses examples in its regulations. Here’s one from 40 CFR Part
50, Appendix H - Interpretation of the 1-Hour Primary and Secondary National
Ambient Air Quality Standards for Ozone.

._mﬁPA _e_xampfe

Suppose a monitoring station records a valid daily maximum hourly average
ozone value for every day of the year during the past 3 years. At the end of each
year, the number of days with maximum hourly concentrations above 0.12 ppmis
determined and this number is averaged with the results of previous years. As
long as this average remains “less than or equal to 1,” the area is in compliance.

Sources
* Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,

pp- 45-46.
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2. Use lists

Vertical lists highlight a series of requirements or other information in a visually clear
way. Use vertical lists to help your user focus on important material. Vertical lists:

Highlight levels of importance

Add blank space for easy reading

Help the user understand the order in which things happen

Make it easy for the user to identify all necessary steps in a process

Are an ideal way to present items, conditions, and exceptions

Don't say

S —

Each completed well drilling
application must contain a detailed
statement including the following
information: the depth of the well,
the casing and cementing program,
the circulation media (mud, air,
foam, etc.), the expected depth and
thickness of fresh water zones, and
well site layout and design.

With your application for a drilling permit,
provide the following information:

Depth of the well;
Casing and cementing program;
Circulation media (mud, air, form, etc);

Expected depth and thickness of fresh
water zones; and

Well site layout and design.
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Vertical lists are also helpful in clarifying the chronological order of steps in a process.
With these lists, consider numbering the items to suggest the order of steps.

 Vertical list suggests the correct order ofevents

When a foreign student presents a completed Form 1-20:

Enter the student’s admission number from Form 94;
Endorse all copies of the form;

Return a copy to the student; and

Send a copy to the Immigration and Naturalization Service.

Ll

However, you can over-use vertical lists. Remember to use them to highlight important
information, not to over-emphasize trivial matters. If you use bullets, use solid round or
square ones. Bullets are not the place to be overly creative. Large creative bullets with
strange shapes tend to distract the reader and may not display properly on some
computer systems.

Your lists will be easier to read if you:

* Always use a lead-in sentence to explain your lists;
* Indent your lead-in sentence from the left margin; and
 Use left justification only - never center justification.

_ Don't say Say [
Classroom supplies: Classroom Supplies ?
» A tablet When you come to class, you should bring the
* A pen or pencil following —

* The paperwork you sent :
us when you first applied | ¢ A tablet |

for class e A pen or pencil
o The paperwork you sent us when you first
applied for class.

In the example above, the lack of a lead-in sentence on the left makes it unclear who is
to bring the supplies. The lead-in sentence on the right clarifies who is responsible for

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011 72



bringing supplies. Indenting the list under the lead in sentence makes it easier to see
how the information is chunked. Use parallel construction and make sure each of the
bullets in a list can make a complete sentence if combined with the lead-in sentence.

The following example is a list that is not parallel:
You must submit:

* Your application,
* Recommendation letter, and
» Mail it express mail.

The bullet “Mail it express mail” does not work with the rest of the list. The other items
are nouns, but this is a verb. It isn’t something to submit. It's a separate part of the
instructions.

Sources

* Charrow, Veda R., Erhardt, Myra K. and Charrow, Robert P. Clear & Effective Legal Writing, 4t
edition, 2007, Aspen Publishers, New York, NY, pp.181-182.

* Garner, Bryan A., Legal Writing in Plain English, 2001, University of Chicago Press, Chicago, pp.
100, 125.

* Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
Pp- 25, 81-84.

* Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, p.34.
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3. Use tables to make complex material
easier to understand

Tables help your audience see relationships that are often times hidden in dense text.
And for most readers, it's not necessary to understand all possibilities and conditions,
only those that apply to the reader’s situation.

Probably the most useful type of table is the “if-then” table. An “if-then” table organizes
the material by a situation (if something is the case) and the consequence (then
something else happens). The rewritten regulation in the “if-then” table below is far
clearer than the dense text it replaces. It also makes the document appear less dense and
easier on the eye.

Déﬂ;e te;sg_f_n:gm 25 CFR163.25 |

§ 163.25 Forest management deductions.

a. Pursuant to the provisions of 25 U.5.C. 413 and 25 U.S.C. 3105, a forest
management deduction shall be withheld from the gross proceeds of sales of
Indian forest land as described in this section.

b. Gross proceeds shall mean the value in money or money’s worth of
consideration furnished by the purchaser of forest products purchased undera |
contract, permit, or other document for the sale of forest products.

c. Forest management deductions shall not be withheld where the total _
consideration furnished under a document for the sale of forest products isless
than $5,001.

d. Except as provided in § 163.25(e) of this part, the amount of the forest
deduction shall not exceed the lesser amount of ten percent (10%) of the gross
proceeds or, the actual percentage in effect on November 28, 1990.

e. The Secretary may increase the forest management deduction percentage for
Indian forest land upon receipt of a written request from a tribe supported by a
written resolution executed by the authorized tribal representatives. At the
request of the authorized tribal representatives and at the discretion of the
Secretary the forest management deduction percentage may be decreased to
not less than one percent (1%) or the requirement for collection may be waived.

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011 74



If-then table

§ 163.25 Will BIA withhold any forest management deductions?

We will withhold a forest management deduction if the contract for the sale of forest

products has a value of over $5,000. The deduction will be a percentage of the price
we get from the buyer. The following table shows how we determine the amountof |

the deduction.

If ...

and ...

|
then the percentage of the '
deduction is ...

a tribe requests an increase
in the deduction through a
tribal resolution

they send us a
written request

the percentage requested by the tribe.

an authorized tribal
representative requests a
decrease in the deduction

we approve the
decrease

the percentage requested, with a one
percent minimum.

an authorized tribal
representative requests a
waiver of the deduction

we approve the
waiver

waived. ;
|
|

none of the above conditions
applies

the percentage in effect on November
28, 1990, or 10 percent, whichever is ;

less.

You can use variations on the if-then table to clarify other types of complicated
provisions. Which of the following would you rather read?

Dense text from 25 CFR 163,17

§ 163.17 Deposit with bid.

(2)A deposit shall be made with each proposal for the purchase of Indian forest

products. Such deposits shall be at least:

(1) Ten (10) percent if the appraised stumpage value is less than $100,000 in
any event not less than $1,000 or full value whichever is less.

(2} Five (5) percent if the appraised stumpage value is $100,000 to $250,000 |
but in any event not less than $10,000; and |
(3) Three (3) percent if the appraised stumpage value exceeds $250,000 but

it any event not less than $12,500.
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If-then table
§ 163.17 Must I make a deposit with my bid?

You must include a deposit with your bid to buy Indian forest products, but the
amount of the deposit varies. |

If the appraised you must deposit ... and the minimum amount of
stumpage value is the deposit s ...
less than $100,000 ten percent of the $1,000 |
stumpage value
between $100,000 and (five percent of the $10,000
$250,000 stumpage value
over $250,000 three percent of the $12,500
stumpage value

If-then tables are powerful tools for simplifying complicated material. And tables
generally use many fewer words that a straight textual explanation would use.

Sources
¢ Kimble, Joseph, Lifting the Fog of Legalese, 2006, Carolina Academic Press, Durham, NC, p. 70(B).
* Murawski, Thomas A., Writing Readable Regulations, 1999, Carolina Academic Press Durham, NC,
pp. 39-44.
¢ Office of the Federal Register, Document Drafting Handbook, 1998, MMR 4.
www.archives.gov/federal-register/write/handbook/.
¢ Securities and Exchange Commission, Plain English Handbook, 1998, Washington, DC, pp.49-52.
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4. Consider using illustrations

While government pamphlets and similar items intended for the public usually include
many illustrations, illustrations rarely appear in letters or regulations. However, evenin
these documents, you can use illustrations to good effect. Consider these examples from
regulations.

Federal Aviation Regulations in 14 CFR part 95 contain illustrations of mountainous
areas which are subject to special flight restrictions, such as this illustration of
mountainous areas of Alaska:

1. Bethal Area
2 North Slape Area

3. Fort Yukon Area

4. Faibanks Area

5. Anchorage Area

6, King Salmon Area
T. Pribilof Isiands Area
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Natonal Park Service regulations at 36 CFR part 7.96 includes pictures of areas in
Washington, DC, where activities are controlled, such as these drawings of the White

House and Lincoln Memorial:

THE WHITE HOUSE B suimcte AN_._

O etstecus N
LINCOLN MEMORIAL
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14 CFR 1221.102 establishes the NASA Seal.

FICURE &

The NASA Saal

TECHNICAL DESCRIPTION:

The allicial smal of the National Aerproutice and Space Aduinletracian
iz a disc ol blue aky strewn with vhites stacs. Ta the lef:, thece

15 a large yellow :r.gu-e b“:inf a red [11ght vectar ayshgl. The
vings of tha vector synbvol envelope and cost a brown shadow upen

it. A shite hortronta} orblt also encircles the sphete. To the
right, thare la & wmall Light blue sphare. A wiite band wkick
circunseribes the disc is edged In gold and is inscrided vith
“National Aeronauties and Space Administratlon U.5.A." in ved latiars.
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Appendix B to 40 CFR Part 50 illustrates the measurement principle and calibration
procedure for measuring carbon monoxide in the atmosphere.

d

Figure 1. High-walure ssmpler i sheher
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50 CFR section 216.95 illustrates the official mark for “Dolphin-safe” tuna products.

Black

Dartx Blue

Red

Light Blus

Blue

Cark Bluec

Figure 1.
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5. Use emphasis to highlight important
concepts

Use bold and italics to make important concepts stand out. While it is difficult to use
these techniques in regulations, emphasis helps bring out important points in other
documents. Limit emphasis to important information, otherwise you'll dilute itsimpact.

PUTTING EVERYTHING IN CAPITAL LETTERS IS NOT A GOOD EMPHASIS
TECHNIQUE. ALTHOUGH IT MAY DRAW THE USER’S ATTENTION TO THE
SECTION, IT MAKES IT HARDER TO READ. AND IN AN ELECTRONIC
ENVIRONMENT IT’S CONSIDERED SHOUTING. Similarly, underlining will draw the
user’s attention to the section, but it makes it hard to read. Besides, in an electronic
environment, people expect underlined text to be a link. It’s better to use bold and
italics for important issues.
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6. Minimize cross-references

Nothing is more annoying than coming upon cross-references in reading material.
Cross-references frustrate any attempt to write clearly and simply. Most users consider
them a bother, and just skip over them. This can be a problem when the document isa
regulation. Numerous cross-references can confuse users and make them less attentive
to your message. They may also overtax your users” short-term memory. Imagine the
work it would take a user to puzzle out just this one short section from our tax
regulations (26 CFR 1.1(h)-1).

“Section 1250 capital gain — (i) Definition. For purposes of this section, section 1250

capital gain means the capital gain (not otherwise treated as ordinary income) that |

would be treated as ordinary income if section 1250(b)(1) included all depreciation
_and the applicable percentage under section 1250(a) were 100 percent.”

On the other hand, repeating bulky material over and over can be equally annoying to
users. 5o there is a place for cross-references, but the challenge is to not overdo them.

How to minimize cross-references

There are several ways to deal with cross-references. The best is to organize your
material so you can eliminate the need for cross-references. Often, you are forced to
resort to a cross-reference because the material isn’t organized the way it should be, so
material that belongs together is instead found in distant sections. However, given the
complexity of some documents, it won’t be possible to eliminate them all. If a cross-
reference refers to brief material, just repeat that material and get rid of the cross-
reference. Sometimes, careful thought may reveal that you've included anunnecessary
cross-reference.

If the cross-reference is to lengthy material that, if included, would make the wording
long and complicated, you may have to refer users to another section. Typically, this
would include long descriptive material, such as a long list of items or a list of
requirements that you want to apply to a new situation.
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Be sure that the reference you insert clearly describes the referenced material. That way,
users can decide if they need to read it to know how the rule affects them. Sometimes
just including the title of the referenced section is enough.

Let’s look at an example from the National Park Service.

A requirement with several cross references
Section 45. May I camp in a national park?

s rememsr]

If you hold one of the vehicle entry passes listed in Section 18 for entry into a
national park, you may camp in that park. But you may not sleep in a tent if the

park has declared one of the animal danger levels described in paragraphs (c)
through (h) of Section 51, and the campsite is not covered by an animal emergency |
plan as described in Section 52. '

In this excerpt, the first cross-reference is to brief material, so you can just repeat it here.
The second cross-reference is to a long list of information; it's probably clearest to keep
the cross-reference. The third cross-reference probably isn’t necessary — the camper
needs to know whether there is an animal emergency plan, but not the details of the
plan contained in Section 52. Following these principles, the final text could read:

Two of three cross-references eliminated
Section 45. May I camp in a national park?

If you hold a daily, weekly, or annual vehicle entry pass for a national park, you
may camp in that park. But you may not sleep in a tent if the park has declared one
of the animal danger levels described in paragraphs (c) through (h) of Section 51,
and the campsite is not covered by an animal emergency plan.

Another treatment

If you believe you must include cross-references, consider putting them at the end of
the text, like a reference, rather than in the middle. This is less disruptive to the user,
and less annoying. It gives users a chance to absorb your main message before your
references elaborate on it. As an example, if you need to keep the second and third
references in the national park example above, you might write it this way:

Cross-references at end of passage
Section 45. May I camp in a national park?
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Cross-references at end of passage

If you hold a daily, weekly, or annual vehicle entry pass for a national park, you
may camp in that park. But you may not sleep in a tent if the park has declared an
animal danger level and the campsite is not covered by an animal emergency plan.
(See paragraphs (c) through (h} of Section 51 for animal danger levels.)

~ (See Section 52 for animal emergency plans.)

Referring to another agency’s regulations

If you want to require users to comply with certain requirements of another federal
agency, which they would not otherwise have to do, you have to meet the requirements
of the Office of the Federal Register (OFR). A federal agency may cross-reference the
regulations of another federal agency only if the OFR finds that the reference meetsone
of the conditions specified in 1 CFR 21.21. You can find a discussion of these conditions
in the OFR’s Drafting Legal Docunients under Cross References.

