Memorandum of Understanding

Program Overview

The funds to support this program will be used to operate a post-hospitalization outpatient Recuperation Care Program and to support program staff activities. The overall goal of the program is to develop a service systems approach to facilitate the reduction of preventable and costly hospital use by homeless and dually diagnosed individuals.

To achieve this goal, in addition to establishing recuperative services, the program will require the creation of a systems approach for serving post acute care homeless patients. Program funds will support Recuperation Care Program staff to develop a seamless, well-coordinated referral process that links three diverse types of community services. The services connected by the referral process include [Org. Name] Recuperation Care Services and connected Supportive Community Programs that address addiction recovery and homelessness. These services will be linked via a seamless referral process. As a result, ill and injured post-acute care homeless patients will enter a system that helps them: 1) to recover from physical injury and disease; and possibly 2) to recover from addictions and homelessness. This multi-tiered service system approach should contribute to our efforts to prevent homeless clients from returning to the streets and lessen their use of the emergency department. 
The Recuperation Care Program Coordinator will be charged with the task to facilitate a seamless referral procedure between [Org. Name] Recuperation Care Program. Recuperation Care staff together with [Org. Name] staff will organize a referral process within which selected homeless patients will be referred, screened and admitted to the [Org. Name] Recuperation Care Program. 

While in the Recuperation Care Program, patients will be seen by a PCP and will be engaged to establish [Org. Name] Clinic as a primary health care “home-base” for on-going health care services.

Adhering to [Org. Name] overall mission, the Recuperation Care Program staff will be required to establish links to the third type of supportive community-based service The Recuperation Care program staff are integrated with the [Org. Name] Program and very familiar and engaged with additional community programs on a daily basis. Clients will be referred to and linked with agencies especially skilled in delivering evidence-based services model. 

The Recuperation Care Program will not direct any funds to the supportive community-based program services component of this program. (E.g., transitional housing, Housing First, A&D outpatient treatment, mental health, medical detoxification, complementary medicine, employment preparation, etc.)

Recuperation Care Program Description

The Recuperation Care Program will serve approximately 3-4 patients a month based upon the variability of patient length-of-stay. Length of stay will vary from a few days to up to four weeks or more, if needed. The estimated number of patients served in the program can range from 30-40 a year. 

Patients requiring less recuperation time (e.g., a week or less) will be promptly transitioned into long-term established community programs or placed with appropriate family members depending upon each client’s individual situation and need. Rapid transfer of appropriate clients out of the Recuperation Care Program maximizes the number of beds available for increasing patients served.
Facilities

The nature of a Recuperation Care Program requires a set of services to maximize patient safety, hygiene, nutritional intake, and food safety, compliance with ADA regulations, bed, and patient monitoring. [Org. Name] is seeking a facility with 24 hour 365 day year front desk coverage, elevators, ADA compliance; bath with access to a shower in close proximity of room, daily patient visitation and monitoring by program staff. 3-4 beds will be designated for the exclusive use of patients from [Org. Name] Health system. 

Recuperation Services

Recuperation Care staff will adhere to [Org. Name] discharge plans and coordinate necessary services. (E.g., nursing service, infusion therapy, home health visits appointment and visits to a primary health care provider). Other services delivered by the program include: patient transport from [Org. Name] to [X site]; assistance with program registration/enrollment paperwork; primary allopathic health care, medication management; three meals delivered daily; laundry services and linen change; light housekeeping; short-term accommodations; transport to and from PCP visits; medication pickup; mental health/other assessments to identify conditions for further treatment; and, arrangements for screenings to secure appropriates benefits.

Crisis Management Services

[Org. Name] and the [Org. Name] will provide the Crisis Management Services through in-kind contributions.

