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Post Acute Care
Patient Placement
Playbook

A document to provide resources to help ensure
comprehension of the discharge process and
support successful transitions from hospital to
post-acute care settings.
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Infroduction

This project highlighted the unique challenges hospitals face regarding decompression efforts, identify strategies to mitigate
the challenges and barriers, and provide lessons learned from rural states, and at a national level.

This playbook is a result of the workshops and research into hospital decompression strategies within Maine and national
best practices.

Overview

During COVID and even still now Maine acute care hospitals are experiencing unprecedented patient placement
challenges resulting in hospital surge capacity issues.

Hospitals are seeking innovative ways to help make certain that patients are discharged to the appropriate care setting,
be that the patient’s home or another community health care setting, with the goal of improving quality across the
confinuum of care.

Safe and effective decompression at the hospital level requires a medical surge back into the “community
setting”. Community settings such as skilled nursing facilities, long-term care facilities, and home health play a vital role in
the healthcare ecosystem but are rarely engaged or partnered with outside of acute circumstances. The term “community
setting” does not include only agencies/facilities licensed to provide medical care. Considerations should also include
residential type locations and home care dependent on the level of care required for the individual patient.

Purpose

This playbook is designed to be a resource for providers to help improve the hospital discharge process for both patients
and family members. The playbook will provide centralized resources to help ensure comprehension of the discharge
process and support successful fransitions from hospital to post-acute care settings. It will also provide links to additional
resources and help enable a positive experience for everyone involved. Addifionally, this playbook will emphasize the
importance of communication and collaboration between patients, family members, and other healthcare professionals.

This list is not exhaustive, and every attempt has been made to provide accurate resources. The inclusion of any
organization, agency, business, or service in this playbook does not imply or constitute an endorsement or
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recommendation, nor does exclusion imply disapproval. To the best of our knowledge, the information contained in this
playbook was accurate and current at the time of publication. Playbook users are encouraged to contact Office of Aging
and Disability Services (OADS) or other healthcare providers for additional information or resources.

Scope

This resource playbook will provide resources and detailed steps that cover the discharge process, from preparation for
discharge to transitioning from hospital to community settings or home. It will include information on who is involved in the
discharge process, steps to promote a successful transition, and resources for adequate support. Additionally, this playbook
will include information on how to effectively communicate with other healthcare professionals and family members. It will
also provide links to additional resources to ensure a positive experience for all.

How to Use this Playbook

This Playbook was designed to flow along with the patient discharge process.

Prior to preparing to discharge a patient please review the Quick Guide to Referral for Long Term Services and Supports
(LTSS) Community Services.

A patient placement/discharge algorithm was developed to assist in the workflow of patient placement into community
settings. A full page version of the flow chart is available in here.

This playbook is divided into four categories (Coordination, Complexity, Compensation and Capacity) which were
developed based on the
outcomes of the workshops
focusing on barriers to

patient flow. Coordination

Image 1: Barriers to Patient Placement
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Image 2: Patient Placement Workflow
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Each category includes:

Description: Explanation of the category

Desired Outcome: The desired end state

Objective(s): A component of achieving the outcome

Activity: Steps that can be taken to reach an objective

Resources: Information supporting the activities

Level: The level at which the objective/activity likely occurs for each category, which is denoted by any of the six
icons in the left hand column. Those denoted by icons include:
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Table 1: Level Description

Icon Description of Level

—@ Acute Care Provider/Case Management- Acute care is a level of healthcare wherein a
HHE patient needs immediate yet brief freatment. Acute care is typically provided in a hospital
E M E setting by a variety of experienced clinicians.

Case Management is a dynamic process that assesses, plans, implements, coordinates,
monitors, and evaluates to improve outcomes, experiences, and value.

Patient and Family or Support System- A support system can include a patient's family
and/or their friends.

Healthcare Workforce (Acute and Post-Acute)- The health workforce refers to all of the
people who deliver or assist in the delivery of health services or help operate health care

facilities.

Healthcare Coadalition (HCC)- HCCs are groups of local health care and responder
organizations that work together on challenges and find solutions that improve
emergency preparedness and the health and safety of their communities

Home Care Agencies or in home caregiver- Home care includes any professional support
services that allow a person to live safely in their home. In-home care services can help
someone who needs assistance to live independently; is managing chronic health issues;
is recovering from a medical setback; or has special needs or a disability.

