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BACKGROUND

Photo by Christi Holmes

Focused on Washington County, Maine the study Right Care, Right
Place, Right Time in Maine is a joint research initiative developed
by personnel at Ariadne Labs, Boston, Massachusetts and the
Schmidt Institute, Bangor, Maine with funding provided by the
Maine Health Access Foundation. The research team conducted
forty-six interviews with frontline medical, dental, nursing, EMS,
behavioral health, long term care, tribal health, patient and
community groups, inclusive of seventy-nine individuals. Data
collection was undertaken as the COVID-19 pandemic deepened
in the fall and early winter of 2020, with data analysis and
preliminary reporting to the funder completed between January
and March 2021.

This study was designed by a qualitative scientist at Ariadne Labs
and reviewed for human subjects protection by the internal
review boards of both the University of Southern Maine and
Harvard University. Field data collection was led by the Maine
members of the research team and analysis led by Ariadne Labs
team members.
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The study had four objectives:

1. Identify the existing clinical service strengths in Washington County among hospitals, Federally
Qualified Health Centers (FQHC), nursing homes, emergency medical service (EMS) providers, behavioral
health services, public health entities, community organizations, and any tertiary medical center that
receives transfers/overflow/diversion from one or more of the rural hospitals.

2. Identify local gaps in healthcare services and gaps in services elsewhere in the state that affect local
capacity and the impact of those gaps on the quality and safety of care for community members.

3. Identify the priorities and preferences of providers for sustaining or restoring essential healthcare in
their communities.

4. Identify community coalitions capable of organizing and leading change/innovation in the provision
of healthcare services in partnership with the Commissioner of the Department of Health and Human
Services (DHHS).

The foregoing objectives were developed to identify systemic constraints (local and distant) that affect the ability of
Washington County residents to access and utilize health and social services. Additionally, we elicited what local
providers, patients, and community groups said would matter most to remove barriers, including barriers linked to
social determinants. The study objectives were refined in conversation with Maine Department of Health and Human
Services (DHHS) Commissioner Jeanne Lambrew, PhD and Maine DHHS Senior Advisor for Delivery System Change,
Lisa Letourneau, MD, MPH in December 2019. In response to an April 2021 Maine DHHS request for the most
prominent findings, the Ariadne/Schmidt research team provided a written copy of the top three categories of action
recommended by study respondents. Subsequently, the team provided a briefing on the recommendations via
Zoom to the Maine DHHS internal rural health workgroup on May 18, 2021.
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I. CURRENT CLINICAL SERVICE & COMMUNITY STRENGTHS

“I think there are so many stories of how preventive care did not lead to a big
disaster. We don’t tell those very often. But we do so much chronic disease
management, blood pressure, and diabetes … there are many late nights texting
and phone calls, we stay with the patient until the patient doesn’t need us
anymore.”
–Clinician/Administrator, FQHC

Well-functioning essential health services
Federally qualified health centers (FQHCs) emerged from participants’ comments as an essential health service that
functions well in Washington County. Respondents described the important role they play in providing care to
vulnerable populations, including the un- and under-insured, those with MaineCare, immigrants, and seasonal
agricultural workers. FQHCs were seen as providing essential preventive care that keeps people out of the hospital.
Although respondents described behavioral health as having extremely limited capacity but great demand,
respondents depicted these services as being particularly well integrated into FQHCs. Several respondents also
discussed the successful integration of dental care and substance use services into some FQHCs.
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Facilitators of providing health services

“... a recovery residence [was just opened] for women and their children at
Healthy Acadia. Brand new, super exciting. So much support for that initiative,
holy cow. I've never worked on anything in my career that received the kind of
enthusiasm and support that that house has received. … We got a couple of
really nice grants, and now there'll be some money coming from Maine
Housing.”
–Clinician/Administrator, Substance Use Treatment

Supportive policy and funding
Participants described the importance of having a supportive policy environment and adequate funding to
strengthen service provision. For example, in the realm of EMS, one respondent highlighted that successful
community paramedicine programs require sustainable funding; another discussed recent legislation that increased
ambulance reimbursements under MaineCare. Flexible funding was mentioned by several respondents as making it
easier to run their programs, e.g., to fund small but essential needs, such as providing mobile phones so that
individuals could stay engaged in recovery groups during the pandemic. Others described ongoing efforts at the
state level to improve access to substance use services, such as working to support harm reduction programs and
passing a bill for a pilot program setting up an around-the-clock recovery services hotline.

