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The IOM Future of Home Health Care report highlighted multiple ways for home health agencies to position themselves
for success as health care delivery systems move toward patient-centered cross-setting care approaches.
Recommendations include a focus on collaborating across multiple settings to deliver interdisciplinary plans of care
informed by evidence-based practices. In the context of increasing referrals to home health after hospitalization, home
health agencies are ideally positioned to be key partners for hospitals in efforts to reduce hospital readmissions.

Yet, multiple barriers exist to effective care coordination between home health and clinicians in hospitals and other
settings. In addition, more evidence is needed to guide care as patients move from the hospital to home health.

The participants will receive an understanding of successful models of care transitions, challenges to implementing
interdisciplinary plans of care across settings, and opportunities to build evidence and improve care transitions to home
health care. In addition, the presenter will discuss how home health agencies can participate in research to build the
home health care evidence base.
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Presenter:

Christine D. Jones, MD, MS, is an Assistant Professor of Medicine at the University of Colorado,
Denver where she is the Director of Care Transitions and Director of Scholarship for the Hospital
Medicine Group. Dr. Jones graduated from Emory Medical School and completed her residency
and chief residency, at the University of New Mexico in Albuquerque, New Mexico. She
completed a Preventive Medicine Residency and a Research Fellowship at the University of
North Carolina at Chapel Hill in 2013. Dr. Jones is funded by the Agency for Healthcare Research
and Quality and the National Institute on Aging to complete research involving care transitions
from the hospital to home health care. Her goal is to improve care coordination between
clinicians in different settings to optimize outcomes for recently-discharged patients.



http://link.springer.com/article/10.1007%2Fs11606-014-3056-x
http://link.springer.com/article/10.1007%2Fs11606-014-3056-x

Building Evidence in Home Health Care - The Case of Care Transitions

Thursday, March 23, 2017 -- 11:30 am to 1:00 pm

REGISTRATION INSTRUCTIONS:

Convenience: Enjoy the convenience and cost-efficiency of a webinar — watch the speaker’s slide presentation

from your agency who may participate at your site using one phone line and a computer with internet access.
recorded and available to registrants through September 23, 2017. Use the recording link for 6 months to tra
agency!

Confirmation: Prior to the webinar, a confirmation will be e-mailed to you. This confirmation will include
presentation handouts, the sign-in sheet, and evaluation, as well as a link enabling you to access the webinar.

Cancellation Policy: Fees will be refunded only if written cancellation is received by HCANH two weeks prior to the webinar and no
n, or charge, $40 of

refunds after the dial-in number is sent to your agency. In the event of a written cancellation, HCANH will retai
the initial registration fee, per registrant, to cover administrative overhead.
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$269

Registration:

Attendee Name: Agency Name:

Agency Address Agency City, State, Zip:

Attendee Email:

Phone: Alternate Email:
Payment:
| owe the amount of $ for the course selected above.
=
0 My check payable to (HCANH) is enclosed. O chargemy: O | VISA [ vaste
Credit Card Number Exp. Date Security code

Name (as it appears on card)

Address (of cardholder)

Signature (required)

Registration must be received in writing and will not be accepted without payment.

Mail, fax or e-mail form to:
Home Care Association of New Hampshire, 8 Green Street, Concord, NH 03301
Fax: 603-225-5817, Ph: 603-225-5597, E-mail information to: ekingsley@homecarenh.org

Please contact Beth Kingsley at HCANH if you have questions about registering.
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