Professional caregivers such as nurses, aides, and therapists provide short-term or long-
term care in the home, depending on a person's needs. Caregivers can also be a family
member or paid helper who regularly looks after a sick, elderly, or disabled person.

Vet Emergency Medical Services (EMS)- EMS agencies that provide transport of patients
op A} between two healthcare facilities or healthcare facilities to residential care or home
ooy (Acute to Post-acute).
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Quick Guide to Referrals for LTSS Community Services!

Determine if consumer was accessing LTSS services at home
e Did they have a care coordinator through Alpha One, CarelLync or SeniorsPlus?
¢ Did they have a worker who helped with personal care?
e To facilitate discharge planning, you'll want this information soon after admission,

Have they been assessed by Maximus related to their stay at your facility?2
e s the consumer’s primary pay source Mainecare?
¢ Did they need to apply for Mainecare for their copay?
e If Maximus has assessed, and consumer was previously receiving services through a community program, their
services have been terminated. Do not call Aloha One/ CarelLync/SeniorsPlus in these cases.

If a consumer had services prior to admission and has been away from home less than 60 days, and has not been
reassessed, call the Service Coordination Agency (SCA) that has been working with them (Alpha One/
Carelync/SeniorsPlus). ***Services will not resume unless you notify the SCA.*** This includes consumers who are self-
directing their care, even if caregiver is a family member.

If a MaineCare member has been terminated from community services due to end of suspension or assessment while in
facility/hospital, OADS can facilitate transition back to community services.

OADS will:
e Inform you of the services on consumers plan of care so you will know how many hours you are looking for providers
to cover

e Notify Maximus of discharge date so community plan can be made active *
e Provide interim biling authorizations so PSS providers may start upon discharge
e Alert the appropriate SCA (Alpha One/EIM) of pending discharge
You will:
e Search for agency to staff consumer’s plan of care
e Provide OADS with name of agency agreeing to provide services
e Provide updated discharge date, ideally 3 days in advance
*Consumers suspended for more than 60 days from State-funded programs are subject to waitlist.

1 Adopted from Maine Department of Health and Human Services Aging and Disability Services Quick Guide to Referrals for LTSS Community Services 6/23/2023 (available
upon request)
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COMPLETE THIS PROCESS FIRST Referral to LTSS Community Services for Discharge Planners
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Patient Placement/Discharge Planning Process Flow
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Coordination

The process of finding the right patient for the right bed should be a coordinated process that incorporates accurate
transportation availability, bed availability, and the needs of the patient to ensure that all patients are receiving the best
possible care and the inefficient use of beds and resources is minimized.

Desired Outcome

A process that involves a multidisciplinary team of healthcare professionals that takes intfo consideration the individual
needs of the patient, the resources available, and the needs of the organization. A system should be put in place to ensure
that the patient is placed in the right bed in the right facility.

Level Objective Activity Resources
Increase the accuracy of e The Healthcare Coalition of Maine Healthcare Coalition of
bed availability coordination should promote the need for Maine
consistent and accurate reporting
of real time bed availability (staffed | EMResource Hospital Bed
beds) into appropriate reporting Availability
systems. Emergency
@_ e Healthcare facilities should Communication Systems
]E E participate in information gathering | Coordinator
-+ and/or information sharing within Nate Riethmann
local response structure(s) when nathaniel.riethmann@mai
requested. ne.gov
e Promote effective communication
among healthcare organizations,
clinicians, home care liaisons,
patients, and family
members/caregivers for optimal
discharge planning
Coordination 3 I Pa ge

.
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https://www.mainehccs.com/
https://www.mainehccs.com/
mailto:nathaniel.riethmann@maine.gov
mailto:nathaniel.riethmann@maine.gov

Level

Objective

Determine if a patient is able
to make and communicate
informed decisions or meet
essential requirements for
physical health, safety or
self-care.

Activity

Identify the need for guardianship or
alternative.
Get support additional support

Resources

Adult Guardianship and

Alternatives

DHHS Rule on Public

Guardianship/Conservator

ship

OADS@maine.gov

Coordinate the post-acute
care placement for patients,
ensuring that each patient is
placed in the most suitable
facility or service for their
individual needs.

Coordinate with HCCME to identify
resources available or to stand up a
workgroup of organizations involved
in post-acute care placement.
Involve the patient and their
family/caregiver in the discharge
planning process

Ensure that the patient and their
family/caregiver are included in all
discussions and decisions related to
their discharge.