Alternative, non-traditional service delivery models
The creation and utility of alternative and non-traditional models of service delivery was also discussed by
participants at length, and described as useful to bridge the gaps in access faced by residents in Washington County.
These models included wraparound health and social services (such as those provided by Mano en Mano or at
FQHCs), voucher funds to connect patients to specialists, mobile health models, and having traveling specialists who
cover multiple clinics or hospitals.

Strong, active relationships
Participants expressed that building and maintaining strong relationships within the community was also an
important facilitator of services among both patients and clinicians.
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Strengths & assets in Washington County

“Washington County is so collaborative and so resourceful and so creative in
meeting its needs and dealing with the fact that there are limited resources, and
we leverage them incredibly well. There's a tremendous sort of spirit in that, and
also a lot that the rest of the state, and country frankly, could learn from things
that work well in Washington County.”
–Clinician/Administrator, Social Services

Successful services and resources
Participants described many strengths in Washington County related directly or indirectly to health or health
services. Specific successes in services and resources described positively included:

> Critical Access Hospitals: Examples included an orthopedic program, free influenza vaccination clinics, and
instances of maintaining or increasing services as standalone institutions (such as obstetrics, limited
infusion-based cancer treatments, affiliated primary care providers, physical therapy)

> Opioid use responses with impact: Examples included narcan distribution, two syringe exchange programs,
increased availability of medication-assisted treatment, programming in jails and in post-incarceration
transition, and a new recovery residence for women and children

> Social services and supports: examples included well distributed food pantries and a multi-generational
education-based program supporting the economic wellbeing of families

> Residential care: Examples of successes included quick EMS response times to facilities, good care in skilled
nursing facilities

> Federally qualified health centers (FQHCs): Examples included ongoing comprehensive services and quick
capacity building in response to COVID-19 (notably a coordinated effort to serve seasonal agricultural
workers)

> Emergency Medical Services (EMS): Examples included the high-level equipment maintained by some local
EMS services

Resourcefulness, creativity, proactive efforts
Participants shared rich descriptions of resourcefulness, creativity, and endeavors made in service of Washington
County communities. Examples included

> creative efforts to use limited resources in a wide variety of settings;
> agricultural businesses coordinating with FQHCs, Maine Department of Health and Human Services (DHHS),

Maine Department of Labor, and other local agencies in response to COVID-19;
> success in one FQHC to purposefully recruit Board members of color and to proactively work towards being

a more inclusive organization with regard to race and ethnicity, language, citizenship status, etc.;
> a resurgence of using community knowledge (e.g. small-scale food growing) to increase self-sufficiency;
> a long-sustained, self-run group of women supporting one another socially and materially;
> efforts to institute community paramedicine building on lessons learned from prior initiatives; and
> Rotary Club programming to connect individuals with organizations for volunteering or to access services.
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Generosity of neighbors and communities
Additional examples from participants chronicled tremendous generosity in service of meeting people’s material
needs, including

> volunteerism and community aid (e.g. rides, cash or gas cards, groceries, childcare, etc.) in response to
events (such as emergencies or fires) and health needs (such as cancer treatment or substance use
recovery);

> community activism;
> political and civic efforts;
> commitment to public service (e.g. clinician volunteering in a local jail);
> pooling resources to ensure ongoing transportation for distant medical care; and
> the value placed on longstanding relationships.

“Our community seems to do a lot to help itself, to help one another. We have
kind of a coalition of community businesses that do things together to support
the community to improve the desire/interest of folks to be here. That helps us
with things like recruitment, it helps us with local business being available,
being open, contributing to the economy.”
–Administrator, CAH

Workforce training, development, and retention
Participants spoke of health care related programs at University of Maine Machias and Washington County
Community College, including efforts to start an LPN program. Several participants shared the example of an FQHC
administrator training new staff to meet administrative and operational needs in response to that type of training
being otherwise unavailable. Participants also commented on employee longevity in some settings and roles, and
one residential care program that drew CNAs from local high schools.