· 24 hour crisis service - RCP staff carry a crisis pager 24/7 365 days a year

· A physician on call 24/7 365 days a year 

Staff Roles and Responsibilities

Staff for the program will include 1 FTE EMT a .5 FTE EMT .10 of a CEP Case Manager, .5 for Operations oversight and .3 Medical Director.
A. Develop Community Links/Program Operations/Seamless Referral System

The RCP Case Manager will develop relationships, liaison and consult with the appropriate [Org. Name] nursing and MSW staff. A [Org. Name] staff member will be designated as a primary contact for the Program to facilitate timely and appropriate communication interactions between the two programs. The RCP case manager will facilitate the creation of a referral process between [Org. Name] and the Recuperation Care Program. Other duties will include:

· Develop relationships with [Org. Name] home health staff

· Screen clients at [Org. Name] to identify appropriate patients for the [Org. Name] program

· Review hospital charts and obtain releases to gather all collateral information

· Write recuperation care service plan

· Create patient chart 

· Notify Physician on call about client admission to the program; alert front desk staff about client’s admission and special needs, if any.

· Provide supervision for the .5 FTE staff

B. Coordinate and Implement Recuperation Care Plan
The RCP Case Manager will arrange for and coordinate the recuperation care services; attend weekly case consult meetings the Operations Manager and the Medical Director. Other duties will include:

· Arrange for home health services

· Make appointments for enrollment into [Org. Name] Health Services 

· Escort client to primary health care appointments

· Monitor the timeliness of meal delivery; quality of housekeeping services

· Develop incentives to engage clients to contact [Org. Name] PCP first before deciding to use the EDs

C. Discharge from the Recuperation Care Program and Transition Plan
A critical component is the discharge, transition and appropriate placement of patients into the supportive community-based programs. The Program Coordinator will initiate discharge/transition planning within 1 week of the client’s admission into the program. The discharge/transition process includes a set of complex, pro-active, and often time-consuming activities. Staff activities will include:

Staff will activate screening procedures for food stamps, benefits (SSI), and employment assistance; identify and arrange referral and placement in appropriate community-based housing programs; coordinate and transport patient to appointments for community-based housing placement interviews/appointments; transfer necessary paper work to community housing program prior to client placement; arrange for transfer of client out of Recuperation Care Program to community-based housing and assist with moving details; close chart.

D. Data Management

[Org. Name] will develop goals and objectives; identify types and sources of data; define the purposes of the database (e.g., tracking clients, evaluation reports, etc.)

Tasks include

· Construct database 

· Enter client information into database

· Enter admission and discharge information 

· Dates of admission, number of days in program, date of discharge

· Post discharge follow-up data, including community resources used, location of community placement, ER visits, PCP visits

· Cost data

E. Patient Follow-up 

Should a client terminate the program early, staff will promptly contact community resources such as Project Respond to make every effort to locate the client. Staff will notify the [Org. Name] designated contact, alert the Emergency Department(s), and the Hooper Detox Center, etc. Client data and documentation of patient progress and AMA event be reported in a written document and placed in the patient’s chart. If client is located they will be re-admitted into program.

When a client leaves the program AMA and cannot be located within 48 hours, the RCP Case Manager will screen more clients to fill the available slot. Continual patient screening at [Org. Name] may be necessary to maintain full occupancy of the Recuperation Care program.

REPORTS

Monthly/Six Month Reports: The Case Manager will generate monthly reports from the database. The reports will document patient demographics; length of stay; date of placement into program; chief complaint; medical condition; visits to PCP; assessments completed; services provided; patient progress; date of transfer or discharge from program; location of patient after discharge from Recuperation Care Program care; and patient follow-up data.
The Case Manager will prepare a six-month progress report and submit it to [Org. Name] Administrators.

[Org. Name] Health Systems Clinical Support 

The partnership between [Org. Name] and [Org. Name] for this project offers each organization the opportunity to fulfill their mission and for each to provide services within their scope of expertise. Together, the partnership can demonstrate strategies aimed at reducing high utilization rates of costly and preventable hospitalizations and ED visits by providing integrated services that demonstrate best practices for addressing the needs of ill and homeless people.

As part of the partnership, [Org. Name] Health systems agrees to:

· Provides hospitalization and hospitalist coverage

· Provides medical records upon hospital discharge

· Provides a minimum of 30 days of medication for patients with chronic disease and the antibiotics related to the hospitalization diagnosis.

· Provide home health nursing care and antibiotic infusion therapy, based on individual cases

· Will provide outpatient specialty care for patients in the program