Coordinate with community
resources: Work with community
resources, such as home health
agencies, to ensure that the patient
has the necessary support in place
after they are discharged. This may
include arranging for home health
care, meal delivery, or
transportation services.

Schedule follow-up appointments:
Schedule follow-up appointments
with the patient’s primary care
provider or any specialists as
needed. This will ensure that the

Healthcare Codlition of

Maine

Home Health Agencies in

Maine

Coordination

L4

j ]
w g o
LR
e
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https://www.maine.gov/dhhs/oads/get-support/aps/guardianship
https://www.maine.gov/dhhs/oads/get-support/aps/guardianship
https://www.maine.gov/sos/cec/rules/10/149/149c5-15.doc
https://www.maine.gov/sos/cec/rules/10/149/149c5-15.doc
https://www.maine.gov/sos/cec/rules/10/149/149c5-15.doc
https://www.mainehccs.com/
https://www.mainehccs.com/
https://gateway.maine.gov/dhhs-apps/aspen/index.asp
https://gateway.maine.gov/dhhs-apps/aspen/index.asp

Level

Objective

Activity

patient continues to receive
appropriate care after they leave
the hospital.

Assist the patient and their
family/other support systems to
identify individualized discharge
needs while also verifying the
accessibility of services and the
affordability of the discharge plan.

Resources

3:- @

il

Bl

Maximize post-acute care
placement efficiency and
minimize extended
admissions in acute care
facilities.

Coordinate fransportation needs
with EMS

Coordinate with HCCME to identify
resources available or to stand up a
workgroup of organizations involved
in post-acute care placement.

Maine EMS Reqgions

Healthcare Coalition of
Maine

liéjflﬂ
B R
[

Ol

Fle

Develop community
partnerships to address
equity in discharge planning

Collaborate with the healthcare
codlition in your region

Hospital Association
Healthcare Association (LTC)

Home Health Agencies

Healthcare Coalition of
Maine

Maine Hospital Association

Maine Hedalthcare
Association

Home Health Agencies

Coordination

vwgd
O m?
ofe
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https://www.maine.gov/ems/EMS-regions
https://www.mainehccs.com/
https://www.mainehccs.com/
https://www.mainehccs.com/
https://www.mainehccs.com/
http://www.themha.org/
https://www.mehca.org/
https://www.mehca.org/
https://gateway.maine.gov/dhhs-apps/aspen/index.asp

Level

L < _'_E'|
Ey‘ % ﬁ @

Objective

Regularly assess inequities in
access to care, access to
countermeasures, and
health outcomes and use
findings to guide community
partnerships and address
needs

Activity

e Collaborate with other healthcare and
community health services through the
healthcare coalition in your state/region.

Resources
Join the Healthcare

Codlition of Maine

Coordination
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https://www.mainehccs.com/submit-an-organization-agreement-form
https://www.mainehccs.com/submit-an-organization-agreement-form

Complexity

Aim to improve post-acute care placement of complex patients and ultimately load balance acute care facilities by
finding the right bed or services for the right patient in a timely manner.

Complexity is referring to:

e Behavioral health diagnosis

e Social complexity, such as housing instability, incarcerations, or insurance complexity

¢ Medical complexity, such as chronic medical conditions or discharge to post-acute care (e.g., dialysis care and/or
transportation, isolation, bariatric care, TBI)

Desired Outcome:

Improved patient outcomes, increased satisfaction among patients and their families, and reduced costs, time, and
resources wasted due to the inefficient use of beds and resources. Additionally, acute care facilities will benefit from
improved efficiency due to the better alignment of patient needs with available resources.

