2010 Aging Concerns Unite Us (ACUU) Conference
Conference Theme: Redefining Aging
June 8-9, 2010 ▫ Desmond Hotel & Conference Center, Albany, NY
Workshop Proposal – Deadline October 23, 2009
(Use one form per workshop submission)

Please submit typed Word document to karen@nysaaaa.org  Incomplete and/or handwritten proposals will not be reviewed. A limited number of workshop slots are available. Notification will occur by early December, 2009. Workshop Proposal form posted to www.nysaaaa.org/acuu  
Presentation Information
Workshop Title: “Strategies to Improve care transitions : the senior’s and caregivers experience”___
1. Description of the presentation –– please provide a clear description of your program/ presentation – not to exceed 250 words.  (NYSAAAA reserves the right to edit workshop titles and descriptions to accommodate space restrictions in the program)
Research has widely documented that there are difficulties with care coordination and communication as a patient transitions between health care settings. During this time, seniors who have a chronic illness are at risk for serious complications, caregivers have difficulty managing their loved ones healthcare needs, and they have difficulty getting their questions answered. Although, the patient and caregiver are critical members of the healthcare team, they often feel left out of important conversations regarding their care and feel their preferences are not considered. 

AARP released in March 2009 a report, “Beyond 50”, that provided a snapshot of patient and caregiver’s experiences as they encountered the healthcare system during treatment of their chronic diseases. The report highlighted patient and caregiver factors that influence the outcome of their care transitions. Some of the contributing factors that patients and caregivers reported were:  

· Not able to remember their physician instructions
· Unaware of what questions to ask their healthcare provider

· Having unrealistic expectations of the health care professionals caring for them
· Having difficulty arranging for assistance 
· Finances or affordability of needed care

· Not enough time for competing demands, of work, family and the needs of their loved one

· Patient’s loss of mobility 

· Language barriers

 A hospitalization is a time of crisis for the patient and their caregiver, and despite the hospital healthcare team providing discharge planning instructions to the patient and caregiver, the patient is not able to effectively listen and hear the critical information that is being given until they are home, alone and realize there is information they needed, but its too late. Once the patient is discharged from the hospital, the hospital staff that took care of them may not be available and the patient’s primary care physician may not have been aware that the patient had a change in their condition, leaving the patient and caregiver with no contact to their healthcare team during the a high risk time of their illness. This situation causes anxiety and a lack of confidence to manage their chronic illness in this early post-acute period. Without assistance post hospital discharge, there is a higher probability that the patient may be re-admitted to the hospital. 

IPRO’s care transition team has developed senior and caregiver informational sessions that will provide the patient and caregiver with strategies and tools that can assist them to get the information they need to prepare for hospital discharge. The session uses patient experiences to introduce the strategies and tools and is presented in a participative learning format. The evaluation of these sessions will be tracked and revisions to the program will occur based on the participant’s responses.

2. Brief description of the tools, ideas, or strategies participants will take away to help them in their work:
· Next Step In Care website developed by the United Hospital Fund has many tools to assist seniors and their caregivers during care transitions. The tool “Going Home: What You Need To Know” is used as a guide for planning hospital discharge. 

· The Care Transition Intervention developed by Dr Eric Coleman uses four pillars as the framework for his “coach” intervention. The four pillars are physician follow-up appointment, medication management, knowledge of “red flags”, and the personal health record. 