Referring to other material in regulations

A cross-reference to material that does not appear in the Federal Register or the Code of
Federal Regulations is called an “incorporation by reference” by the Office of the
Federal Register. The OFR has very specific rules that agencies must follow to do
incorporation by reference. You will find them in 1 CFR part 51 and Chapter 6 of the
OFR’s Document Drafting Handbook.

Avoid these situations

Multiple cross-references in one section. Multiple cross-references make your user’s
head spin, and you will fail to deliver any useful information. Reorganize your material
to eliminate the cross-references, or at least to keep them to no more than one ineach
section.

Unnecessary cross-references put in to ensure that your users don’t miss something
that applies to them. You won’t know where to stop cross-referencing. You should
presume that users will familiarize themselves with your document to see whatapplies
to them. Make sure your table of contents and headings are informative enough that
users can find everything they need.
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Cross-referencing definitions. Adding a cross-reference to a definition for the
convenience of the audience may create a problem if you don’t continue to repeatit
every time you use the word.

If you say " Then you can't later just say

|

a corporation as defined in Section 1 (when | a corporation (some users may think '
Section 1 clearly applies to your regulation | the 50-employee limit doesn’t apply
and defines a corporation as having, for here.)

~ example, at least 50 employees)

The “boomerang.” Rudolf Flesch (1979) named this particularly insidious cross-
reference. It’s a reference that refers to the section it’s found in. It sends users on afutile
hunt for another section of the same number, until they finally realize you arereferring
to the same section they were reading in the first place. If you mean “listed in
paragraph (h) of this section” say it that way. The Office of the Federal Register’s
Document Drafting Handbook tells you the proper way to refer to something in the same
section of a regulation.

The “all-inclusive” cross-reference. It’s no help to your audience to say something like
“As a permittee, you must comply with sections 542.6 and 543.10, and all other
applicable laws and regulations.” What exactly does the term “all other applicable laws
and regulations” cover? Do you expect your reader to become a legal scholar and go out
and research the answer to that question? This form of cross-reference reflects alazy
writer. And it’s not likely to achieve much.

The never-ending story cross reference. This is the cross-reference that refers the
reader to another section containing another cross-reference, which takes the reader to
yet another section containing another cross-reference, and so on forever and ever. If
you can’t follow the web of references, why do you think your audience will?

Final thoughts

Whether you use a cross-reference or repeat the material in the new location, you must
remember to update the information if something in the cross-referenced material
changes.

There is no hard and fast rule about when it’s reasonable to use a cross-reference. It
depends on the purpose of the cross reference and the bulk of the material referenced.
The bottom line is that you should minimize them to the extent possible.
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Sources
* Flesch, Rudolf, How to Write in Plain English, A Book for Lawyers and Consuniers, 1979, Harper and
Rowe, New York, pp. 82-93.
¢ Office of the Federal Register, Document Drafting Handbook, 1998, 1-15.
www.archives.gov/federal-register/write/hand book/ddh.pdf.
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7. Design your document for easy reading

We want our documents to help the audience get information, comply with
requirements, and apply for benefits with the minimum possible burden. Documents
that appear cluttered and dense create a negative reaction in the minds of our readers.
We've heard many times from readers that when they get a dense, uninviting document
from the government, they often put it in the “to be read later” pile, even though they
know they should read it right away.

Document design is an important part of developing an effective document. Documents
that are easy on the eye are far easier to understand than more traditional styles. You
can use design elements to highlight important points and to ensure your user reads the
most important parts of the document.

Even with regulations and the limits of publishing in the Code of Federal Regulations,
you can replace blocks of text with headings, tables, and lists to create more white
space. Short sentences and sections will also break up a regulation into visually
manageable chunks. You will help your audience by making the main points readily
apparent and grouping related items together. The easier it is for your audience to get
through the regulation, the more likely it is they will comply with itsrequirements.

Here are a few brief guidelines for good document design:

» Have five or six sections on each printed page (about two on each typewritten
page)

¢ Use lists and tables often, but don’t overuse them and don’t have lists within lists

e Use ragged right margins where possible, rather than fully justifying your text

Sources
¢ Schriver, Karen, Dynamics in Document Design: Creating Text for Readers, 1996, John Wileyand
Sons, Hoboken, NJ.
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IV. Write for the web

This section refers to the audience as users since that is a more common term in the web
community. To effectively communicate with your web users, you must use plain-
language techniques to write web content. This section will explain the differences
between print and web writing and how to create sites that work for yourusers.
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a. How do people use the web?

People use the internet to easily find, understand, and use information to complete a
task. Unlike print media, people do not read entire web pages. They scan instead.

Nielsen and Morkes, in a famous 1997 study, found that 79 percent of their test users
always scanned any new page they came across; only 16 percent read word-by-word.

Even with more people using the web, the percent of content that is read on a website
has not increased by much. Here are some facts to consider when writing web content:

¢ Ina 2008 study, based on analysis of 45,237 page views, Nielsen found that web
users only read about 18% of what's one page.

* As the number of words on a page goes up, the percentage read goes down.

* To get people to read half your words, you must limit your page to 110 wordsor
fewer.

What do web users look at?

Since we know web users scan web pages, we need to learn what they look at.

Users often scan pages in an F pattern focusing on the top left side of the page,
headings, and the first few words of a sentence or bulleted list. On average, users only
read the first two words on each line. Also, users can decide in as little as five seconds
whether your site is useful to them.
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Here is an image of one of the eye tracking pages. The red shows where the user looked
the most:

Sources
o www.useit.com/alertbox/perceni-texi-
s  www.customercarewords.com/what-it-is.hitml
s  Eyetracking Web Usability, New Riders Press, December 14, 2009
e  www.uie.com/articles/fi nd_test
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b. Write for your users

Think about how well your website allows customers to get something done.
¢ Customers come to your site to perform a task.
¢ They come because they expect to get self-service.

People come to your website with a specific task in mind. If your website doesn’t help
them complete that task, they’ll leave.

You need to identify the mission — the purpose — of your website, to help you clarify
the top task your website should help people accomplish.
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c. Identify your users and their top tasks

In order to write for your users, you need to know who they are! Here are some general
tips to help you identify your users:

¢ Listen to user questions — what do your visitors ask when they send you an
email or call your office?

¢ Talk to users and ask them what they want.

* Analyze your web metrics to figure out what people are looking for on your
website:

o What are your most-visited pages and where do people spend the most
time?

o What top search phrases do people use?
There are many techniques to help you learn about your users. For details and best

practices visit www.usability.gov.

Source
¢  www.customercarewords.com/how-it-works.html
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d. Write web content

After identifying your users and their top tasks, it is time to actually write web content.
If you think it would be easy to just duplicate information you’ve written for print
documents, you are wrong. While the information is helpful, it's not in the right format
for the web. Remember, people scan web pages and only read about 18 percent of

what’s on the page! This means you need to cut whatever you have in print form by 50
percent!

Good web content uses:
* The inverted pyramid style. Begin with the shortest and clearest statement you

can make about your topic. Put the most important information at the top and
the background at the bottom.

e Chunked content. Don'’t try to pack everything into long paragraphs. Split
topics up into logical sections separated by informative headings.

¢ Only necessary information: Use only the information your users need to
achieve their tops tasks. Omit unnecessary information.

Remember:
Your content is NOT clear unless your users can:

¢ Find what they need
* Understand what they find

¢ Use what they find to meet their needs

Source
» Nielsen, Jakob, Designing Web Usability: The Practice of Simplicity (and other works), 1999, New
Riders Publishing, Indianapolis.
»  McGovern, Gerry, Killer Web Content: Make the Sale, Deliver the Service, Build the Brand (and other
works), 2006, A&C Black.

¢ Redish, Janice, Writing Web Content that Works, 2007, Morgan Kaufmann Publishers, San
Francisco.
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e. Repurpose print material for the web

Don’t cut and paste the text of print documents to create web content. People are more
likely to leave your webpage, potentially costing you time and money, because they
will not take the time to find what they are looking for.

Print writing is different from web writing. Print is very linear and narrative driven. In
print, you can go into great detail about mundane things like eating breakfast. If you are
a great writer, that can be an interesting story. But, those interesting stories don't work
on the web. Instead they slow down web users who are trying to accomplish a task.

Jakob Nielsen (useit.com) explains that “Web users want actionable content; they don’t
want to fritter away their time on (otherwise enjoyable) stories that are tangential to
their current goals.”

Because the web is “action-oriented,” you need to repurpose your print document.

Pick out necessary information in your print document that will help your web users
and create a new web page.

Keep the most important and clear message at the top of the web page

Chunk your content into logical sections

Use headings to help users navigate the content

Highlight key facts in a bulleted list

» Explain complex instructions in a visually appealing If/Then table.

Source
»  www.useit.com/alertbox/print-vs-online-content.html
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f. Avoid PDF overload

Posting PDF versions (PDFs) of original documents on your site would seem to bean
obvious alternative to re-writing your content in web-format. Unfortunately, this would
work against your goal of retaining users. Posting too many PDF documents on your
website can work against you. The Nielsen group has done multiple studies on PDFs
and has consistently found that users hate them and try to avoid reading PDFs at all
costs.

PDF files:
* Are slow to open and can sometimes crash a computer if they are too large
e Are difficult for some screen users to read
¢ Can make a user lose the website if they open in the same window

If you need to post a PDF use a gateway page — a web page that includesinformation
about the PDF, including.

¢ What it's about
* How large the file is
¢ Who might find the information helpful

Remember to follow 508-compliance guidelines when using PDFs. See
www.section508.gov for more information on 508-compliance.

Source:

»  www.useit.com/alertbox/20030714.html
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g. Use plain-language techniques on the
web

We discussed plain-language techniques early in the guidelines. These techniques apply
to web writing as well. Please refer to the specific section in the table of contents.

When writing web content

USE:
* Logical Organization

Informative Headings

]

Active Voice

Use Pronouns

-

Common Words

L]

Use lists and tables

AVOID:
¢ Jargon and legalese

Hidden Verbs

Passive Voice

Long sentences or paragraphs

Abbreviations

* Unnecessary Words

Information the user doesn’t want
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h. Avoid meaningless formal language

Many government websites and letters contain meaningless formal language such as
flowery welcome messages and “we hope you get a lot out of our program” messages.
Using this type of language wastes space and your users’ time. It conveys the
impression that you are insincere. Don’t waste your users’ time. Instead, get directly to
the point. Remember, time is money on the web. Keep your important information at
the top of a web page. Don’t bury it under fluff messages.

Here is a brief list of meaningless filler phrases:
¢ Thinking outside the box
¢ Value added
¢ Best practice
e For all intents and purposes
¢ Touch base
* Integrating quality solutions
¢ Promoting an informed and inclusive multicultural society

¢ Strategically engaging schools, community organizations, and soon. ..

Source
+ Redish, Janice, Writing Web Content that Works, 2007, Morgan Kaufmann Publishers, San
Francisco.

« www.contentini.com/writing-better-tips/
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1. Write effective links

Links are about both content and navigation. Effective link names are key to satisfying

your customers. The Eyetracking Studies showed links written in plain-language were

the most effective. Plain-language links are written clearly so that the user understands
exactly where the link will take them.

* Link names should be the same as the page name linked to.

* Don't use the full name of a document or program as a link name.

Be as explicit as you can — too long is better than too short.

Make the link meaningful. Don’t use “click here” or “more.”

Don’t embed links in text. It just invites people to leave your text!

Add a short description when needed to clarify the link.

Remember, some of your users might be visually disabled. Do not use “Click Here” or
“Click the green button” links. Make sure your links are accessible to all users. You
want to use links that clearly explain the content of the page it links to. If your link says
“Annual Reports,” then destination page must be titled “Annual Reports.”

Sources
*  McGovern, Gerry, Killer Web Content: Make the Sale, Deliver the Service, Build the Brand (and other
works), 2006, A&C Black.
* Nielsen, Jakob, Designing Web Usability: The Practice of Simplicity (and other works), 1999, New
Riders Publishing, Indianapolis.

+  www.useit.com/falertbox/nanocontent.html
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V. Test

Testing your documents should be an integral part of your plain-language planning
and writing process, not something you do after the fact to see if your document (or
your website) is a success. It’s especially important if you're writing to hundreds,
thousands, or even millions of people.

The information gained in testing can save time in answering questions about your
document later, Although we refer to “documents” in this section, use these same
techniques to test individual web pages or complete websites. In fact, we recommend
testing websites, documents, brochures, applications, mobile websites, videos, social
media, and public affairs messages.

When should I start testing?

Start as soon as you have enough material to test. Don’t wait until your website has
been coded or your document is complete. You can test your new material usinga
Word or PowerPoint document; you can test a large website or document in sections.
You can also test existing websites and documents.

Test as early as you can in the project, whether you're creating something new or
making revisions. Test, make corrections based on feedback, and test again. Plan to test
at least twice. This process of testing, revising, and re-testing is called “iteration.”
Iteration is part of what makes usability testing so effective.

What types of testing are available?

You can use several techniques to help you improve your document so that the final
version will be successful:

e Paraphrase Testing: individual interviews, best for short documents,
short web pages, and to test the questions on a survey

¢ Usability Testing: individual interviews, best for longer documents
and web sites where finding the right information is important; also
best for forms — see www.usability.gov

e Controlled Comparative Studies: large scale studies where youdon't
meet the people but you collect statistics on responses; use paraphrase

testing and usability testing on a smaller scale first
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Focus groups are discussions in which you learn about users' attitudes and
expectations more than about whether they can find and understand
information. Therefore, they are more relevant to understanding your audience
before you write than to testing. For more on focus groups, see

www.usability.gov/methods/analyze current/learn/focus.html.

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011 101



a. Paraphrase Testing

One-on-one paraphrase testing sessions with users work best for short documents,
short web pages, and when testing the questions on a survey.

Paraphrase testing will tell you what a reader thinks a document means and will help
you know if the reader is interpreting your message as you intended. (See VBA testing
success)

Try to conduct 6 to 9 interviews on each document.

Ask the participant to read to a specific stopping point, known as a cue. Each time the
participant reaches a cue, ask the participant to tell you in his or her own words what
that section means. Take notes, writing down the participant's explanation in the
participant's words. Do not correct the participant. When you review your noteslater,
wherever participants misunderstood the message, the document has a problem that
you should fix.