Creative coping with insufficient or unavailable essential health
services
In response to unavailable or limited capacity health services, participants elucidated a variety of adaptations made
in different settings. For example, some participants discussed non-emergency work done by EMS services, and
agreements between adjacent EMS services to cover emergency response for one another at times when one service
is understaffed or is already out on a call. Critical access hospitals and FQHCs were both described as making use of
regularly scheduled visiting clinicians to provide otherwise unavailable dental, optometry, and other specialty care in
convenient locations for community members. In the realm of social determinants of health, also described by
participants,were as-needed efforts by friends and family to provide transportation for individuals needing distant,
ongoing treatment in tertiary or specialist facilities. Ongoing community efforts similar to this were also noted, such
as community members setting up delivery services for food pantry items and diapers. Responding to COVID in
particular, local organizations have been described as dedicating extra energy to ensuring that initiatives are
“informed by people who know what the needs are of the community,” with the insight that “policies made without
communities are harmful inherently.”
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Mitigating the impacts of insufficient or unavailable essential health
services

“One of the huge advantages of us being a Federally Qualified Health Center is
that we have onsite behavioral therapy and dental. Particularly available for
patients who are MaineCare or low-income, uninsured of which we have a lot.”
–Clinician/Administrator, FQHC

Similar to the adaptive approaches described above, participants also discussed multiple efforts to mitigate the
impacts of health service scarcity.

Care delivered in the community, outside of conventional healthcare settings
Multiple FQHCs were described as working to deliver integrated care in the community (e.g. dental clinics in schools,
primary care in agricultural workplaces) rather than only in-house. Those serving seasonal agricultural and seafood
workers described additional strategies such as offering services at nights and on weekends, providing a year’s worth
of medications for those who will leave the area once the season ends, proactively engaging individuals with chronic
medical conditions upon their return to the area, and cultivating strong relationships with community partners to
enable quick responses for emergent needs (especially related to COVID-19). Participants also commented on efforts
to pave the way for community paramedicine and home health visits by EMTs and paramedics as a way to extend
primary care and urgent care services, and to support thriving-in-place for older Mainers. Additionally, there was
discussion of the development of a MaineCare assisted living program to reduce nursing home occupancy.

Emergency Medical Services (EMS)
Regarding EMTs, participants detailed efforts to increase the reach of services into underserved neighboring
communities, increasing advanced life support capabilities, and providing transports between critical access
hospitals and tertiary hospitals, all of which are outside of Washington County. The importance of creating an
overarching coordination structure and function for EMS was also discussed.
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Networking, collaboration, & advocacy
Active networking and collaboration connecting local clinicians and organizations (such as a critical access hospital
hosting quarterly meetings of local clinicians or regional EMS providers meeting regarding COVID-19) were described
as attempts to understand and respond to local service delivery needs. An FQHC serving seasonal agricultural
workers also described their work with a national network of similar organizations in an effort to facilitate continuity
of care regardless of where patients were located at different times of the year. Other participants described
advocacy efforts, such as communicating with policy decision-makers and the public at large about impacts, needs,
and possible solutions related to insufficient health service availability. One participant noted that some planned
strategies for this work (such as attending area town meetings whenever possible) were disrupted by COVID-19.

Additional mitigation strategies
Other mitigation efforts described by participants included increased virtual options for care provision that would
otherwise be inaccessible, and a critical access hospital crisis team that facilitates communication with tertiary
psychiatric facilities on behalf of individuals in crisis in the ED.

Responses to specific challenges

“We’re working more collaboratively with more partners that have more
resources whether it’s growers or the state. All the hotel rooms are paid for by
the state. All the food while people are isolating and quarantining is paid for by
the state.”
–Clinician/Administrator, FQHC

Participants shared stories about coping with limited essential service capacity, and individual instances of facing
challenges obtaining health services in Washington County.

Individuals stepping up to meet the need
Some participants reported specific clinicians or other staff taking on roles that otherwise wouldn’t be available
locally, such as staffing ambulance services or providing home-based care. We were advised, for example, that the
era of volunteer EMS is well behind us. The personal burden on individuals who step up to these challenges can be
significant. Other stories included instances of accepting higher risks or taking on more responsibility for providing
care (e.g. direct outreach to maintain patients’ continuity of care, team efforts to ensure transportation for specialty
care). There were also stories of community members supporting one another by adding to or meeting “whole
person” care needs, inclusive of social determinants of health (e.g. neighbors delivering diapers on behalf of a
fixed-site volunteer program).