· The “personal health record” can organize the patient’s health information and provide a method for the patient and caregiver to inform their healthcare provider of changes that have occurred between encounters.
3. Focus Area.  Refer to description on page 3, then mark one box below that most accurately fits:
___Promoting Healthy Aging
 ___Geriatric Mental Health 
 
____ LTC Continuum


___Nutrition


 ___Public Policy & Advocacy 
__X__Quality of Life
___Tools for Running Your Organization

4. Presenter 1

Speaker’s Full Name: _____Christine Stegel__ Title:___Performance Improvement Coordinator______________
Organization:  __________IPRO__________________________________________________________________
Address:
  ___20 Cporporate Woods Blvd_________________________________________

City/State:
_____Albany, NY______________________ Zip:__12211___________________________

Phone:  __518-426-3300_____________  Fax: ___518-426-3418_____________________________
Email Address: ______cstegel@nyqio.sdps.org_________________________________
Presenter 2

Speaker’s Full Name: ___Beth Van Bladel____________ Title:_____Care transitions Consultant__________

Organization:  ______IPRO___________________________________________________________________
Address:
  ____Same as above_________________________________________________________

City/State:
_______________________________________________ Zip:_____________________________

Phone:  _________________________________  Fax: ________________________________________________ 
Email Address: ___beth@bvbsolutions.com____________________________________
Presenter 3   (maximum of three)
Speaker’s Full Name: ________________________________ Title:_______________________________________

Organization:  _________________________________________________________________________________
Address:
  _______________________________________________________________________________

City/State:
_______________________________________________ Zip:_____________________________

Phone:  _________________________________  Fax: ________________________________________________ 
Email Address: _____________________________________________________________________
5. Brief biography for each presenter (50 words or less) for introductory purposes at the conference.
Christine Stegel RN, MS, CPHQ is a Performance Improvement Coordinator for IPRO, the Medicare Quality Improvement Organization for New York State, in contract with the Centers for Medicare & Medicaid Services (CMS). Her responsibilities at IPRO include collaborating with health care providers and industry stakeholders on the priority areas identified for focus by CMS, to improve health care for Medicare & Medicaid beneficiaries. Ms. Stegel has developed collaborative partnerships with the health care provider community to support the design and development of performance improvement initiatives addressing patient care management, improved communication and transitions of care across provider settings and achievement of positive patient outcomes. Ms. Stegel is currently working on the Care Transitions Heath Care Quality Improvement Team within IPRO. 
Ms. Stegel has over twenty-five years of home health care experience, inclusive of direct care delivery, multidisciplinary supervision, performance improvement and operations management. 
Beth van Bladel is the Founder and Director of the Capital Region Patient Advocacy & Navigation Project, a grassroots endeavor dedicated to teaching healthcare advocacy and navigation skills to our community. She served on the Board of Directors and Finance Committee of the Community Caregivers, Inc. She is also a Certified Public Accountant (CPA) licensed in the State of New York and a Freelance Consultant providing Corporate Finance and Accounting Services to high growth companies. She served on the Board of Directors of the New York State Society of CPA’s and is a Past-President of the Northeast Chapter.

6. Special Needs. Please notify us regarding any special needs (e.g., access, vision, hearing) of presenters so that we can make accommodations in advance of the conference. Please describe below:
Date Submitted: ___10/23/09__________
Name _____Christine Stegel_______     Organization:_______IPRO_______________________ 
  

If you are listed above as one of the presenters, it is not necessary to provide the following:
Address: __________________________________________________________________________

City_______________________________State___________Zip______________________________
Phone:______________________________  E-mail________________________________________    

	Proposal Checklist:
· Provide workshop title, description and focus area  

· Provide complete contact information for all presenters

· Provide a brief biography for each presenter
For Workshops that are accepted:

· Make arrangements for audio visual equipment, if needed
· Register for conference and pay conference registration fee
· Bring 75 copies of handout materials to the conference. 

	Check desired date (We will do our best to accommodate).  Length of workshop is approx 1 hour 15 minutes
Date:      ____ Either day okay – June 8th or 9th 

              ____  June 8th only            _____ June 9th only




   For questions, please contact:

   Karen Thornton, Meeting & Membership Coordinator

   New York State Association of Area Agencies on Aging
   272 Broadway, Albany, NY  12204-2717

   Phone: (518) 449-7080 ▪ Fax: (518) 449-7055
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