Materials to have ready ahead of time

Name tags and sign-in sheet

Green sheet – asking about experience

Skit script as back-up

Initiating the conversation – mini-cards – into 20 stacks  (Figuring about 30 people)
Include in folder

Summary of last year’s progress 

List of power point presentations we have

Written copy of some slides with graphics

SYW materials

Keeping the Language Straight (w/DNR)

Conversation Triggers

Keeping the conversation going – follow-up questions
Yellow sheet – Circle of Keep/Eliminate/Do More Of

Table with other materials

SHARING YOUR WISHES – Year 3

April 24, 2007     AGENDA  


Start breakfast at 7:45
8:00
Introductions   (BETTY)
8:05
Outline of today’s meeting     (BETTY)
To discuss our collective experiences with Advance Care Planning, 
Practice initiating the conversation

Share new materials

Explore steps for our last year and beyond
Summary of last year’s progress

8:15
Ask people to fill out experience form       (BETTY)

Green paper
8:25
Share four or five of these anecdotes       (LISA)
8:35
Practice Initiating the Conversation        (LISA)
Willard and Jeff skit   (5 minutes)

Exercise

Ask people to be in pairs – choose a card and practice the first 1-2 minutes of a conversation.    Do this multiple times – switching back and forth.
Assume in all cases that the person does not have a health care proxy form.

If a particular situation doesn’t apply to you, imagine yourself in that role, change it to a situation that you would be in, or just choose another card.


If you want, write down “good starting phrases” on back of green sheet.

9:00
Share some of the written down good starting phrases, sentences.   (LISA)
(We’ll gather these – and type up to share back with all.)

[Distribute Folders]

9:10
Share new materials – remind people of current ones   (BEVERLY)
List of power point presentations we have – 
Written copy of some slides with graphics

Anything else in the folder
Next Year
9:20
Last year of the grant         (BETTY)

Stress they are the key and base, and we’ll talk in more detail about this


Let know of other outreach – doctors, lawyers, financial planners, EMT people,






Disaster preparedness groups, employers

The foundation will continue to supply materials; HPC will distribute.
9:25
Strengthening and continuing ACP in their organization       (LISA)

Use circle (Yellow paper)

“Within your own organization to strengthen Advance Care Planning”

Keep

Eliminate

Do More Of     

9:35
Put ideas about each of the three categories up on newsprint

What is needed in your organization to get where you want to be?
If they come up – write down ideas about what’s needed in the community.
9:55
Closing Remarks     (BETTY)
Also, see if anyone wants to be on an advisory group to work with selected groups above.

Betty will be sure to mention Central Registry and CHF web site re-tooling
Are they getting too much, or too little info from us.  Meet more often?

 We will keep your individual responses confidential and only report summary data.  
Use back of the sheet if you would like more space.
In the last year or so:
1.  About how many patients/client have you talked with about ACP, in more detail than only handing out the form?   

2.  Have any care plans been altered because of your ACP efforts?    YES           NO

           If yes, about how many?  __________________

           In what ways? 

3. Please provide at least two anecdotes about people’s experience with ACP (positive, negative, otherwise) that you would like to share with us?  (Without identifying details, of course.)

4. Are there other things you have done differently as a result of the training experience? 

(Such as talking with colleagues about the training, making a practice of bringing up ACP at certain times, sharing materials with a church or community group, etc.)
Willard and Jeff Skit            
(Sketchy outline – ad lib freely…….)    
(Intro and skit – 5 minutes)
Lisa read scenario

Willard is 85 years old, frail, and has a heart condition that limits his mobility.  For the last six months, Jeff has been coming in once a week to supervise his home health aide care.
Jeff:
I see you’re scheduled for open-hear surgery next week.  Is all your paper-work in order?


Have you completed your health care proxy form?

Willard:
I’ve always made my own decisions, and that’s the way I’m going to keep it.  
If something else needs to be done, my doctor can decide.

Jeff:
That’s true up to an extent.  There are certain things you doctor can’t decide to do on his own.

Willard:
Well, I don’t want to choose just one person in my family – the rest would feel left out and think I didn’t love them.
Situations for Initiating the Conversation
 

To be put slips of paper
[Many of put onto one page in the layout needed – this is in a separate document 


because the formatting is different.]

Obviously change depending upon your audience.  If you have time, could ask members in the group to suggest these situations themselves.

Regular reassessment of the care plan
Getting ready for scheduled open-heart surgery
Admitted to the rehab unit with a fractured hip

Elderly person who’s husband has died; had always figured that her husband could speak for her.
Just been admitted to the hospital with numbness in the right arm

Just been diagnosed with lung cancer

Asks about signing up for PERS (Personal Emergency Response System program)

Is getting ready to move into Longview
Who wants to have a friendly visitor

Newly diagnosed with dementia

Meeting about health insurance counseling, or financial planning

Has just seen how a friend has died and doesn’t want that to happen to them.