Ask additional, open-ended questions.
¢ What would you do if you got this document?
* What do you think the writer was trying to do with this document?
» Thinking of other people you know who might get this document:
o What about the document might work well for them?
o What about the document might cause them problems?

This last question is important because sometimes people are more comfortable telling
you what they think others might find confusing, rather than admitting that they don’t
understand something themselves.

Don’t ask yes/no questions.
You won’t get much usable information from that type of question.

With only 6 to 9 participants, paraphrase testing will not take a lot of time, and the time
invested is worth it. Taking the time to test your document and change it based onwhat
you learn may save you hundreds of hours later answering questions from your users
or producing a second document clarifying the first one.
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For longer documents where finding information is also important do usability testing.
Usability testing is the best technique for booklets, regulations, and web sites. With
usability testing, you test the document as a whole, not just individual paragraphs.
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b. Usability Testing

One-on-one usability testing sessions with users work best when the
participant actually uses the document to find and understand information.

Usability testing is the best technique for documents where people have to find
the information before understanding it. (See National Cancer Institute testing

SUCCess)

When should I test?

You can conduct usability testing at any time that you have a draft. After you
make changes based on the first round of usability testing, you can conducta
second round to see if your changes solved the problems you found without
introducing new problems.

Who should I test?

You need to find three people to test your website or document.

Identify who your intended readers are. For example, individuals searching for medical
information; taxpayers and tax professionals looking for forms; travelers wanting a
passport.

Develop simple criteria and find three people who match them. For example, for
travelers, the criteria might be: Adult U.S. citizens who haven’t applied for or renewed
a passport lately. The criteria don’t need to be complicated.

Using your network of colleagues, friends, and family, find three people who, moreor
less, meet the criteria and will give you an hour of their time. Don't use members of
your own team, but employees from a different team down the hall may be fine.

You're not required to get any special permission to do a usability test with only three
people. Set aside a morning to conduct your test, and give each of the volunteers an
appointment, one hour apart from each other.

What happens in a typical session?
A typical usability test session lasts about one hour with these parts:
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* Introduction. You make the participant comfortable, explain what will
happen, and ask a few questions about the person to understand their
relevant experience.

* Scenarios. You give the participant very short stories suggesting they
have a need for specific information and then you watch and listen as they
find that information and tell you what they understand from what they
found.

An example of a scenario for the FAA web site might be:
You have a private pilot's license and you just moved to a new city. Find out

if you need to tell FAA about your new address. If you do, find out how todo
that.

You can also ask participants for their own scenarios. What would they
come to the document you are testing to find out? Then watch and listen
as they look for and try to understand the information.

Typically, you ask people to "think aloud" as they work so you hear their
words for what they are looking for and you hear how they understand
what they find.

¢ Debriefing. At the end, you can ask neutral questions about the
experience and follow up about any specific words or phrases.

What variations are there?
Variations on the one-on-one usability test:

* Two people working together (co-discovery). Their discussion is an easy
form of think aloud.

e Several people working independently at the same time followed by a
group discussion. This speeds up the time you spend in usability test
sessions, but it only works if you have several usability test note-takers so
you have someone watching and listening to each participant before you
bring all the participants together for the discussion.

¢ Comparative usability tests. You can include different versions of your
document. Because you have a small number of people, it is best to have
each person work with both versions. You have to alternate which version
people start with.

¢ Remote moderated usability testing. With web-based tools, you do not
have to be in the same place as the participant. These tools allow you to
draw participants from a wide geographic range without travel costs.
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¢ Remote unmoderated usability testing. You can have large numbers of
people participate through remote testing tools. (For federal agencies, this
may require clearance through OMB.)

Where can I learn more?
Almost anyone can conduct a simple usability test and fix problems that you see the
volunteers encounter. Use these resources to help learn how.

Books
Barnum, Carol. Usability Testing Essentials: Ready, Set... Test!, Morgan-
Kaufmann/Elsevier, 2011.

Chisnell, Dana, and Rubin, Jeff. The Handbook of Usability Testing, 2™ edition
(hitp://www.wiley.com/WileyCDA/WileyTitle/productCd-0470185481,descCd-
DOWNLOAD.html)

Krug, Steve. Rocket Surgery Made Easy (http:/lwww.sensible.com/rocketsurgery/index.himl)

Courses

Web Manager University (WMU) offers webinars, seminars, and one- and two-day
courses in usability topics.

“Conducting Usability Testing in the Wild” presented by Dana Chisnell (free archived
WMU webinar)

Conferences

Usability Professionals’ Association Annual Conference

Nielsen Norman Group conferences
User Interface Engineering holds an annual conference and training events

Additional resources:

Webcontent.gov
Usability.gov
Usability Professionals Association has local chapters which offer training and

networking events
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c. Controlled Comparative Studies

Collect quantitative data on how well the general public uses your final document.

Controlled comparative studies can be done in several different ways, but they all have
similar characteristics. Before you do a controlled study, you should know what results
you will consider a success. For instance:

* Do you want more calls regarding a certain program?

¢ Do you want fewer calls asking for clarification?

¢ Do you want more people to return an application or a payment?
* Do you want fewer errors on forms people fill out?

Having answers to these questions will help you determine whether your documentis
successful. Controlled comparative studies are often called A/B testing. You have two
(or more versions) of your page - A, B, etc.

Websites and web pages.

Set your web server to send each on a specific schedule (every other call o the page, or
one today and the other tomorrow, or one for a certain longer period and the other for
the next equal period). Just be sure you can track whatever measure you want by which
version the web site visitor saw.

Paper documents.

Send a small test group of people the new version of your document. Let's say you're
sending the new version to 700 people. You should also send 700 people, your control
group, the old document. Track the responses to all 1400 documents and compare the
results. Note that it is much easier to test results when people return a written response
than when you try to track the number of phone calls you receive. (If you have a
statistician or actuarial staff, they can tell you how many people you should use to
make your study scientifically valid. If your agency doesn’t have an expert on staff to
help you, statistics books will give you a formula to determine a good sample size for
your study.)
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There are numerous other ways of collecting quantitative data. For instance, you can
record what percentage of your “before” letters generates correct responses compared
to your “after letters,” or what percentage of each letter results in your customer calling
you asking for an explanation.

Before you do a controlled comparative study, you should do paraphrase testing or
usability testing and change you document based on what you learn in these smaller
scale studies. Controlled comparative studies (especially for paper documents) are best
near the end of the process. This is because controlled testing will tell you if thenew
document is a success, but it won't tell you why it is or isn’t a success.
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d. Testing Successes

We offer two examples of federal agency success with testing. If you have other
examples, please let us know.
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1. Paraphrase Testing from the Veterans
Benefits Administration

The information was so general that it would have generated calls:

Veterans Benefits Administration tested a letter in which users appeared tounderstand
every word. However, when asked what they would do if they got this letter, most
people said they would call VBA’s toll-free number.

The letter was about a replacement check sent because the original check was out of
date. The letter said, “You will receive the new check shortly.” Readers indicated that
they would call if they didn’t receive the check at the same time as the letter. Changing
the sentence to show an approximate date they would receive the check eliminated
countless phone calls.

A “term of art” that VBA thought veterans understand would have caused readersto
take the wrong action:

When testing a multi-use letter, some readers were confused by the term “service-
connected disability.” To VBA it means that a veteran has a disability that can be traced
back to time in military service.” Protocol tests showed that one veteran thought it
meant a disability that happened at work. Another thought it meant you had tobe
injured while in the military, but not necessarily while on duty. Another thought you
had to have gotten the disability during combat for it to be considered service-
connected.

When each reader was asked a general question about understanding the letter, they all
said that it was clear. Yet several would have done something other than what VBA
wanted because they had a different definition of “service-connected.” To solve this
problem, VBA explained the phrase so that everyone was working from the same
definition.

Adding a word to make something more legally sufficient would have causedreaders
to give incorrect information:

A team working on a form wanted to use the question, “When were you last (gainfully)
employed?” They felt that the term “gainfully employed” would gather more legally
sufficient and accurate information than just the word “employed.”

Testing showed that readers used at least three different definitions of “gainful”
employment:

¢ Any job
¢ A job that provides benefits or where you can put money away
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e A job that keeps you above poverty level

In fact, research showed that different government agencies may have different
definitions of “gainful.” But, more importantly, because each reader had a different
definition of the word, the agency would have gotten less accurate information if the
word had been in the document.

Remember, the goal of paraphrase testing is to ensure that your audience understands
your document, and therefore, won’t have to call you for an explanation. Although this
technique is very valuable, it probably isn’t worth the time to test documents that go to
only one or a very few people.
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2. Usability Testing from the National
Cancer Institute

The information was good, but the title confused people.

A team at the National Cancer Institute tested a brochure on skin cancer prevention.
They wanted to make sure that the information, title, and design images worked
together well. One of the important messages was that even people with dark skincan
get skin cancer. People understood the information in the brochure, but said that the
title, “People of Color Get Skin Cancer, Too,” made them think it was only for African-
Americans.

The team changed the title to “Anyone Can Get Skin Cancer” (along with some other
changes from the usability test recommendations) and tested it again. This time, when
people were asked who the information in the brochure was for, they correctly
identified many different people. More importantly, they all said that the information
was “for them,” too.

The team included both plain language experts and medical subject matter experts. This
case study illustrates three points:

» Plain language experts test their work.
e Even a small change can make a big difference in the success of the project.

Retesting after you make a change is important. The second test may validate your
decisions; it may also suggest additional changes.

Federal Plain Language Guidelines, March 2011,
Rev. 1, May 2011 112






Aoaau boysoday 1H/DD - 1 puaddy

i IR LU RS ISALD
a:«.un_.a u&sua Eu_!.Eae:.iE_-xﬂu_eaﬂacﬁ 8 PUR SN \B0E Fumdoned
Lo ud pm. p a_E.s _;Eau.%nes._se% u) Lo
s_fn.-..o_ﬁ_oesasu =) Aqpeoe) N o oo
L N AOUE BIE 0 SORLITELAD QU] MO 1LIE R P ) d e GunsemEw pUE HNRG
P00 10 Buipoy Uy Jatge Buy J0) sapouT 310 oy Bumumsy o upde q Astp Aqueaym
oyd 1) Bunpundl 10} sonky o " £ d
?-E_Equcoaquias HENEADU 10} {00} MJOSN £ 51 4009 ._# [ 1 adond DU
!:9:!:.:8.35;53..85»852 : 8 W Epuaded Bl
A sopinl 1y dssad pUe S3U04S LI BIBYS PUR SYEU G49) ClyBnous
2-3_8_ Eau.i..!z... 3 araz oy 3 ] 353#3:5:%3 LT
28._:... Bl } o) Ly Ly
0 it & sl Ee-o.ooﬁ..mdo!ﬁ._?u
z.&m a_».e.ﬂ 58.335 .oin?u%uagitnﬁsﬂnaﬂsi& _.._.So..uosa
SuRdoned PR SXORIIE) GU) g £ oS W ; R

URADD BH) ‘SUp0} Boude)

ey
VO SUoarsIaANa] DUREKER 1ot SaOAERS [uosnpu] "Apunbg i

1pd patsauddo

SuyoiBobeps e Jreapfo woagyy sdiy

A1cys. [ b p i 35..5:&;2-2.353v2 a0
gzbo?.um P n.s prevoq Auxaane p anesy
Euasi»niﬂ aEuu-nEu_i__!.!!:sa 4581 UQ UHNPAI MaU BALUEI SN

BATHM, ULIOU S § yur 1 51 5J9)US0 LGN DU S5{1 ) 5o [

!s_..a.._- FsopUn d 8 )0 LR LD AU} LYW "BA0INT LRISIA PUT n_u.mus.::es

uk road U 3I0M § 85304 “PpoM 01 InouSno oydoad siesaim pus paysuasoduy
d y 2R O @e) iR jo ABoppowiaau L 0281 vysedug

ddy eujo AGoBepey ‘961 esanbnpiog vipeysngnd 154

GRSIEP) OPRUOQ BN O

uoep ApsIaauuy tC -PRssaisdO oo ABolepay

oMYMEeTE
Apoos spedu eoes noge b 10U MO ‘SBAy oynun oydoed Law paddes pang

10) FADT PUR “Sanby sropend od ._-ueao.-a.ga:-neu.-é-g_g!
; 400 Ay Suriizo OO S S 3k Iﬁas " Srangy
DU ISU0Y Y frupunasl, ueppy -u-._snﬂ E:au.a!ig!:
Ap *sonss sophre 56 FEIBAND USROG U0 Ladaa
5 B PIRISG JOITS ‘00 TR O Ly d
pe -.. ! xle iy oons b
._Es..i : 1 pus U sind eoey u_-d____.oEE._u M_Enaisaﬂ.-e::
RS 0 AIRAdEU0D RIPUE IR L ROUL PISIRIS!
Svnn_s_.ancoﬁu_no&a!.: uosi!iu!t%!ségiaum !.Bun.nz.nuﬁ:-

allad

3 jo sBuRoayp
-SORY ) LOt P .L d tzopy Ay dpus & ‘Ko ._!2.:-3

ong Bu AIviaQ

sy uo senbomg yowd
Ouepow pur Buipumisiapun ©UaS jo Aradsuc?) oyl puv yeL ©EY

1 Jo} 5104 y s !._2 A fpur
A\ oufLa0) Buue ! st 10) Aeagnads uanu Jesan Aonod HGRAAA BU)
0 pe Wb s 20) «d 11 'suORNIOS O} uw PUB ‘SfaRIoUNNA BUE
o q g e W .u...EE aroed B soy b
Buuayo KK : 1L e ajed
g.o_-oos:s.:gs.; 9 83_..-_..3 cﬁisoﬁoa_gssozﬂ&z&
1ESHAIORK) ¥ SLLO) PUT "SIQRIBUINA U} 40} BULRED 405 GMNTNIS ST B SwFsaid “ased Butsinu pue
“Burkaw S A 20) RTIGRISUIRA LR 0 UORESLL IPOY U "SUoK d put *sons
‘sdnos A O d i Aamaesau ixa SRBA o) 401 By

uotiapUY 'Y BIEGIRR eusoyd op ey

[ L= R o]
PUEeoRoRs| Aosy | Bl saameds.d SEesuna syl Buue)

spdouds

Hoyiny

221n0%ay Jo adAy

1) 23N05AY




Aowas) Lowsoday YH/30 - [ opuaddy

"SER00NT ORI ADIEURIN 'PUE  LOGOE DY UOHBULIJE

sag wm o} dh "pay A raf.as:su-!s_.an !-:c»
JBTH LUIOU} UIBD) e Ls.ew ypm sieol

S| PUE 'QUD/AIBAR JO STUIN By) S9N ‘UOMIANP DA SEOURIBP SAIRISLRIL 1EY) U0 5 _-__qu.!uu_.aiu
SN e uor ol L LB BE&E fEuor
Eu.a%-a.uouai:ni!ﬁi m W O L el _Eu 5P Jo suUot
Aayaang ay; ybnaag nod spms oy paat mpuog Lad:

L L] Rt En_asﬁun.:ﬁns%:._cﬂ:!!ﬁ-é
pue sy L 10 ot o kay)
‘Tequaiod gl jo -E.__E_u. _unu._.an _ oS Bactus e s

ROLL "BARY A Aay : Suiﬁ!..ﬁ:;i&-n!ﬁ.&s-_.ﬁséuuuo&e
PUE PIN{EA PIPOEY Gha ] "§SIIING 40} y
DU L) ) £34 JAMSUB O _.._.._. qeTIE£0 0K PUR NOA 0} JAHEL UOISTIPUY PU AIFSIA0 PIRous AUAY

URUNIPAN) RIPUOT

AOOQPURH UOSNOU) PUR AYSIaAK] oyl

EEEUBEDZFE:O.:!U AgrDopy el By AQ LOME.0) B LB 'UCTadwcs

o) jO pRE o8 PuR puapiug sgduel B Ul Nt gya jey) ASEOOBUL IO pUTY
B} PAMIIT O MDY ADE DIRAN Ba oud Sacuyne 8y LoYa eburyd pasnad) B sannba
SRPOUSIEIS UK pUB ‘saakoph .z... FEnE) AU} § Ojut e O ng
.538_22.8332,_53«:8: “QUNHND SAIENY 355322.2.6&&.5538

audnio) ad puapwu) Lok l..._. SR pus Ly

Lol i 0) SR W o.a.-s | £ 1 ‘S 128:_3._.%_:53:532-8
L PuB ‘S0 gy a_._.a o G e
® “p oLy d ) 00 513 328.5.5:9:.5_&5

ﬂ.-.:!::ﬂﬁ!.lbﬂ%g! -u—ﬁ_.ﬂ_unﬂ!-:ﬂ:a_s oot s Aus e s Agpoju)

UsAouo() bosEyy UTIdE) Hew

LQskeguor v Apssoaun Bug R PUBPAAC) O NEIU 84 L

Pasdpe
Ay f ¢ i Y P { iy LJ!.:
. ys Ay puE oL Enﬁqﬁuﬁt 1
.!.Sﬂ..in!a_z!ncsv:- Y pUR 29
[ ; o.-._u !gsﬂogg#ﬁégnﬁsg
w.i...oaﬂ..ﬂu-ogoﬁiﬂ:ﬂsgﬁﬁnsisnﬁxoolxgngssgs
!._.Eﬂaou_-u&sﬂ.-=5> alunsasypue E!.ugﬂciga_ﬂazﬁaug_
7 .:.i.!a:uux.._...!la 1 2]
ggg Bupmeds 'ssonod pue suesBaig sojb u:i&!as_;
Bunesnuauos . Bupniow o ncd jo sease Ausiu u gﬂncun-ﬂ:uasahuﬂlinixcﬁ g

wynes) "y ekor AT S Auvd

OGP 15) ' SNRIG SATDOH3 i) SADIS [RQURSST UKEOH Fming Buusiseyy

Bursn ‘dryssep nENSN 3 SN 0
!gasao_o‘vﬁg.»aan!!_ns _.!.Svcn R ‘sdi baut}oa) 5100}
YA HOOK 040U & 511) “SUrab . U JyBnE) KU USUG IR |BL) SRDURNSALKD
gi.iiﬁigiasgggs ] Sipnx.o;:i!u.n&
puw i 0] pauBac) SAret nok Sen Ul PUE Gy L e LR LY TR
oA ungu Apgonpaad pue sad mod saaxk .Sau.ii.isau:u..ﬂmo_aua-:
qndyouoge iy ) e SETW JRPUOH Iy .a...nm.: ‘aERIS() JO
810 B 81y} SazABUE T wnpe a. douud dod 'seqmb Eﬁ!_acawce.u_ ANQLISIG BUY U Apnbau) T ABORSRI ‘SN0 HORENS 81305 B YUEIH
paune a0 pu o camz au) way uwep sab HEAR UNESY JO SIUTLILISER
BOS B! Eoucu:e:«mﬁ !ﬂnnlnmntﬁ....! wRigey gnd Xo Epow e s2 uogoward yesy
A 1 sonb ba&!ﬂ&!nﬁﬂaea.!ﬁ_ﬂiﬁ

S| pue So_ouaﬁ!:_oﬂe_&ﬁ.u!:a. “Buneq em 4o £p

US0 SEN[EA |3YIELL MOY EMOUS "Sarmbaus upe: :Eﬂﬂa!znuuh.wﬁ il no-au:ongu&

PEQIGE £53A0D SNENT FR0S PUR UHEOH, W) B 7o 10} 6o san0dsl
e S 1Nl uR 8 0f pasn <54 ER0IEA JU SUOILEIAN 2470 Buf

7009 UL SRR (B0 P LIS X D8 i

we saqpEnt yjo by beurm jo 13adse emoned o

pixa spxyE yIE] K pe pur ‘Bumuriiso ‘sanyod _uo.ﬁ_o “yyeay Mgnd ABojonuapata *ABoionos|
piay jo S6um) pe tug B juasardal Sl SXINAUIKES pedxs 10 (surd B AQ USHLM SIPT8 jO LS aHas)|
PAR USRI B JRH0 O el Juada) 1o A pog Buvnesl Sy Ut SMmErD SNSNE RT0S PUB UIESH.




Aouanuy Aroysoday 1H/30 - § mpuaddy

PR R c_ RIg 10 -o_.c._c_!us& Ec.vnz Aplue| ou)— ULy BB YINSY S0
SWqoPp PoIREY AU LY PRy LUBARY 1) Sado) JUTHONLY AR ME) SU O SUO U0 SV 100q 4L

R0 N0 88ranau—Eupua puoe—bu 1oy sz pant ang Bupg FIaQ UCQUUA0) [RXDS § SIPUID) SITH N ARpLAAT U SUOT ORI

B.an!auanaesss..o:m.oii Booaoud jubnowy | sl diod
o ue S1U8 [exBojou s SABEE0NL )0 SPUn SNOURA 0L 1B $4001 AgnpuBisin yooq
AL BorSsRI00EOINLI KNS SU) U0 ODIFLS DU S1-J0- IS RSO PLO RIS PUT J3PURD) '300Y

(B ABPAIGAT LU SUOH F RIB0E0ONY 'BNS DU PRI SO

) S0} SUORMOS JERdOL LIVA UOTEURLLIISE (X 8_3.2___ ESE_-._BEES.EE(

Esw!t%.ss T purny snp Buny xicn Eoupno. HOURUD PAED (11 DI Y UOMPET I5] UFHAVAH W SIG SNOQSUCIUN (Siuaned Bunes

a'l 18y 1 k mou ' Al

_uB:n :b;.a_e._ﬁr?isﬁ&e.?ais .:u.ii?ﬁﬂ.uab:!au:!a

B U1 QD YL K0] SUSIW 1) 1ByM u0idxe 0) pug {EIP9 SHPPY I S8
By J0 OSURS BY JuasaLpp ABun (he 53 Uon SHEID SR SIUBREd BL9eg V)

pUB S0 i ol U and uBnaan aons nijrtoos B d
OIS F1YBL 19RSNAN B d ST PO ‘PUCH B 0 SPAAUTEUM () puB LBy
1jo U gy "L [0 pue o ._.-‘!._

friuRW 'vont

MoH L asri Eoos & gnoud ¥ .:.E-cﬁgg!a:_w-
ﬁgisgz_ggﬂz‘g:esgo&.:- a—anh—o.eﬂ...eet::u- L]
N PUR SN GS UNT Y & Sqnd ay st Al pr P

FRIU |IYM L0 SUOLEP puBipEey S0 [B1O0% JO E135Y ]

%00q peiRSeiu En .utguso!- s ‘ynesy Yoy gnd urspadea G
Loy RO LA, LAY S iﬂr:ess.ﬁia.ous_oiaesse.ssssae
pesEq-02UaPING‘B1ED-0}-dn 'BAy AUURSH QN PUR RIS e P sML

RS Mot s g Aurg

Lo PUZ YWEIH G PacaTni|iencs

"SR LAD (N0 PUBILIDPUN

54 UOREVAUI LR 3| §00q 54} CILA BULID, IR AR JaNE) O Sidood P

mope o) &0 d : 5.!& PAIIG JO W Gy ES:EB&.!._

sii.siaﬁs&isé!t _sﬂ_.usna.i .s ..%a..E!.E_E- Srdoad pool,
59011 94| 159 uoget E_...E_os dspumq SUoLKEISWI BL) UM S34 Jeym o asdum B

N saafi g pue Hau inoge | quaps Aem aug pozs Il

Mgypm pad; SPTEMQUIpEN ‘podt i..c_ T d uug.ﬁu
doad BRn{ng 'SRXHEIP PUR S331) JNG od

ua:.os.; ugggo_guoggﬁ-o.gsagg seseiusppA SISROY

TEUL PURL G4 10 Uoruod TRU 2imides o) JoudEau B 8 .o%uc__m “AHRUOIEU 30 “SrUmS AppausD

PRMLGRN) AUOHLTY HEuTE LITTiRY

002 Poco) JO 5a58rg LIPPH Todspuerg

“AgienTat ' S5 (21008 ‘Lolay s s sepusl ‘sl t
B WG AL (R S B a dx o Auoyy pus deusg ,Bu.usnr._
L A 5001 ST BPUN UED NOA UN0dMeM BIBLA0 POOMSF] 'Y RINE) HOM I SS9IDNG BAIEY 0} SRS
BupueTIRpun Ag E._..e__z.szEgs Bupqauo A L Busmsqurs am Aussaag) puckag Busory ~ang Isapno By
Ty puY NOA “ynsare TV, I A syl ‘yboeny
"POOUINDE 0N 190 107 uodd .E..suﬁi_..ﬁs_.ﬁr gk;ﬁ-sg
LT 1204 1 pus $800)8 MR 0 950 MULUBNaAY g

Bjo MDA s_.euuﬁ NG B 5000 ISIPRIT YL ‘ellis N URLUAN




Aojuasu) Aousoday TH/) - [ opuaddy

_luzvoc.asso:_:!:&ui: 859y PaIAYO $) jo1f) ABOY Sy} oIS O} padiay 1ey) SO JAPUTXITY LT NN PTY woog ABoropouneny ¥ uor 1] SERUISRE JO YOOGPURH ¥
B P Brs1n W LIOL g d o) pUeRepun sy o) pRSSTOSIN
qi?m:bﬁm%&:.ﬂ-ﬂni is&._ 108 )0 aOuEI 9P B ArEUonDpY | dde uor ] "0}
“pdums ey woog ] BOM SR UOLE Iau-ia
seLpns s ooy duogqeuwoy A ofEuS o
Ge.0) uiies Beuryy ‘anyep, Bu_uawomes Juswaheueyy
Bunre p UG PR 53001 50U 5:6335:5&1.&2-55&&
LI EUGNEULO/SUIL “YSR] ‘ITEA .ss_sw 104y 0 suRdS oyl sayalo) Bubuy
101 nd sapy ...:E!FBE.BEEEEEE%E_
I.u.»....x pue e ye mdosp 0 ABoyop oy}~ oTRUNEQ
£ tatdk | L thts chu o L .. di h q
.Fz-!!. ypeasdd B P 1burs jo suogms y LT
BUL SBANBIIGNUOR ) deaae pus g1osqe o) 80 koduwa L0 OO PAJTU AP
USYO BLH PUE LY 1o 5yoedse [ruonRl sy q 1 U0 SrEychila ue
e w1 8 o “ABotopoupa W Lol | $30UrSTE) aAY " L SO LTY

“$NJo e Jo) .f.!._i Bun Aaqad woog ey jolsaig eusun s iy Buspin puy oy dn Burress
Ppuw-394 s0) Bunocs oBed Asoae wm wm s Yy ogs Aypom-aBun Yo Jolg
=19 Bunn) “a3xiaa dn Bungeas Ul ueid 99 soU POPUAEN PUB ASLAPLIOM. JoY PRLINS ATENTEID 1oL Iubisuy
A LIBYE, SUO ‘SO0Z U} ‘UL ‘BUISSIU SEM OUS JEUM
%hgiaﬁsgﬂusiﬂﬁu.:aﬁ-e 01 SLIOP 159G 484 PUNO) BYS "YIEa]
B Sy o) DR S10L s Ak seAn s fump .._..aani LT -.:!i-( g
salitu T .L d6 1 pau !“ T rk
ol pue ruowsad N SUCK: od: Buwdggeq !uuhaé b...n!tou

g wnye) e Audseg woog ITLINOQY SUORTRIBAUOT
) 5Bty N0 Gmdy TIPpTAI 0 TP \p 4O SP dy .G-Eﬁ ey AU pU WopsIM a0 10 pury ouaiayed U Iaebo | Bunis spol $IeN Sy ary A
13 pasnsn “Hooq e =W o J q 0] D01 00) 18] PIUEM.BAB BAN
AR SRARE P R ey e Woge .:ER-!!_.!ER wr-aq Ao
Ao o wey b souspisa Buass LY
e ogIpUT S iE-I 9 )1wa DU UGS 0ok SonYRa IR Pyt O] URIPID Aoty Bursodra