Level ' Objective Activity Resources
= Assess the patient’s specialty e Conduct a comprehensive Discharge Needs
HHHH needs and create a plan of assessment of the patient’s needs Assessment Factors? (list of
1 care that outlines the o Identify appropriate actual and potential
necessary steps for a safe specialized facility for patient | discharge planning needs

and successful discharge. care needs of the patient/family)

|dentify the patient’s specialty

needs and create a plan of

care.

o Discuss plan of care with
patient and family members.

o Educate patients and family
members on the plan of care.

i
i}
@)

2 University of Texas Medical Branch -https://www.utmb.edu/

Complexity 7 I Page
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https://www.utmb.edu/policies_and_procedures/IHOP/Supporting_Documents/IHOP%20-%2009.02.07%20-%20Use%20and%20Disclosure%20of%20Inpatient%20Protected%20Health%20Information%20(Discharge%20Needs%20Assessment%20Factors).pdf
https://www.utmb.edu/policies_and_procedures/IHOP/Supporting_Documents/IHOP%20-%2009.02.07%20-%20Use%20and%20Disclosure%20of%20Inpatient%20Protected%20Health%20Information%20(Discharge%20Needs%20Assessment%20Factors).pdf

Level | Objective ~ Activity Resources
o Arrange for necessary follow-
0’ up appointments and

op l; referrals.

Co—oy o Arrange for specialty
fransportation

— @ Provide tfraining and support Support the family and caregivers of | Training for Family
=HEE to caregivers and family complex patients. Caregivers of Members
E T E members of patients o Share available resources. Initiative

requiring complex post-
acute care placement or
support.

o Provide fraining and support
services to family caregivers.
o Share available providers and
services with family and
caregivers.
|dentify Specialty Equipment needs
for each patient and facilitate the
ordering process for family and
caregivers.
Provide patients and family with
resources to support their decision
making of appropriate facility
selection.
Provide resources to caregivers and
family members on the basics of
post-acute care, including the
different levels of care, payment
options, and the process for
placement.
Train Providers in Evidence Based
Practices for Behavioral Health and
Substance Use Disorder

Benefits of ePrescribing
DME

Training for Family
Caregivers of Members

How to choose a
residential mental health

facility

Family Checklist

The Caregiver’'s Handbook

NIH Caregiving resources

Family Careqgiver Alliance
Resources

Complexity

(}G
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https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.3-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.3-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.3-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/103.2-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/103.2-Project-Overview-Updated.pdf
https://www.beckershospitalreview.com/strategy/solving-the-dme-ordering-puzzle-leading-health-systems-share-how-eprescribing-improves-dme-ordering-processes-increases-clinician-satisfaction-and-accelerates-discharges.html
https://www.beckershospitalreview.com/strategy/solving-the-dme-ordering-puzzle-leading-health-systems-share-how-eprescribing-improves-dme-ordering-processes-increases-clinician-satisfaction-and-accelerates-discharges.html
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/103.2-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/103.2-Project-Overview-Updated.pdf
https://artausa.org/choosing-a-residential-mental-health-facility/
https://artausa.org/choosing-a-residential-mental-health-facility/
https://artausa.org/choosing-a-residential-mental-health-facility/
https://order.nia.nih.gov/sites/default/files/2023-03/caregivers-handbook-nia_0.pdf
https://www.nia.nih.gov/health/caregiving
https://www.caregiver.org/caregiver-resources/all-resources/
https://www.caregiver.org/caregiver-resources/all-resources/

Level | Objective ~ Activity Resources |

Increase partnerships to e Coordinate with healthcare partners | Healthcare Coalition of
improve the process for through the HCCME to identify Maine
identifying resources for specialty facilities and services.
patients with complex care e Coordinate with healthcare
needs and enhancing their coalitions in neighboring states to
access to a continuum of identify the closest LTAC or other
care. specialty facilities.
e Coordinate with EMS to secure Maine EMS Regions

transportation including specialty
transport (i.e., bariatric capability)
prior to discharge date.

e |dentify available programs that Maine Long-term Care
provide supportive community and | Services
facility-based services to older adults
and adults with physical disability.

L

Complexity 9 I Page
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https://www.mainehccs.com/
https://www.mainehccs.com/
https://www.maine.gov/ems/EMS-regions
https://www.maine.gov/dhhs/oads/providers/long-term-care-services
https://www.maine.gov/dhhs/oads/providers/long-term-care-services

Determine patient eligibility for the right patient care services by assessing the patient's financial situation to ensure that
they receive the care and services they need and work to ensure that the appropriate reimbursement for those services is
found.

Ensure that the patients are receiving the right care and services they need, and that facilities and caregivers are being
reimbursed properly for those services. Additionally, ensure that the patient is receiving the best care possible for their
financial situation and that they are not unduly burdened by the cost of treatment.