Within your own organization 
to strengthen Advance Care Planning

Keep Doing:

1.

2.

3.

4.


Add:





Eliminate:


1. 1.

2. 2.

3. 3.

4. 4.

For your own use and discussion.     (We will not be collecting this sheet.)

Betty’s notes for the April 24 meeting

Summary of last year’s progress

Our major accomplishment in the first year was to dramatically increase the resources in our community for advance care planning. We re-focused the Long Term Care Committee, identified and helped develop materials, supported two local people to be trained as trainers, trained more than 45 people as Facilitators, oriented another 30+ as Initiators, and began publicizing our enhanced capacity.

In the second year, we started with an evaluation of the program and outcomes to date.  These findings helped direct our focus: encouraging more individuals to take advantage of the enhanced ACP resources, developing a presentation on “talking with your family about your wishes,” creating a skit to introduce presentations, and additional publicity including the placemats. 

Beverly will be assembling lots of this info.

NEXT and LAST year

Stress the facilitators are the key and base, and we’ll talk in more detail about this

(We want to have the main focus of discussion being what facilitators can do in their own organizations.  However, we also want to let them know that they are not alone – that we are connecting with other sectors as well. And at some point later, we’ll want to find out if any of them are interested in working with these other groups, or have additional suggestions here.)

We need their input.

In our third, and last, grant-funded year, we will extend our reach and plan for sustainability.  
We will:

· Physician offices to incorporate ACP into their practices.  (will work w/local docs)
· EMT group      (July 18 meeting of  County EMS committee)
· Disaster preparedness groups in each locality

· Lawyers      (met with several – work towards a workshop)
· Religious community leaders 

· Funeral directors to incorporate SYW into their interactions with clients.

· Human resource professionals and large employers

We will also be talking with the Foundation to clarify several topics: 

1) availability of SYW materials and cost of this, 

2) having SYW materials on a web site, and 

In part depends upon input from groups such as us.

Suggestions on how to achieve sustainability

Our sustainability plan will be refined based upon CHFWCNY training and ideas from the other coalitions.  We are incorporating this focus into all the work that we do this year. Some initial ideas are to:

Within individual organizations

· Include explicit responsibility for ACP in job descriptions of health care staff .

· Include info about ACP in your organization’s printed materials and web sites.

· Train 5-8 people in partner organizations to use SYW materials and power points to conduct training and/or do presentations.  
· Develop Memoranda of Understanding with agencies to detail commitments for continuation of relevant parts; include a section on periodic reporting to the Health Planning Council.

· Make a difference if staff of health care orgs had done their own HCP?

· An on-line training module about ACP, with tests, discussion questions, etc.

On the community level, but ask organizations about
· Central Registry – where locate?

· Connection with POE – integrate SYW materials as part of the intake process

· Organize a speaker’s bureau and identify who will maintain this and report about it.

· Have a supply of ACP materials for distribution; identify funding streams.

On the community level – no need really to bring up
· Identify system of referring after the grant – maybe POE?

Sharing Your Wishes Progress Report         

Health Planning Council 607-273-8686

All dates are in 2006 unless otherwise noted

Developed Training and Presentations.  They can be tailored to the interests of the each group and event, and can include power point presentations, skits, exercises, group discussion, video, etc.  

These include:


Staff Training  
I - 4 hours

Public Presentations
30 minutes to 2 hours

Senior Groups

30 minutes to 1 ½ hours

Adults in workplace
30 minutes to 1 hour

Caregivers

1 – 2 hours

Brief Mention
 
2 – 6 minutes

Topics include:  advance care planning, talking with your family, initiating the conversation, difficult decisions, benefits and burdens,
Training of Health and Human Services staff and others

8 hours
   Second facilitation training to 20 people,  (Jan. and Feb, 2006)

1 hour     Orientation for Lakeside Nursing and Rehabilitation Center staff, offered twice (Apr) 

1 hour
   Orientation for new Health Department staff, I hour  (Jun)

2 hours   Workshop at Annual Depression Conference. (Dec) Attended mainly by counselors and

professionals for their clients as well as their own families and themselves. 

2 hours    Hospicare staff, same session offered twice to accommodate schedules. These were

very well received, even though mandatory for all staff. (Jan 07)

Senior Unit Luncheons

Varna, about 50 people (Oct)

Danby Senior Unit at Church Parish House, about 50 people (Jan 07)

Caroline Senior Unit at Community Center in Brooktondale, about 50 people (Feb 07)

Northeast Senior Unit at St. Catherine’s of Sienna Church Parish House, 30 people (Apr 07)

Family groups

Evening session to family members of residents at Lakeside. (Apr)

“Talking with Family” at McGraw House (Oct)

“Talking with Family” to residents and staff at Kendal at Ithaca, (Jan 07); due to resident concerns,

 prepared additional information about Do No Resuscitate Orders.