10 PELE QIE JO103 0 siusared ofym SR, saued Busag pue spuom Bucum ou Butsn jo presye
QB SOILAA (SEIURIIYIN [RORI INO INOAE YL O] .tu:!n:.:o:nnn!.lﬁgn 17 ] ::u!—ogn
41 U0 ALUOUINE DOUMOURI B “Wnie L [WUEQ Auerog Y ” 0 puT
S0 SUL (1R IO JBUM PUY LY SSIOSIPUBAY _S.aa__uceqsﬂ__! .ﬁlu:iu&u&.&!.
ﬁ;n:%&& Proys am AB: Burdoa e40 'y o Bat-jet Ayl
1 2oy uo Bucd sieum 40 BleI0d K0 D 'S sso_:.a_ !ai.usa.ﬁs_u!!ﬁ
uﬂ:ﬂ.en_._!...ﬁbﬁ_!:u-!.._.qu_ ch 0 a0l LUy 'suoibiag
BUOS U} 'PUE “DYDRJ URTSY 'OLTIT] ‘QIYM BU)-53 5&9?&. :;ﬁi!u.ﬂ.s._ 3 98N02 40
"EUSIRED B 1 91 e00) palERS LENOA ¥OBIQ 925 W NOA PUE I0OYR'S YA pYRIL ARBnEs AU o EEAM

“Raoos ang Buiy, pes3g yoof PROW) SIMURUAQ UogmIsajUTH Apmuiluey B suosssaubleary
s Awpoy vy suorssbleonay Sursodda pu Bure) 10) aouepmd Bun .az_ba_-z.e!aé;
& d hueso) : \Aewbepyp r E:.E.: d-ybnou
n. S 8 4. T & 0wy & dal ,n 6 & L-:_l i | . g
—-osbntv ST L jO LoH L. dnasdlasan) |e p P LOGELEUNEISID
23Np3I O} £ ._._.S_u-__z D0t [EL 11 0O| ¥ ‘apdoad [eRemw e pus ‘suogendod Brpuy
Uy ey uoLny oueds i oune] uaury ueaupy Bupnpu suonendod syneds
o} resaubbenourono ey Rt sdnod poesippus ‘[eRos ‘snoibeas |20
sosn o o) sp 60 e idep-u) saueo)
L 1 E-ou.:i.... L] e&-_.!c Ll
53:!333222395255 dnost jo yom A pusLpTesas
T 1 T v ,.8._.._# L ;
1oy puok 53 aubfenrs onsTRMEE ML !-Bi...-aive!os
paspuad U ) LA S0P ALBNGIOL) i “SRERIG BRONS FSRULI0 SUONES e
SR dnasd Ayeraos

Ry Ky S Inyadoy ypm MULSID PUR “eipiiasd ‘§ 01 LaA0S Buogixe BLUNIOA WRWPUR] v







FLPPS

FINGER LAKES PERFORMING
PROVIDER SYSTEM

Cultural Competence and
Health Literacy Strategy

Process Plan

“Promoting Patient Choice and Patient Choice, While
Ensuring High Value, Equitable Care.”

Appendix K = CC/HL Process Plan December 2015



O FLPPS

MILESTONE 1: FINALIZE CULTURAL COMPETENCY/ HEALTH LITERACY STRATEGY

PROCESS PLAN

Individual values, beliefs, and behaviors about health and well-being are shaped by various
factors such as race, ethnicity, nationality, language, gender, socioeconomic status, physical
and mental ability, sexual orientation, and occupation. Cultural Competence/Health Literacyin
health care includes the ability of staff and their organizations to understand and integrate
these factors into the service delivery and infrastructure of the health care system. The goalof
culturally competent/health literate health care services is to provide the highest quality ofcare
to every patient, regardless of race, ethnicity, cultural background, English proficiency or
literacy. Some common strategies for improving the patient-partner interaction and
institutionalizing changes in the health care system, as described in the FLPSS CC/HL Strategic
Plan include:

1. Standardizing data collection regarding cultural attributes

Provide interpreter and translation services

Recruit and retain staff that either come from or have experience working with
priority populations

Provide training to increase cultural awareness, knowledge, and skills

Partner with community-based organizations

Incorporate culture-specific attitudes and values into health practices and plans
Include family and community members in health care decision making

Provide linguistic competency that extends beyond the clinical encounter tothe
appointment desk, advice lines, medical billing, and other written materials

9. Evaluation of data and outcomes and continuous quality improvement processes

D

O
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¢ FLPPS

Cultural Competence and Health Literacy workgroup will develop a process for policy, procedure and
desired CC and HL standards. These will be operationalized at the FLPPS Central and Partner level.

Organizational Infrastructure Tasks:

1
2.
3.

Invest in long-range fiscal planning to promote and infuse cultural competence.
Create an environment that reflects the populations served.
Develop outreach strategies to better engage and sustain community relationships and social networks.

Organizational Tasks:

4, Commit to cultural competence and health literacy (CC and HL); cultural competence and healthliteracy
must be at the executive leadership of the organization.

S. Review and update vision, mission, and value statements to incorporate the principles and concepts of
cultural competence.

6. Address CCHL in the strategic planning processes.

Governance Tasks:

7. Assign a Senior Staff at the Leadership Level of the organization to oversee the organizational
development of culturally respansive practices, demonstrated behaviors in personnel, and services.

8. Develop culturally competent and health literate governing and advisory boards and committees/work
groups.

9. Create a cultural competence and health literacy committee comprised of culturally-diverse

representatives of the community and arganization.

Planning Tasks:

10,

11.

12,
13.

Utilize and/or contract with cultural competence and health literacy subject matter experts/consultantsto
advise, define, and assist in the planning, implementation and evaluation processes.

Engage customers/patients/clients, staff, and the community in the planning, developmentand
implementation of culturally responsive and appropriate and health literate “services”.

Develop a cultural competence strategic plan with timeframes for implementation, modification.

Review and develop policies and procedures to ensure that cultural competence and health literateis
embedded and woven throughout all organizational activities.

Evaluation and Monitoring Tasks:

14.
15.
16.

Create demographic profiles of the community, clientele/patients/customers, staff, and board.
Conduct and organizational self-assessment of cultural competence and health literacy.

Establish and use continuous quality improvement (CQl} methods to monitor, analyze, evaluate, and
adjust the activities, practices, approaches, and policies related to the outcomes the data presented.

Workforce and Staff Development Tasks:

17.
18.
19.
20,

Develop staff recruitment, retention, and promotion strategies that reflect the population(s) served.
Create training plans and curricula that address cultural competence and health literacy.

Evaluate staff performance on culturally congruent and complementary attitudes, knowledge and skills.
Give culturally congruent and health literate supervision.
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¢ FLPPS

A process will be developed to allow for the weaving of CC and HL elements into all project strategies that

will be embedded into the organizational infrastructure of FLPPS and support DSRIP outcomes.

Organizational Tasks:

1.
2.

4,
5.

Develop CC and HL guiding principles and identify questions that every project must meet.

Explore the interdependencies within the organization and the interplay of CC and HL and the
organizational departments/projects/programs.

Determine how to best to implement CC and HL principles, incorporate methods, and embed processes
into arganizational policy/governance, departments, programs, projects, and activities.

Identify CC/HL implications for recommendations and feedback.

Monitor and evaluate data as part of the CQl process.

Community Engagement:

6.

Create opportunities for community stakeholder feedback through surveys, meetings, focus groups,and
committees (CC and HL Committee, Patient Advisory Committee).

Bi-directional communication within and between arganization and community stakeholders regarding the
impact of CC/HL overlay with service delivery, infrastructure implications, activities and associated
outcomes related to decreased ER utilization, improved health equity and care through access, and the
elimination of disparities.

Information Technology Tasks:

8.

9.

Develop a standardized data collection/management process and template to be used across the
organization. Data elements will serve multiple projects.
Monitor outcomes and disparities among priority groups.

10. Bi-directional communication between and within the organization and community stakeholders regarding

the impact of CC/HL overlay with service delivery, infrastructure implications, activities and associated
outcomes related to decreased ER utilization, improved health equity and care through access, and the
elimination of disparities.
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6 FLPPS

Identify key factors to improve access to quality primary, behavioral health, and preventive health care

The FLPPS CC/HL Strategic plan outlines goals and activities related to increasing access to and the use of evidence-
based preventive services and improving health literacy among the priority populations. These goals and activities also
relate to key factors that improve access to quality primary, behavioral health, and preventive health care. Initial key
factors that improve access to quality primary, behavioral health and preventive health identified by FLPPS are: 1)
access to information on organizations / facilities / providers that administer quality primary care, behavior health and
preventive health care, 2) utilization of effective community-based programs that address health disparities, and 3}
improving health literacy.

Access to information on organizations / facilities / providers that administer quality health care
To promote access to quality primary care, behavioral health and preventive health care FLPPS will develop a user-
friendly searchable listing on the FLPPS website that includes description of partner organizations, including contact
information and website links, location, hours, services provided, Medicaid acceptance, available language/interpretive
services, and patient ratings using standardized measures.

- FLPPS will gather partner data to post on the FLPPS website and work with partners to make listing widely
available across their digital infrastructure, including website, electronic health records, care management
systems, etc.

- FLPSS will also establish a process which will prompt partners, via automated reminders twice a year, to
submit updated information to the resource directory.

Utilization of effective community-based programs that address health disparities

FLPPS will work with partners to implement and utilize high-value community-based programs that address heath
disparities amaong priority populations.

FLPPS will promote the use of community-based programs shown to be effective, for example, community health
workers, translators, case managers and peer support.

a. Using the FLPPS IT ecosystem, create an effective tool to support providers in referring patients to
appropriate community-based programs, taking into account patient choice.

b. Inconcert with the development of the organization’s Population Health Roadmap and implementation
of Domain 4 projects, develop a directory of existing community-based interventions aimed at health
status improvement, including documentation of program target populations.

c. Asidentified in project work plans, utilize performance metrics and analytic functionality to measure the
impact of identified community-based interventions, with a specific focus on identified priority
populations.
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o FLPPS

The use of data to identify best practices and gaps in service delivery will be vital.

a.  FLPPS will conduct a comprehensive literature review and seek guidance from experts to define best-
practices in community-based programming to fill identified gaps, including:

* Preventive health care delivery approaches, along with primary prevention/population health based
strategies.

e Community-based supportive services that address social determinants of health and operate in a
manner that supports effective access to, and engagement in, primary care, behavioral health and
preventive health care.

s Approaches that integrate primary care and behavioral health care.

The FLPPS CCHL Committee and NOCNs will review interventions that appear to have promise for defined priority
groups and communities.

a. Develop a compendium of high-value community-based services that NOCNs fill gaps in care.

b. Monitor the impact of community-based services over time and report using metrics included in the NOCN-
specific performance dashboard.

FLPPS will monitor implementation, evaluate effectiveness, sustain effective activities, and improve or replace those
that fail.

a. Continually assess the services along key performance metrics associated with CCHL and disparities to
determine effectiveness in improving patient outcomes and addressing disparities.

b. Work with community stakeholders and partners to build capacity at the community levels to address
needs and problems identified.

c. Create and sustain relationships between FLPPS and community partners, with principles of co-learning,
mutual benefit, and long-term commitment and incorporate community theories, participation and
practices.
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¢ FLPPS

Improving Health Literacy:
To meet the health literacy needs of patients/consumers FLPPS will set forth actions to ensure that patients/consumers

with limited English proficiency (LEP) have meaningful access to services that have incorporated cultural, linguistic and
literacy factors. FLPPS will also operationalize health literacy in the network through the development, implementation,
monitoring and evaluation of a health literacy plan.

Using available data sources, (i.e. U.S. Census, American Community Survey, Client Data, Community-Based
Organizations, Government Agencies, etc.) FLPPS will assess languages spoken of populations served within the
network.

As necessary, FLPPS will translate NYS mandated/compliance related patient documents into Spanish, Chinese,
Russian, Italian, Korean, French (Haitian) Creole, including Braille - the top six languages spoken by individuals with
Limited English Proficiency (LEP) within New York State, as identified by the New York State Department of Labor,
tailored to the FLPPS region, e.g.:

s Grievance Policy
e HIPAA/Confidentiality
o Consumer Rights

FLPPS will support partners in offering NYS mandated/compliance related patient print, audiovisual, and other forms
of media content in Spanish, Chinese, Russian, Italian, Korean, French (Haitian) Creole, including Braille and
American Sign Language (ASL) - the top six languages spoken by individuals with Limited English Proficiency {LEP)
within New York State, as identified by the New York State Department of Labor, tailored to the FLPPS region, e.g.:

Grievance Policy
HIPAA/Confidentiality
Consumer Rights
Consent/Release Forms
Discharge Documents
Prescription Information/Labels

A process will be established to determine and reassess, at least every two years, the vital documents {including
website content) that must be translated and/or updated.

The FLPPS Patient Advisory Committee (PAC) and/or other expert stakeholders will review internally-developed
print, audiovisual, and other forms of media content prior to dissemination.

FLPPS will compile and maintain a repository listing of local interpretive and translation services/resources for the
populations served (e.g. oral interpretive resources, telephonic interpreting services, including
contracts/arrangements with community-based organizations, individuals or vendors).

Mechanisms to support partners with informing patients of their legal rights to request translation and
interpretation services in their preferred language from healthcare facilities will be provided:

s Title Vi of the Civil Rights Act of 1564
* National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and HealthCare
e HIPAA Regulations
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¢ FLPPS

FLPPS will develop uniform health literacy standards, policies and procedures for FLPPS Central and FLPPS Network to
ensure that The Plain Writing Act of 2010 is upheld, to ensure that patient documents/educational materials are written
in plain, easy-to-understand language.

Create and provide guidelines that detail the principles of the Plain Writing Act of 2010 in accordance with
health literacy.

Inform partners of the Plain Writing Act of 2010 to ensure effective implementation.

Monitor/Track partners’ implementation of the Plain Writing Act of 2010 guidelines.

Partners, clinicians and other staff serving patients/consumers regarding Health Literacy topics will receive
training/professional development related to:
e Provider Patient/Communication - The use of HL strategies in interpersonal communications to ensure patient
understanding and consideration of options
e Health, Wellness and Medication Management — The use of HL strategies in incorporating shared decision-
making and self-management approaches into practice
e Informed Consent — The use of HL strategies to ensure patient understanding and consideration of their
options relative to sharing of their health information

Partners, clinicians, and other staff that interact and serve patients/consumers and family members will also receive
basic training on:

*  The legal obligations to provide meaningful access to benefits and services to LEP individuals

* How to access/obtain/use/work with language assistance services (i.e. interpreters, language lines) in
service delivery

¢ Documenting the language needs of LEP consumers/patients and the language services provided to them
by the facility

FLPPS will integrate health literacy into planning, evaluation and quality improvement.