Creating local programs where none existed & boosting existing services
Similarly, there were stories of creating new ongoing voluntary services, such as distribution of diapers or food
pantry items, or providing financial assistance and moral support for those receiving long distance cancer treatment.
In order to maintain existing services, two examples were given of novel approaches: hiring a “third set” of
hands-in-training to support EMT care and recruit new EMTs (though this program was reportedly halted by Maine
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EMS); and one town voting to slightly raise its taxes to pay down the school loans of their local physician, enabling a
period of stability of care. A couple participants remarked on keeping focus on ways to improve someone’s quality of
life, such as ensuring a young person with developmental disabilities was transferred from a traditional nursing
home serving elders and into an agency focused on group home support for younger people. One participant
described examples of collaboration to connect marginalized patients to care, and another noted the opportunity
presented by fuller integration of telemedicine as a backup to emergency transport to tertiary centers.

Telehealth
The COVID-19 pandemic has ushered in the use of existing and new forms of telehealth in Washington County, as
indicated in twelve interviews. Participants conveyed that telehealth reduces no-shows for behavioral health visits in
particular by removing barriers such as transportation, childcare, work commitments, as well as opening up
additional daytime hours when patients can meet. During the COVID-19 pandemic, substance use service providers
quickly switched to telehealth to reduce interruption in service. Telehealth is characterized as a facilitator for care,
cited four times by participants as a way to fill a void in local psychiatric care, and it has the capacity to provide a
safety net for people from diverse backgrounds (such as college students and seasonal agricultural workers). This
mode of delivery was touted by one participant as promoting the best use of community resources, with the
example of the Telestroke program within the Northern Light Health system (external to Washington County)
connecting local clinicians with remote specialists for decision-making consultation regarding local treatment versus
transport to a distant facility for stroke patients. One care provider emphasized the need for trust to facilitate
telehealth referrals, describing a warm hand-off from a local provider as making patients more receptive to
connecting with a remote provider using telehealth.
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II. CURRENT GAPS IN CLINICAL SERVICES & THEIR IMPACTS

“There just aren't the number of primary care physicians available that there
used to be, or at least ones that want to come quite this far out into the sticks.”
–Clinician/Administrator, FQHC

Workforce
Challenges with recruitment and retention
The most common theme related to the health services workforce in Washington County named by participants was
the insufficient number of providers (including specialists) in all areas and at all levels. One respondent noted that
Health Professional Shortage Area (HPSA) scores were inflated due to inclusion of individuals who’ve retired or
otherwise stopped taking patients, and did not accurately reflect local availability of social workers. Some
participants shared that it was of interest to co-recruit or share personnel. The second most common aspect was the
difficulty of recruiting appropriate providers across most areas of care. Participants noted that local training and
residency opportunities are needed in primary care, behavioral and mental health, substance use services, social
services, and in the area of diabetes management. Challenges of retention (due to changing workplaces, leaving the
area, or retirement) were named in the areas of primary care, EMS, pediatrics, behavioral or mental health, social
services, and dental care. High turnover rates lead to inconsistency of providers and availability, with a detrimental
effect on continuity of care for patients. Respondents also expressed the need for more funding to support health
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professionals to stay locally, that it was hard to create benefits packages that are competitive, and needing
reimbursement improvements to staff clinics with care coordinators and nutritionists.

“Turnover is accelerated in a rural community health center because the level of
need that you're seeing in patients is so enormous as opposed to a place that
might have more resources. That adds to very quick burnout, and then if you're
not recruiting providers who have been in rural before or who grew up in a rural
place or who intentionally want to live in a rural place then people don't
appreciate that lifestyle and leave really quickly.”
–Clinician, FQHC

Need for additional education and training on specific populations
In order to meet the need for services, providers are sometimes caring for populations for which they express a need
for additional training, e.g. a family practice provider caring for geriatric or pediatric patients.

Reimbursement and licensing
Multiple participants spoke of reimbursement rules that stipulate payment only for specific provider credentials,
irrespective of which professional may be most appropriate for the patient population’s treatment requirement. This
problem was named by participants as a major barrier to hiring behavioral and mental health clinicians who are
most appropriate for the need at hand (for example, treating substance use disorders or caring for geriatric and
pediatric patients). Participants expressed that they have been compelled to hire a generalist for mental and
behavioral health care (such as an LCSW) because their time is billable when another type of provider (such as an
LCPC) would be more appropriate for the care itself.