Level Objective Activity Resources
Determine placement e Complete a Medical Eligibility Maximus Tools
@'_ eligibility by referring patients Determination (MED) assessment
]EBHEl for assessment to determine referral
BE Medical Eligibility. o Ensure that all necessary

paperwork is completed,
including discharge
instructions, medication lists,
and any other relevant
documents.
e Complete a patient assessment for MAXIMUS
eligibility through Maine’s Statewide
Assessing Services.

Train the workforce on e Train case management staff on the | LTC Assessment Referral
eligibility standards to avoid eligibility assessment referral process. | Training
- delay and enhance timely
= access to post-acute care
services.
Compensation ]0 I nge

(i)
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https://maximusclinicalservices.com/svcs/maine
http://www.maximus.com/ascend/maine-asa/
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/NF-Training-082919.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/NF-Training-082919.pdf

Level Objective Activity Resources

Provide Family/Caregivers e Assist patient, family or caregivers
with financial eligibility with application for healthcare MaineCare Information
% information financial support services

e Educate patients and family

; MaineCare Application
members on MaineCare

o Services include: Application for Long Term
State Funded In Home and Care Maine Care
Community Home Based
Care; and Medicaid Waiver
for Elderly and Adults with
Physical Disabilities;

] | MaineCare Home Health

BHHH Services, MaineCare Private ' '
EE Duty Nursing Services, Nursing | MaineCare Regulations
Facility and Residential Care
Services.

o Gain a working knowledge of
eligibility standards

Compensation ]] I nge

()

=



https://www.maine.gov/dhhs/ofi/applications-forms
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/GeneralApp.pdf
https://www.elderlawinme.com/wp-content/uploads/2021/09/MaineCare-LTC-Application.pdf
https://www.elderlawinme.com/wp-content/uploads/2021/09/MaineCare-LTC-Application.pdf
https://www.maine.gov/sos/cec/rules/10/ch101.htm

Capacity

Post-acute care resources are available to ensure that patients have the necessary placement opftions, support, and
resources to meet their needs for placement or assignment of caregivers.

Patients will receive the necessary support and resources to meet their needs for post-acute care placement or caregivers,
have access to quality post-acute care services, effectively transition from acute care to post-acute care, reduce health
disparities and ensure equitable access to care for all patients.

Level Objective Activity Resources

HHHH

Ensure equitable access to
post-acute community
based healthcare, public
health , and social services
resources.

Assess available post-acute
placement options for each patient
in an acute care setting.
Assess eligibility for placement for
each patient in an acute care
setting.
o Long-Term Care (LTC)
Advisory
o Pre-Admission Screening and
Resident Review (PASRR)
Additional resources for PASRR and
Medical Eligibility Determination
MED Assessment (webinars, how to
guides and additional resources.

Find a Facility

Office of Aging and
Disability Provider Directory.

Maine Medical Eligibility
Determination Forms and
Protocols

PASRR and MED
Assessment

Capacity
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https://www.mehca.org/findafacility
https://www.maine.gov/dhhs/oads/providers/provider-directory
https://www.maine.gov/dhhs/oads/providers/provider-directory
https://www.maine.gov/dhhs/oads/providers/medical-eligibility-determination
https://www.maine.gov/dhhs/oads/providers/medical-eligibility-determination
https://www.maine.gov/dhhs/oads/providers/medical-eligibility-determination
https://maximusclinicalservices.com/svcs/maine
https://maximusclinicalservices.com/svcs/maine

Level Objective \ Activity Resources

Plan for a timely fransition of

Begin hospital discharge planning

representative) and his or her
caregivers/support persons as active
partners in the discharge planning
for post-discharge care.

Inform the patient and/or
representative of their freedom of
choice in selecting their Post-Acute
Provider/Service.

Engage patients and family
members in the transition from
hospital to home

—@ patients from inpatient to when a patient is admitted. Example Discharge
E T @ outpatient or home care. e Begin the determination of financial | Planning Checklist for
eligibility (See Compensation) Patients
e Involve the patient and family in ) )
discharge planning to improve IDEAL .Dlschorqe Planning
. Overview, Process, and
patient outcomes, reduce -
e Checklist
unplanned readmissions, and
Q .0 in;reose po’rien’r‘ satisfaction. Residential and Nursing
_'TJ[J_‘ e This plan should_ mclpde any Care Services
|\ necessary medications, tfreatments,
e and follow-up appointments. Maine Medical Facilities
—@) Empower the patient and e Focus on the patient’s goals and
=FHE family with placement and treatment preferences and include
E T @ care decisions. the patient (and/or the patient’s