FLPPS will support partners as they implement, and continuously improve, integrated health literacy into
their organizational
FLPPS will support partners in the adoption of various information presentation formats based on their
service populations, for example:

e Literacy Rates of the Population Served

e Education Level of the Population Served

¢ language Preferences of the Population Served

e Cuitural Attributes of the Population Served

e Consumer Feedback

The aforementioned list only serves as an initial list of key factors that improve access to quality primary, behavioral
health, and preventive health care as FLPPS recognizes that improving access to quality primary, behavioral health and
preventive health care is a continuous process that involves engagement with patients, communities, community
stakeholders and partners, as well as integration with community. Effective interventions must include a recognition
of key factors that impact disparities among priority population. Specifically, when working to improve access to care,
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6 FLPPS

one must account for the complex interaction of cultural, economic, individual, linguistic, geographical, cognitive and
social factors that guide health care utilization and health-seeking behaviors. Of great importance is the vetting of the
selected interventions and strategies by the patients we serve and the communities in which they live. In addition, the
education of partners is essential, to ensure that they are instruments in supporting and assisting patients in improving
service utilization. FLPPS intends to collaborate with the patient population and the community to identify additional
key factors that improve access to quality primary, behavioral health, and preventive health care. Other key factors
listed in relevant literature! reviewed by FLPPS and will be vetted by stakeholders are:

- Increasing/Bolstering the Health Workforce

- Timeliness of Care

- Using Telehealth

- School-based health centers

- Outreach programs

- Public Awareness Campaigns

- Health Insurance Coverage

To support the continuous process of improving access to quality primary, behavioral health and preventive health care
FLPPS will establish processes to continue to evaluate the key factors. This process will involve the use of
data/information from the identification of priority groups and the FLPPS CC/HL implementation Planning: Priority
Groups Summary Report {Appendix C) as the baseline for the refinement of key factors associated with improving
access to care.

a. Utilize implications for cultural competence and health literacy outlined in the “Priority Groups Summary
Report”, as the framework for analyzing key considerations for improving access, engagement and
quality of care for each population group through the lens of each group’s culture profile and related
barriers to access and/or engagement in services,

b. Use analyses to inform targeted strategies and interventions to address disparities.

Utilize FLPPS performance data, stratified by NOCN, priority group and services delivery areas (e.g. primary care,
behavioral health and preventive care) to evaluate disparities and key factors associated with such disparities.

3. Continually measure and drive improvements to address disparities.

b. As needed, identify and analyze additional/new datasets and information resources that help to refine
understanding of the key factors.

Engage with NOCNs to refine understanding of key factors associated with improving access.

a. Work with NOCN’s to define sub-regional nuances of each identified priority groups and to identify
new/emerging populations of concern.

t Healthy People 2020 (https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-
Services), National Conference of State Legislators
(http://www.ncsl.org/documents/health/RuralHealth PolicyOptions 1113.pdf} and the

US Dept. of Health and Human Services (http://www.hhs.gov/about/strategic-plan/strategic-goal-

1/index.html)
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b. Work with NOCN'’s to define additional metrics relative to local nuances important to assessing and
understanding key factors associated with access.

Engage with local communities, including patients, to refine strategies to improve access to quality primary care,
behavioral health and preventive health.

a. In collaboration with NOCN'’s, conduct focus groups and community listening sessions to share
information and obtain input on the strategies to address access to care.

FLPPS will use information from the identification of key factors associated with access to quality primary care,
behavioral health and preventive health care to inform the identification and implementation of interventions/service
delivery approaches that have demonstrated effectiveness with priority groups and incorporate CC/HL considerations
and local nuances.

Under the direction of the CC/HL Committee and in collaboration with the Clinical Quality Committee FLPPS will
ensure that CC/HL is woven through the FLPPS network, as the foundational infrastructure from which to build
effective DSRIP program implementation impacting indemnified priority populations.

The CC/HL Committee, in collaboration with the Clinical Quality Committee, will establish processes and
mechanisms to ensure that interventions/service delivery approaches are data-informed and community-driven,
with attention to local cultural nuances and social determinants of health.

The CC/HL Committee and Clinical Quality Committee will ensure that continuous quality improvement processes
are in place, to include focused attention on CC/HL throughout DSRIP program implementation.

10| Pag



6 FLPPS

Develop a process to design, implement, monitor and evaluate a Health Literacy plan to be operationalized
throughout the FLPPS administration and its provider network. The plan will focus on key groups
experiencing health disparities. A key aspect of the plan will be the development of a process for FLPPS to
support partner organizations in the revitalizing of key patient care documents and patienteducation

materials.
Infrastructure Tasks:

1. Conduct a service area assessment of the populations present and their related attributes

2. Develop uniform health literacy standards, policies and procedures

3. Create translated templates of vital patient documents and educational materials into the appropriate
languages and reading levels (including ASL and Braille) representative of the populations served.

4. Compile and maintain a repository listing of local interpretive and translation services/resources forthe
populations served (e.g. oral interpretive resources, telephonic interpreting services, including
contracts/arrangements with community-based organizations, individuals or vendors).

5. Develop resource listing (web, electronic, and paper copy) that includes descriptions of area service

organizations, which includes contact information and website links, location, hours, services provided,
Medicaid acceptance, available language/interpretive services, and patient ratings using standardized
measures.

Organization Tasks:

6.

Relate service delivery to language access, cultura!l appropriateness of patient engagement, service
delivery (ER usage rates) and outcomes (disparities elimination)

Translate NYS mandated/compliance related patient documents into Spanish, Chinese, Russian, Italian,
Korean, French (Haitian} Creocle, including Braille - the top six languages spoken by individuals with Limited
English Proficiency (LEP) within New York State, as identified by the New York State Department of Labor
Vet/review all print, audiovisual, and other forms of communication and media content with community
stakeholder committees prior to dissemination (e.g. CC and HL and Patient Advisory committees)

Establish a process to determine and reassess, at least every two years, the vital documents(including
website content) that must be translated and/or updated.

Patient Engagement Tasks:

10.

1].

Ensure that accurate, accessible, and actionable health information is targeted and/or tailored forthe

patient/consumer.
Inform patients of their legal rights to request translation and interpretation services

Workforce and Staff Development Tasks:

12,
13.
14,
15.

Develop staff recruitment, retention, and promotion strategies that reflect the population(s) served
Create training plans and curricula that address health literacy

Evaluate staff performance on health literacy and complementary attitudes, knowledge and skills.
Give culturally congruent and health literate supervision
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Define plans for two-way communication with the populations served and community groups

through community stakeholder engagement forums

FLPPS Community Stakeholder Group will define methods of communication that incorporate the cultural nuances
of the defined community.

FLPPS will ensure all messages to the public are informed by consumers/patients, community, providers/partners
and data analysis. As applicable, messages should:

Reduce Stigma

Be Culturally Informed

Be Respectful of Cultural Values

Be Available in Accessible and Alternative Languages/Formats:

Create environments where individuals can communicate /discuss concerns

Be Administered in Different Formats and Locations

Be Jargon Free

FLPPS will ensure that community meetings and forums are designated as “Safe Spaces” where all participants are
encouraged to contribute and are valued to present themselves as they feel comfortable.

Barriers to access to participate will be considered and necessary accommadations will be facilitated.
Potential barriers are:

Meeting location

Transportation

Time of day

Language accessibility (e.g. LEP and LRS)
Mobility issues

Child care

Credibility within community

Feedback will be collected from stakeholders attending community meeting and forums. The information will be
synthesized and then analyzed to draw out critical themes that will inform FLPPS's continuous quality improvement
{CQl) process.

FLPPS will create and implement a process that evaluates whether the messages were received and understood by
the community and whether the engagement met its purpose.

a.

Employ a continuous quality improvement (CQl) process.

b. Ensure timely feedback and next steps.

Participants should be informed and given the opportunity to shape the next stages of the
overall engagement process.

Participants should be able to communicate during the process how stakeholders’ input has
influenced, contributed to, or improved the overall engagement outcomes.
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Identify assessments and tools to assist patients with self-management of conditions

FLPPS will identify key factors driving health disparities, and identify resources to support providers in addressing
them.

a. Use data/information gleaned from the identification of priority groups and the “Priority Groups
Summary Report” as the baseline for the identification of assessments and tools to assist partners and
patients with the patients’ self-management of their health conditions.

Comprehensive literature reviews will be conducted and guidance from experts will be used, as needed, to develop
a comprehensive set of assessments, tools and other resources aimed at supporting and activating patients to
manage their health conditions.

a. Identify brief tools for partners to assist in assessing patient culture, health literacy and preferred
language to facilitate care/service delivery through:

1. Incorporation of culturally responsive interview techniques.

2. Patient-Provider/Partner collaboration, and identification of patient preferences, regarding
inclusion of family/community members as an approach to decrease barriers to quality care.

3. Encouraging and assisting partners to explore, acknowledge and incorporate patient’s cultural
nuances in care/service delivery, such as:

e Cultural Identity and Acculturation {Self-identification)

e Membership in a Sub-Culture {Culture within a Culture)

e Beliefs about health, healing, and help-seeking (cultural acceptance of behavior(s)
related to health, healing and treatment practices)

e Trauma and/or Loss (stigma, discrimination, distrust, migration, relocation, and

emigration)

Financial Insecurity/Poverty/Limited Resources

Inadequate Access to Care/Resources

Educational Level

Language Proficiency/Preferred Language

Nationality (American-Born/Foreign-Born)

Vision/Hearing Loss and Hidden Disabilities

L
Opportunities will be established to support community collaboration, feedback and engagement in the development
of strategies to identify assessments and tools that are culturally responsive, person-centered and will address social
determinants of health.
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FLPPS will develop a process to review potential tools/resources with patients and consumers, providers to ensure
that they are validated and appropriate for priority populations in terms of cultural, language and health literacy

considerations.

a. Identify and form strategic alliances with existing community centers, community based organizations,
established cultural groups and gathering places (barber shops, churches, etc.).

b. Engage community leaders and members in the vetting process of assessments and tools to ensure that
the tools are relevant and applicable to the diverse populations served within the FLPPS region.

c. Explore the cultural applicability of currently utilized assessments and tools, and their impact on health

outcomes of the identified priority groups and subpopulations.
d. Assess and analyze assessments and tools, which:

i

Support shared decision-making approaches to increase patient understanding of conditions and

health status.

Acknowledge patients’ sociocuttural background.

Understand and incorporate relevant cultural factors while avoiding stereotypical “one-size-fits-

all” approaches.

Identify culturally relevant concerns and issues.

Mitigate negative influence of poor/decreased cross-cultural communication.

e. As necessary, tailor tools {with the authors’ permission) according to the needs of the respective

community/priority group/population.,

f. Share culturally relevant best practices, including patient health/weliness self-management tools to share
with providers to use with their patients/consumers.

FLPPS will assemble tools and resources that support CC/HL principles by reviewing literature on best/promising
practices, training and technical assistance for integrating health care disparity elimination strategies, cultural
competence and health literacy into ongoing practices. Identified cultural competence and health literacy resources
will be efficiently cataloged and easily accessible. Partners and consumers will be educated on the availability of

these resources and to support broader dissemination of these resources.

Below is 2 list of tools and resources that FLPPS has started to assemble to support patient’s ability to self-manage

conditions:
Type of
Resource Title Resource | Audience Authors
The Patient Vaice Principles: What Patients Want
and Need Most Website Patients Patient Voice Institute
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National Association of the Deaf (NAD):

Resources - Health Care and Mental Health Websites
Services /Tools Patients National Association of the Deaf
Foundation for People with Learning Disabilities: Patients/
Publications (Reports, Briefings, Informational Website/ Service The Foundation for People with
Booklets) Tools Providers Learning Disabilities
Patients/
Website/ Service
Affordable Care Act {ACA) Language Services Tools Providers Language Scientific
The Patient Education Materizals Assessment Tool
{PEMAT) and User’s Guide: An Instrument To Patients/
Assess the Understandability and Actionability of | Website/ Service Agency for Healthcare Research &
Print and Audiovisual Patient Education Materials Tools Providers Quality (AHRQ)
Patients/
Patient and Consumers Wellness and Self- Website/ Service Agency for Healthcare Research &
Management Tools Tools Providers Quality (AHRQ)
Patients/
SAMHSA-HRSA Center for Integrated Health Website/ Service Substance Abuse and Health Services
Solutions: Wellness Strategies Resources Tools Providers Administration {SAMHSA)
Type of
Resource Title Resource | Audience Authors
lournal
Self-Management Taking Charge of Your Health Article Patients FamilyDoctor.org
Health Information on the Web: Finding Reliable | Journal
Information Article Patients FamilyDoctor.org
Journal
Medical Errors: Tips to Help Prevent Them Article Patients FamilyDoctor.org
Anthony Salerno, Ph.D.; Paul
Margolies, Ph.D.; Andrew Cleek,
Best Practices: Wellness Self-Management: An Patients/ Psy.D.; Michele Pollock, M.S.W;
Adaptation of the lliness Management and Journal Service Geetha Gopalan, Ph.D., LCSW; and
Recovery Program in New York State Article Providers Carlos Jackson, Ph.D
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Type of
Resource Title Resource | Audience Authors
NYS Office of Mental Health
{NYSOMH); The Urban Institute of
Wellness Self-Management Personal Workbook Manual Patients Behavioral Health (UIBH)
Patients/
Community Health Booklet: A Self-Care Decision Service Champlain Valley Area Health
Guide When Healthcare Access is Limited Manual Providers Education Center
Six Steps Towards Cultural Competence: How to Patients/
Meet the Healthcare Needs of Immigrants and Service Minnesota Public Health Association’s
Refugees Manual Providers Immigrant Health Task Force
Patients/
Mental lliness Stigma: What is it? What are its Service
effects? How can it be reduced? Manual Providers Scattergood Foundation
Advancing Effective Communication, Cultural
Competence, and Patient- and Family-Centered Patients/
Care for the Lesbian, Gay, Bisexual and Service
Transgender {LGBT) Community: A Field Guide Manual Providers The Joint Commission
Patients/
A Dictionary of Patients’ Spiritual & Cultural Service
Values for Health Care Professionals Manual Providers HealthCare Chaplaincy
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Identify existing and potential community-based interventions that have been effectively shown to
reduce health disparities among defined priority populations.