Central Registry

Worked with CMC on short note to glue onto CMC envelopes to explain Central Registry. (Apr)

Community Health Foundation conference call with CMC staff and 6 coalitions. (Aug)

At events organized by others - brief mention of SYW, answered questions, distributed materials

FLIC presentation on “How to talk to your doctor.” (May)

CDRC (Community Dispute Resolution Center) Breakfast for Wise Talk at Lifelong (Jun)

CDRC Wise Talk presentations at McGraw House (Aug) and Titus Towers (Mar and Sep)

FLIC Stroke Prevention Workshop (Sep)

Distributed regularly at monthly Cayuga Medical Center Silver Service Lecture

Ithaca College Gerontology Institute workshops 

Comfort Care (Apr)

Annual Conference (Sep)

Jeff Shephardson of CDRC (Sep)

Communication and Aging: What to do when it goes wrong  (Mar 07)

Attorney Presentation

Marcie Finlay’s presentation at McGraw House on legal aspects. About 40 attended. (May)

Faith Communities

Brief mention at Faith Breakfast sponsored by CDRC, Shared Journeys and 

Pastoral Counseling Service. (May)


Beth-El Grove, Marilyn Kinner gave 2 hour presentation (Nov)

Materials taken by facilitators for at least another three congregations.

Health Planning Council events
Dr. Pat Bomba spoke about MOLST (Medical Orders for Life Sustaining Treatment).  (Oct)

SYW materials in each gift bag for Home Health Aides at Gala Recognition (Nov)

HPC Annual Meeting (Dec)

Human Services Coalition Annual Meeting, used placemats, distributed materials (Feb 07)

Community Fairs

McGraw House Health and Service Fair (Jun)

Lakeside Health, Human Services and Safety Expo (Aug)

FLIC Annual Technology Fair (Oct)

County Office for the Aging Senior Citizens Fair (Oct)

Employee Benefits Fairs

Cornell University “Work, Life, Family Day” (Oct)

Ithaca College Benefits Fair (Nov)

Boyce Thompson Institute Open Benefits Fair (Dec)

On My Own Terms Coalition


Regularly attended monthly meetings

Distributed “Ask me about a Health Care Proxy” buttons to SYW facilitators (Nov)

Contributed to planning about Pain Management presentations and workshops

Evaluation  (Excerpts from the report are below)

Focus group discussion at Health Dept. (May)

Meeting with DSS Long Term Care Services staff (Jun) 

Breakfast meeting with Skilled Nursing Facility Social Workers (Jun)

Community Health Foundation of Western & Central New York workshops with the 6 coalitions

Refresher with Linda Briggs of Respecting Choices of La Crosse, Wisconsin (Mar)  

Working within nursing homes with Rhoda Meador and others (Apr)
Measurement and basic quality improvement study principles (May)

Planning publicity for November, conference call (Sep)

Evaluation reports by the six SYW Coalitions (Oct)

Distribution of Materials in the last two years

	Sharing Your Wishes
	

	     Planning guide w/proxy
	4030

	     Info booklet
	1721

	     Note to Proxy
	3273

	     Poster
	125

	     Proxy Forms only
	1027

	
	

	CMC envelopes
	2948

	
	

	Five Wishes
	537

	     Cinco Deseos
	4

	Hard Choices
	500

	     Decisiones Dificiles
	4

	Attorney General guides
	537

	Excellus
	274

	
	

	Scriptographs
	

	     Advance Directives
	171

	     End Of Life Decisions
	188

	     DNR
	160

	
	

	Keeping the Language Straight
	628

	Benefits and Burdens
	69


Regular use by organizations

500 guides for Cayuga Medical Center, at request of vice-pres. for patient services. (Sep)

Hospicare

Lifelong

County Office for the Aging

TIAA/CREF financial planner requested several hundred guides to use

Annual Evaluation

· In the summer 2006 we conducted numerous activities to measure the difference that our training has made with the staff of our partner agencies and to help identify future work.  
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Sharing Your Wishes training and materials have been incorporated into ongoing interactions with patients.
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Using Evaluation to Direct Steps  

Based feedback we developed:

1) An interactive presentation for seniors on “Talking with family members about your wishes” 

2) A skit to start a half-hour discussion/presentation for older adult groups (done)
3) Presentations about ACP within skilled nursing facilities for residents

4) Some facilitators want more training of other staff in their facility (SNF, hospital)
5) One-pager with follow-up questions to “Oh, we already do Advance Care Planning.” (attached)
6) Training for facilitators on initiating the conversation, keeping it going and making a SYW referral.
A related need we identified but are not in a position address:   improving the transfer of proxy forms and other information when a patient is transferred to, and/or from, a hospital or home care agency.
Number of patients