CMS 3317-F and CMS 3295-
F Final Rule

IDEAL Discharge Planning

Capacity
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https://www.medicare.gov/publications/11376-discharge-planning-checklist.pdf
https://www.medicare.gov/publications/11376-discharge-planning-checklist.pdf
https://www.medicare.gov/publications/11376-discharge-planning-checklist.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Tool_1_IDEAL_chklst_508.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Tool_1_IDEAL_chklst_508.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Tool_1_IDEAL_chklst_508.pdf
https://www.maine.gov/dhhs/oads/get-support/older-adults-disabilities/residential-and-nursing-care-services
https://www.maine.gov/dhhs/oads/get-support/older-adults-disabilities/residential-and-nursing-care-services
https://www.maine.gov/dhhs/dlc/licensing-certification/medical-facilities/hospitals
https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20732.pdf
https://www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20732.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Implement_Hndbook_508_v2.pdf

Level Objective \ Activity

i
-1

p

Recruit and retain a
healthcare workforce that is
fully staffed for daily needs.

Provide resources for providers of

health care, behavioral health, and
long-term services and support
recruiting and retaining workers.

Resources

Maine DHHS Recruitment
and Retention Toolkit

[EEE]

i

Develop a resilient,
adequately resourced,
frained, and supported
health care workforce to
improve timely access to
services.

Inform leadership of Office of Aging
and Disability Services Home and
Community Based Services (HCBS)
Projects: Timely Access to Services
Train the workforce, market to
potential workforce

Engage and Empower
Direct Support/ Direct Care
Staff Initiative

Home and Community
Based Services Workforce

Marketing

Share Hospital, LTC, home
health bed capacity status.

Access bed reporting systems to
identify placement options.

Report bed availability at least daily
in available systems.

The Healthcare Coalition (HCC) can
share bed availability data as
requested to help with discharge
decisions and load balance acute
care facilities.

Request assistance from the HCC to
identify specialty facilities outside of
Maine.

Hospital Bed Reporting
(login page)

Capacity
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https://www.maine.gov/dhhs/recruitment-and-retention-toolkit
https://www.maine.gov/dhhs/recruitment-and-retention-toolkit
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.2-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.2-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.2-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.8-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.8-Project-Overview-Updated.pdf
https://www.maine.gov/dhhs/sites/maine.gov.dhhs/files/inline-files/102.8-Project-Overview-Updated.pdf
https://emresource.juvare.com/login
https://emresource.juvare.com/login

Appendix A: Family Checklist to Identify Specialty Care

[0 | Research the different types of specialty healthcare facilities and agencies that can provide the complex care your family
member requires. Key words:
post-acute care
long-term care
rehabilitation

skilled nursing facility
assisted living facility
subacute care

hospice care

home health care
geriatric care

palliative care

post hospitalization care
long-term acute care

O | Determine your family member's healthcare needs and medical condition:

O Is your family member in need of surgery or other complex medical procedures?
O Does your family member have a chronic condition that requires ongoing care?
O What type of specialty care does your family member need?

Oo0Ooo0Oo0OoOOooOooOooaa

O | Contact facilities or agencies to discuss your needs and the services that they offer.
O Whatis the cost of care?

O Is there a waitlist for appointments or admissions?

O Does the facility offer any support services for family members?e

O | Determine the location of the specialty healthcare facility:

O Is the facility close to home or work?

O Are there any transportation options available?

O | Ask for referrals from local healthcare providers, such as doctors or hospitals, to determine the best facility for your needs.

O | Research the facility or agency thoroughly, including reading reviews from previous patients and their families.
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\ Family Checklist to Identify Specialty Care

O | Visit the facility in person to get a better sense of its quality and to ensure that it will provide the level of care that you need.

O | Ask about the facility or organization’s treatment plans and protocols and ask about the experience and qualifications of

the staff.
1 | Ensure that the facility or agency is licensed and accredited by the appropriate state and federal agencies.
O | Check the credentials of the facility, agency, and physicians:
O Is the facility accredited?
O Are the physicians board-certified?2
O

ldentify the types of insurance coverage your family member has:

O Does the patient have private or public insurance?
O Are there any restrictions or limitations on the type of care the patient can receive?

0 | Check the facility’s insurance coverage to make sure that it accepts your family members insurance.
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