In concert with the development of the organization’s Population Health Roadmap and
implementation of Domain 4 projects, FLPPS will develop a directory of existing community-based
interventions aimed at health status improvement, including documentation of program target
populations.

As identified in project work plans, FLPPS will utilize performance metrics and analytic functionality to
measure the impact of identified community-based interventions, with a specific focus on identified
priority populations.

FLPPS will conduct a comprehensive literature review and seek guidance from experts to define best-
practices in community-based programming to fill identified gaps, including:

e Preventive health care delivery approaches, along with primary prevention/population health
based strategies.

e Community-based supportive services that address social determinants of health and operate
in a manner that supports effective access to, and engagement in, primary care, behavioral
health and preventive health care.

e Approaches that integrate primary care and behavioral health care.

The FLLPS CCHL Committee and NOCNs will review interventions that appear to have promise for
defined priority groups and communities.

c. Develop a compendium of high-value community-based services that NOCNs fill gaps in care.

d. Monitor the impact of community-based services over time and report using metrics included
in the NOCN-specific performance dashboard.
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FLPPS will work with partners to implement and utilize high-value community-based programs that
address heath disparities among priority populations. FLPPS will promote the use of community-based
programs shown to be effective. FLPPS has started the process to identify these programs and has
developed a preliminary list that includes the following:

e Community Health Workers,
e Translators,
e (Case managers and,

e Peersupport

The implementation of high-value community-based programs that address health disparities will be
monitored and evaluated for effectiveness. Activities shown to be effective will be sustained and those
that fail will be improved or replaced.

d. Continually assess the services along key performance metrics associated with CCHL and
disparities to determine effectiveness in improving patient outcomes and addressing disparities.

e. Work with community stakeholders and partners to build capacity at the community levels to
address needs and problems identified.

f. Create and sustain relationships between FLPPS and community partners, with principles of co-
learning, mutual benefit, and long-term commitment and incorporate community theories,
participation and practices.
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Establish a process to create a multimode repository of community-based organizations
to increase access to care.

Organizational Tasks:

1. Conduct an on-going literature review and seek guidance from other experts as needed to develop a
comprehensive set of assessments, tools, and other resources aimed at supporting andactivating
individuals to manage their health conditions.

2. Ensure that the tools being adopted are appropriate and meet mandated/regulatory requirements.

3. Compile and maintain a repository listing of tools and community resources

Community Engagement Tasks:
4. Establish patient/consumer experience standardized measures and the method to collect the data.

5. Develop a strategy to educate the organization, community stakeholders and patients aboutthe
availability of these resources and support their broad use
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Develop a plan for public transparency of provider level data to drive public accountability and
motivate providers to adopt effective CC and HL measures that are directly tied to patient data
outcomes

FLPPS will identify existing and/or additional performance metrics that support the monitoring of health care
disparities among priority groups, by NOCN. The performance metrics will be utilized to identify and monitor health
disparities among defined priority groups.

FLPPS will evaluate a provider's/organization’s ability to stratify DSRIP performance metrics to highlight health
disparities. FLPPS will provide assistance to fill gaps, as needed, with additional performance metrics, as defined by
the FLPPS CC/HL committee.

The performance metrics, stratified by patient demographic variables and priority groups, will be listed on NOCN-
Specific Performance Dashboards. These dashboards will be made available to the public.

FLPPS will define and leverage incentives to hold partners accountable for demonstrating progress in closing
disparity gaps, based on improved CCHL practices, performance metrics, improved patient outcomes and patient
axperience.
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Establish a process to engender PDSA cycles to evaluate the effectiveness of the strategy and
resulting data outcomes to devise further innovations and improvements to the strategy.

Plan - hypothesis formation

What are we rying Do - implement the new process with data collection
to accomplish?
Study - interpret the results
Hiow will we know Act - decide what to do next based on the results

that a change is an
improvement?

Planning Tasks (Plan):

What cll}]angeﬁlcan we 1. Conduct a comprehensive literature review and seek guidance from otherexperts
maksa that will result . R R . . .
in improvemant? as needed to identify community-based interventions proven successful in

eliminating disparities and improving outcomes.

2. Evaluate the current data collection methods. Determine which data variables are
~-

missing.
\' 3. Provide training and technical support to staff on data collection, analysis and
ot Jjatlee management.
swdy | 0o 4. Incorporate/include patient CC/HL assessment data into the data management
system as a standardized dataset.

5. Create a process to evaluate bi-directional communication impact and gather
stakeholder feedback.
6. Define performance measures.

Implementation Tasks (Do):

7. Task community stakeholder committees with monitoring and informing the operationalization of the
organization’s CC and HL Strategic Plan.

8. Vet/review all print, audiovisual, and other forms of communication and media content with the
community stakeholder committees.

9. Track and monitor providers’ participation in culturally relevant and health literacy appropriate health
literacy training as developed and presented by the workforce vendor.

10. Develop and utilize an infrastructure where consumers/patients can communicate grievances(e.g.
unethical behavior, unfair policy or treatment, etc.).

Evaluation Tasks {Study):

11. Host focus groups with various provider types to understand barriers to successful implementationof
CC/HL efforts.

12. Conduct an annual audit to ensure that CC and HL patient data are being collected.

13. Analyze provider performance on established outcomes, which will be stratified by priority populationsto
identify disparities.

Quality Improvement Tasks (Act):
14. Utilize data collected from the identified standardized patient CC/HL assessment and performance metrics
to develop the public report card.
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Develop guidelines for the public report card - on progress related to disparities in health, social and
behavioral determinants, access to care and quality of care.
Drawing on the data included in the dashboard, FLPPS will establish a process to measure andassess

improved CC/HL practices and patient experience
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Explanation of Data Standards for Race, Ethnicity, Sex, Primary
Language, and Disability

HiHS examined current Federal data collection standards. adequacy of prior
tesling. and quality of the data praduced in prior surveys: consulted with

Explanation of Data

stalistical agencies and programs; reviewed Office of Management and Standards
Budget {OMB) dala collection standards and the Instilute of Medicine {IOM)
Repont Race, Ethnicity, and Language Data Collection: Stondardization for A_Race and Ethnicity

Health Care Quolity Improvement and built on its members' experiance with B.Sex

collecting and analyzing demographic data W bHS also paid spscia
altention to current dala colleclion policies for major HHS surveys and those

C.Primary Languags
D. Disability Stalus

of the CensusBureau

The following criteria guided the development of data standards for each of the required variables:

1

2

Evidence-based and demonstrated to have worked well in practice lor national survey data collection

Represent a minimum data standard wilh agencies permitted to collect as much additional detail as desired
provided that the additicnal detail could be aggregated back to the minimum standard

Standards mandated by Office of Management and Budget {OMB) would serve as the starting point for any
minirmum standard.

Standards would be for person-level data collection, whera respondents either seli-repont information or
serve as the most knowledgeable respondent for all perzons in a household survey.

[. Data Collection Standards and Rationale for Selection

A. Race and Ethnicity

The starting point for the race and ethnicity data collaction standards is OMB's current government-wide standard,
issued in 1997 alter a comprehensive public engagement process and extensive fiald testing. Tha principlas
underlying these government-wide standards are described below. Tha justifications lor these principles ara
described by OMB indetal athtip.//www.whitehouse gov/omb/ledreg_1997standards/.

Self-identilicanon is the preferred means of obtaining information about an individual's race and ethnicity,
except in instances where observer identificaton is more practical. The surveyor should not tel! an individual
who he or she is, or specily how an individuat should classify himsell or herself
To provida flexibility and ensure data qualily, separate questions for race and ethnicity should be used
wherever leasible. Specihically, when self-reponiing or other self-identificalion approaches are used, ethnicity is
asked lirst, and then race, The slandard acknowledges that this standard might not work in other contaxts
{8.g., administrative records.)
The specified race and ethnicity categories provide a minimum set of categories except when the coileclion
invoivas a sampie of such size thal the data on the smaller categories would be unreliable, or when the
collection effort focuses on a specilic racial or ethnic group

» The OMB minimum categories for race are: Amarican Indian or Alaska Native, Asian, Black or

African American, Nalive Hawaitan or Other Pacific Islander, and Whita.

= The OMB minimum categories lor ethnicity are. Hispanic or Latino and Not Hispanic or Lating.
When self-reporting or other self-identification approaches are used. respondents who wish lo identily their
multi-racial heritage may choose more than one race, thare is no "multi-racial” category
OMB encourages additional granularity whare itis supported by sample size and as long as the additional
detail can be aggregated back to the minimum standard set of race and ethnicity catagories.
Any other variation wiil have to be specifically authorized by the OMB through the information coltection
claarance process. In thosa cases where the data collection is nof subject to the information collection
clearanca process, a direct request for a variance should be mads to OMB.

The categeries for HHS data standards lor race and ethnicity are based on the disaggregation of the OMB standard
used in the American Communily Survey {ACS) and the 2000 and 2010 Dacennial Census. The data standard for
race and ethnicity is listed below. Race and sthnicity data collection applies to survey participants of all ages.

Ethnicity Data Standard Categories

Are you Hispanic, Latino/a, or Spanish orlgin

{One or more categories may be selected)
These calegories roll-up to

a. ___No, not of Hispanie, Latina/a, or Spanish origin tha Hispanic or Latino

b. ___Yes, Mexicon, Mexican Americon, Chicano/a category of the OMB standard
¢. ___Yes, Puerto Rican

d ___Yes, Cuban

e. ___Yes, Another Hispanic, Lotino, or Spanish origin
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Race DataStandard Categories
What Is yourrace?
{One or more categories may be selected)
a __ White These categories ara part of
b. Black or African American tha current CMB standard

o

___American Indion or Alaska Native

d. __ Asianindian

e. _ Chinese

f. Filipine These categories roll-upto
g. __ Japanese the Asian category ofthe
h. _Koreoan OMB standard

L __ Vietnamese

J ___Other Asion

Thesae categorias roll-upie

k. ___Native Hawalian the Nalive Hawaiian or Other

L ____Guamanion orChamorro Pacific Istander category of
m, ___Samoan the OMB standard

n. ___ Cther Pacific Islander

Rationale for Race and Ethnicity Data Stondards

As a result of the 1997 HHS data inclusion policy. the basic OMB standard is already includad in most MHS data
coltection iniliatives. The naw HHS data standards for race and ethnicity include additional granutarity, but all
categories roll-up to tha OMB standard. However, because addilional granularity in the race and ethnicity catagories
is important for documenting and tracking health disparilies, large federal surveys such as the National Health
Interview Survey (NHIS), Current Population Survey (CPS), and the ACS have implemented such a more granular
strategy, partleutarly lor Hispanic and Asian subpopulations

Accordingly, the new dala standards for race and ethnicity are a slightly modified version of the ACS and Decennia
Census questions. These ilems provide additional granularity for Hispanic (four addilional categores) and Asian
subpopulations (7 additional categoties) beyend tha OMB minvimum standard categories. The race and ethnicity
categories for the ACS and recent Decennial Census have been tested and struciured to increase response rates
validity, and raliabitity i The more detailed ACS and recent Decennial Census race categaries roll up to the OMB
standard five categories. American Indian or Alaska Native, Astan. Black or Aftican American, Native Hawaiian or
Other Pacilic islander, and White. As with OMB standards, respondents are also instructed tomark all categorias
that apply {1 e. they may be able lo select mare than one racial category}. The ACS and Decennial Census athnicity

categorias roll up to the OMB standard categories: Hispanic or Latino and Not Hispanic or Lating LG Respendents
are a'so able to select more than one ethnicity category. The recommended standard is in conformance with the
methods. logistics. praclices and limitations of HHS major surveys, where population estimates are the goal.

HHS agencies may requast parmission from OMB during the Paperwork Reduction Acl clearance process loadd a
write-in option of “other” to interviewar-administered surveys. This respondent-specified race must then be coded
by the agency to the OMB and HHS standards before results are publically reporied

qQolotop
B.Sex

The data standard lor sex is male and female. Sex data collection applies to susvey panticipanis of all
ages

Sex DataStandard

What s yoursex?
a. __ Male
b, __ Female

Rationale for Sex Data Standard

For the purpose of this report, Ihe category of sex was dafined as biologic sex. Sexual asientation and gender
identity were considered as separate congepts. The Department has developed a data progression plan lor
collecting sexual orientation dala and has contucted gender identity data collection listening sessions.
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C. Primary Language
The standard lor primary language is a measure ol English proficiency. The recommended question is basaed on that
used onthe ACS. The question applies to survey participants aged five years and above

Data Standard for Primary Language
How well do you speak English? (5 yeors old or older)

—Very well
_ well

. Not well
—_MNotatall

ARnFR

The primary language data standard represents a minimum standard and the question and answer categories
cannot be changed. Additional questions on language may be added 10 any sutvey as long as the minimum
standardis included.

Optional Granularity

For agencies that wish to coltect data on the specific language spokan, the Data Council recommands collecting data
on language spoken at home. The recommended survey items are used in the ACS (see below). Collecting this
addilional information would be optional and a1 tha discretion of the agency, if information an specific language was
dasired.

Data Collection for Spoken Language

1. Do you speak a language other than English at home? (5 years old aroelder)
a Yes

b. ___No
For persons speaking a language other thon English (answerlng yes to the question above):
2. What Is this longuage? (5 years old or older)
a. __ Spanish
b. ___Other Language {Identify}

For agencies that desire to collect information on specific languages beyond Spanish, and have sutficient sample
sizes 10 suppon such estimates, HHS would publish on the HHS website a tist of the len most prevalent ianguages
spoken in the U.8., as reported by ACS. Thasa would roll up 1o the *Other Language® category, and provide

techrical noles to assist in coding. Spanish as a category is reported about 60 percent of the time in the ACS",
Rationale for Primary Langunge Data Standard

The survey item selected for the minimurm standard is based on the ACS, which assesses both English
proficiency and language spoken other than English, and has been collecied by the Census Bureau since 1980,

For statistical, planning, analytical and research purposes, disparilies have been associated with English language
proficiency rather than specilic language spoken. For clinical purposes relating o an individual, specific language
and proliciency would both be needed. This recommendation is consistant with language recommendations from
the Institute of Medicine report Race, Ethnicity, and Language Data Collection: Stundardization for Health Care
Qualityimprovement.

Several HHS surveys currently collect data onlanguage or English proficiency primarily in the preliminary
screening phase of in parson or telephona interview survays for administralive purposes in surveys, (o delgrmine
how or in what language the interview would be administered. it is not the intent of this standard ta disrupl those
screening practices.

gofotop
D. Disability
Status

The sixitam set of questions used on ACS and other major surveys 10 gaugs disability is the data standard for survey
guestions on disabiiity Note the ages thresholds for survey participants for the different disability questions

Data Standard for Disability Status

1. Are you deaf or do you have serious difficulty hearing?
a. Yes

b. No

2. Are you blind or do you have serious difficulty seeing. even when wearing glosses?
a Yes

b. No



3. Because of a physical, mental, or emotional condition, do you have serious difficulty concentrating,
remembering, or making decisions? (5 years old and older)
a, Yes

b __No

4. Do you have serlous difficulty walking or climbing stairs? (5 years old and older)
a. Yes

b __No
5. Do you have difficulty dressing or bathing? (5 years old and older)
a. Yes
b. __ No
6. Because of a physical. mental, or emotional condition, do you have difficulty doing errands alone such
as visiting o dactor's office or shopping? (15 years older andolder)
g, Yes

b. No

The six-item disability standard represents a minimum standard and the quastions and answer categories cannot be
changed. Addilional questions on disability may be added to any survey as long as the minimum standard is
included. If the ACS changes the disability questions In the future, HHS will revisit the standard and modify as
necessary.

Rationale for Disability Data Standard

Tha six item set of questions used on the ACS and other major surveys to measure disability was developed by a
fedaral interagency committee and rellecis the change in how disability is conceplualized consistenl with the
International Classification of Functioning, Disability, and Health. The queslion set delines disability from afunctional
perspective and was developed so that disparities between Ihe 'disabled’ and ‘'nondisabled’ populalion can be
monitorad. The question set went through several rounds of cognilive and field testing and has been adopled in
many federal data collection systems. OMB has ancouraged the use ol this question set by other faderal agencies
conducling similar population studies due lo the extensive testing used in the development of these measures
including the tindings that allernative measures did not test as well. Cognitive testing of these queslions revealad

that the six questions must be used as a set o assure a meaninglul measure of disability "

gototop
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Glossary of Terms

Action Steps: The specific efforts that are made to reach the goals your agency
has set. Action steps are the exact details of your action plan. They should be
concrete and comprehensive (Community Tool Box, 2015). Source Link:
http://gg.ku.edu/en/table—of—contents/structure/strategic-planning/identifv-

action-steps/main

Attested Provider/Partner: There are over 600 health care and community based
organizations who have committed through an attestation document to partner
within FLPPS to transform this system. These partners are representative of all
care settings that serve the Medicaid population (FLPPS). Source Link:
s.files.wordpress.com/2014/10/flpps-fag 12915.pdf

Attribute: a quality or feature regarded as a characteristic or inherent part of
someone or something.

Benchmark: An observable indicators of progress in reaching or measuring the
goal. For instance, a benchmark related to the provision of training on cultural
and linguistic competence might be: 100% of system of care staff have received
mandated CLC training by January, or within 6 months of hiring.
Suggestion/Alternate Definition: Benchmark - A standard, or a set of standards,
used as a point of reference for evaluating performance or level of quality.

CLAS Standards: The National Culturally and Linguistically Appropriate Services
(CLAS) in Health and - standards intended to advance health equity, improve
quality, and help eliminate health care disparities by establishing a blueprint for
health and health care organizations to implement culturally and linguistically
appropriate services. Adoption of these Standards will help advance better health
and health care in the United States (HHS, 2015). Source Link:
https://www.thinkculturalhealth.hhs.gov/content/clas.asp

Consumer Rights (Healthcare): Bill of Rights and Responsibilities to establish a
stronger relationship of trust among consumers, health care professionals, health
care institutions, and health plans by helping to sort out the responsibilities of
each of these participants in a system that promotes quality improvement. The



Consumer Bill of Rights has three goals: (1) to strengthen consumer confidence by
assuring the health care system is fair and responsive to consumers' needs,
provides consumers with credible and effective mechanisms to address their
concerns, and encourages consumers to take an active role in improving and
assuring their health, (2) to reaffirm the importance of a strong relationship
between patients and their health care professionals, and (3) to reaffirm the
critical role consumers play in safeguarding their own health by establishing both
rights and responsibilities for all participants in improving health status (Agency of
Healthcare Quality & Research, 2015). Source Link:
http://archive.ahrg.gov/hcqual/cborr/exsumm.html

Cultural Competence:

o A set of congruent behaviors, attitudes, and policies that come together in
a system, agency, or among professionals and enables that system, agency,
or those professionals to work effectively in cross-cultural situations (Cross
et al, 1989). Source Link: http://nccccurricula.info/culturalcompetence.html

e The ability of systems to provide care to patients with diverse values,
beliefs, and behaviors, including tailoring service delivery to meet patients’
social, cultural and linguistic needs (The Commonwealth Fund, 2002).
Source Link:
http://www.commonwealithfund.org/usr_doc/betancourt_culturalcompete
nce_576.pdf

e The ability of an individual or organization to accommodate the needs
presented by consumers and communities with diverse languages, modes
of communication, customs, beliefs, and values (American Cancer Society,
2010). Source Link:
http://www.acscan.org/pdf/healthcare/implementation/factsheets/hcr-
cultural-comptency.pdf

Culture: The shared attitudes, behaviors, beliefs, customs, history, institutions,
and values of a group of people. Culture is a system of rules that are the base of
what we are and affect how we express ourselves as part of a group and as
individuals. We all develop in some type of culture. Our environment determines
what we learn, how we learn it, and the rules for engaging with others. These
rules are transmitted from one generation to the next and are often adapted to
the times and locale (Community Tool Box, 2015). Source Link:



http://ctb.ku.edu/en/table-of—contents/cuIture/cuItural—competence/culturaIIv—
competent-organizations/main

DSRIP: Delivery System Reform Incentive Payment — The New York State Medicaid
Redesign Team (MRT) is redirecting Medicaid funds to projects that radically
transform the Medicaid delivery system, referred to as the Delivery System
Reform Incentive Payment program. DSRIP will incentivize health care and
community-based providers to form regional collaborations and implement
innovative system transformation. The overarching objective of DSRIP is to
improve clinical outcomes and reduce avoidable hospital use by 25% over five
years (FLPPS, 2015). Source Link:
https://flpps.files.wordpress.com/2014/10/flpps-fag 12915.pdf

DSRIP Domain Areas: Overarching areas in which Delivery System Reform
Incentive Payment (DSRIP) strategies are categorized:

Domain 1: Overall Project Progress
Domain 2: System Transformation
Domain 3: Clinical Improvement
Domain 4: Population-Wide

FLPPS: Finger Lakes Performing Provider System — New York State is divided into
25 Performing Provider Systems (PPS) based on geography and regional care
delivery. Each PPS is comprised of health care providers and community-based
organizations who have agreed to partner in transforming the healthcare delivery
system for Medicaid recipients in their region (FLPPS, 2015). Source Link:
https://fipps.files.wordpress.com/2014/10/flpps-faqg 12915.pdf

FLPPS Central: Finger Lakes Performing Provider System (FLPPS) internal office
administration/staff.

Grievance: A written or verbal complaint (when the verbal complaint about
patient care is not resolved at the time of the complaint by staff present) by a
patient, or the patient’s representative, regarding the patient’s care, abuse or
neglect, issues related to compliance/standards of quality care (CMS, 2015).
Source Link: https://www.cms.gov/Medicare/Provider-Enroliment-and-

Certification/Su rveyCertificationGeninfo/downloads/SCLetter05-42.pdf




Health Disparity: A particular type of health difference that is closely linked with
social, economic, and/or environmental disadvantage (HHS, 2014). Source Link:
http://www.healthypeople.gov/2020/about/foundation-health-
measures/Disparities

Healthcare Disparities: are differences among population groups in the
availability, accessibility and quality of health care services aimed at prevention,
treatment and management of diseases and their complications. These include
screening, diagnostic, treatment, management and rehabilitation services. Source
Link: http://guides.lib.umich.edu/sw634Disparities

Health Literacy: The degree to which individuals have the capacity to obtain,
process, and understand basic health information and services needed to make
appropriate health decisions (IOM, 2004). Source Link:
https://iom.nationalacademies.org/~/media/Files/Report%20Files/2004/Health-
Literacy-A-Prescription-to-End-Confusion/healthliteracyfinal. pdf

HIPAA: Health Insurance Portability and Accountability Act, a 1996 Federal law
that restricts access to individuals' private medical information - gives you rights
over your health information and sets rules and limits on who can look at and
receive your health information. The Privacy Rule applies to all forms of
individuals' protected health information, whether electronic, written, or oral.
The Security Rule is a Federal law that requires security for health information in
electronic form (HHS, 2015). Source Link: http://www.hhs.gov/hipaa/for-
individuals/guidance-materials-for-consumers/index.html

NOCN: Naturally Occurring Care Network — A geographic sub-region in the Finger
Lakes Performing Provider System (FLPPS). There are five Naturally Occurring Care
Networks (NOCN) within the Finger Lakes Performing Provider System (FLPPS).
Each NOCN represents a geographic area within the 13 county region: (1)

Western NOCN = Genesee, Orleans, and Wyoming Counties, {2) Monroe NOCN =
Monroe County, (3) Southern NOCN = Northwestern Steuben, Allegany and
Livingston Counties, (4) Southeastern NOCN = Southeastern Steuben and
Chemung Counties, and (5) Finger Lakes NOCN = Wayne, Ontario, Yates, Seneca
and Cayuga Counties (FLPPS, 2015). Source Link: http://flpps.org/nocns/

Patient Centered Medical Home (PCMH): A way of organizing primary care that
emphasizes care coordination and communication to provide patients with



timely, well-organized and integrated care, and enhanced access to teams of
providers within a health care organization (NYS DOH, 2015). Source Link:
https://www.health.ny.gov/health care/medicaid/redesign/docs/dsrip glossary.

pdf

Performing Provider Systems (PPS): Entities that are responsible for performing a
DSRIP project. DSRIP eligible providers, which include both major public general
hospitals and safety net providers, collaborating together, with a designated lead
provider for the group (NYS DOH). Source Link:

https://www.health.ny.gov/health care/medicaid/redesign/docs/dsrip glossary.

pdf

Person(s) Responsible: The specific individual(s), team(s), agency and/or
system(s) responsible for completing a specific task.

Population Health: The health outcomes of a group of individuals, including the
distribution of such outcomes within the group.

Priority Group: A group with unique health care needs or issues that require
special attention (Agency of Healthcare Research and Quality, 2014). Source Link:
http://archive.ahrg.gov/research/findings/nhqrdr/nhdrﬂ/chaplﬂ.html

Roles: are the positions team members assume or the parts that they play in a
particular operation or process.

Responsibilities: are the specific tasks or duties that members are expected to
complete as a function of their roles. They are the specific activities or obligations
for which they are held accountable when they assume—or are assigned to—a
role on a project or team.

Shared-Decision Making: A process in which patients and healthcare
professionals, including providers, clinicians and nurses, collectively explore,
compare and decide on health care options, treatments and care plans through
meaningful dialogue about patient preferences and values. It is a key component
of person-centered care.

Time Frame: a period of time in which tasks, activities or projects are
recommended/scheduled to occur or be completed.



Triple Aim: The Triple Aim framework serves as the foundation for organizations
and communities to successfully navigate the transition from a focus on health
care to optimizing health for individuals and populations (Institute for Healthcare
Improvement, 2015). http://www.ihi.org/Topics/TripleAim/Pages/default.aspx

Vulnerable Populations: A group of people defined by race/ethnicity, socio-
economic status, geography, gender, age, disability status, risk status related to
sex and gender, and among other populations identified as at-risk for health
disparities. Examples include the economically disadvantaged, racial and ethnic
minorities, the uninsured, low-income children, the elderly, the homeless, those
with human immunodeficiency virus (HIV), and those with other chronic health
conditions, including severe mental iliness. it may also include rural residents,
who often encounter barriers to accessing healthcare services. The vulnerability
of these individuals is enhanced by race, ethnicity, age, sex, and factors such as
income, insurance coverage (or lack thereof), and absence of a usual source of
care. Their health and healthcare problems intersect with social factors, including
housing, poverty, and inadequate education (AIMC, 2006). Source Link:
http://www.ajmc.com/journals/supplement/2006/2006-11-vol12-
n13Suppl/Nov06-2390ps348-s352







Frequently Used Acronyms

ASL: American Sign Language

€BO: Community-Based Organization

CC/HL: Cultural Competence/Health Literacy

DSRIP: Delivery Incentive Reform Incentive Payment Program
FQHC: Federally Qualified Health Center

FLPPS: Finger Lakes Performing Providers Systems

HHS: United States Office of Health and Human Services
HIPPA: Health Insurance Portability and Accountability Act
HPSA: Health Professional Shortage Areas

HRSA: Health Resources and Services Administration
1DS: Integrated Delivery System

LEP: Limited English Proficiency

MCO: Managed Care Organization

MEB: Mental, Emotional or Behavioral Disorder

NOCN: Naturally Occurring Care Network

PAC: Patient Advisory Committee

PAM: Patient Activation Management

PCP: Primary Care Physician

PPS: Performing Provider Systems

PPV: Potentially Preventable Emergency Room Visits
PDI: Prevention Quality Indicators — Pediatric

PQI: Prevention Quality Indicators — Adults



e e

SAMHSA: Substance Abuse and Mental Health Services Administration
SNF: Skilled Nursing Facility

TP: Target Population

UDS: Universal Data Set
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