Other challenges
Other workforce concerns included the lack of resources to hire needed staff, the challenge of making a full time hire
in the context of low patient volume, and the conundrum of some primary care providers being reluctant to integrate
HIV, addiction, or diabetes management into their practices (due to concern over insufficient knowledge or
perceived complexity). The short staffing arising from many challenges named above was described as leading to
long work hours, an emotional toll, burnout, occasional inability to provide services, and a barrier to developing or
offering more advanced services. For example, when a provider of medication-supported treatment for opioid
addiction takes leave, there may be no one to fill in during their absence.

Highlighting successes with regards to workforce
An area of success for primary care, pediatrics, and behavioral and mental health has been hiring mid-level rather
than high-level providers (though this strategy includes the same risk that any individual hired will leave once they’ve
repaid their student loans). Other successful strategies for engaging providers have included the use of virtual care to
connect with specialists, contracting specialists for periodic in-person care, and the use of traveling nurses.

Right Care, Right Place, Right Time in Maine: Complete Findings 18



Reimbursement effect on staff composition

“In general, mental health services are always a money loser for any agency … In
Washington County, since I've been here in the past 10 years, just about all the
other agencies have pulled out because you can't survive on outpatient mental
health. So it's really, really hard from a financial standpoint. We try to o�set that
with other programs that are fee-for-service that do generate revenue … For
organizations that are struggling, it's way easier, and which we considered, to
just cut out the programs that can't make it financially.”
–Administrator, Behavioral Health

Behavioral and mental health
Regarding the influence of reimbursement on staffing, the most commonly discussed challenge was related to
behavioral and mental health care. A central aspect described was that care by generalist clinicians (licensed clinical
social workers) is reimbursable by insurance, but that other providers (e.g. licensed clinical professional counselors,
licensed mental health counselors, etc.) who may be more specialized in the area of opioid use, are not
reimbursable; this dynamic forces hiring decisions and frustrates federally qualified health center (FQHC)
administrators. Participants noted that behavioral support specialists for youth with autism or developmental delays
can only bill for patients served through a single school or agency, rather than through an umbrella agency with
multiple sites; this similarly limits options for hiring and care provided. Case management provided by FQHCs was
reported as being out of scope, and being especially complicated if falling under a primary care or medical model. A
significant gap was reported in the number of local providers with the education and training necessary to manage
psychiatric medications or to conduct psychiatric evaluations, increasing the likelihood of under- or unmanaged
conditions (which themselves lead to increased hospitalization and incarceration).

Paramedicine
Paramedics and emergency medical technicians (EMTs) were described as facing several challenges regarding scope
of practice. One challenge was transfer between hospitals: Basic Life Support EMTs may be authorized to transfer a
patient when the patient does not match criteria for advanced protocols, but at the same time the patient is
considered at risk of becoming more acutely ill during a long transport. A participant described the pressure to
transport under these conditions as being driven by the patient’s need for a higher level of care than was locally
available. Another reported that there are efforts underway to provide advanced training and education and broad
delegation of advanced practice protocols. Due to the expense of paying paramedics for 24-hour readiness, one
participant shared that some services ensure basic life support services at all times with advanced life support from
paramedics available en route only if needed; they noted that this may introduce a delay in advanced care and
increase the risk of avoidable mortality, or worsening morbidity.
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“[Rural emergency medicine] services do not have the personnel to make
community paramedicine a high priority option because they barely have
enough providers to make emergency medicine a high priority. It’s not unheard
of for one ambulance service to have to go to another coverage area because they
don't have anybody working or available to cover a call at that time.”
–Clinician/Administrator, CAH

Regarding community paramedicine (CP), limits of delegated practice under physicians were named by participants.
There were descriptions of current barriers to easily implementing CP, including:

> state regulations preventing paramedics from practicing to the top of their credentials;
> challenges regarding reimbursement for CP work performed during an EMS shi� (allowable) versus

“off-duty” time (unallowable);
> a need for MaineCare to add paramedics and EMTs to their list of who can be reimbursed for delegated

practice level of care; and
> a need for the Maine Medical Direction and Practices Board to expand the scope of EMT and paramedic

licenses to enable them to do non-urgent care and care for walk-in patients at a fixed location. A participant
also noted the successful extension of EMS scope to provide COVID-19 testing.

Mid-level practitioners
Several participants reported on the greater ease of hiring mid-level providers as compared to physicians. Due to
their scope of practice, however, there is still a need for physician oversight of mid-level providers (two years for new
nurse practitioners, and ongoing for physicians assistants). Additionally, participants noted that mid-level providers
can meet many but not all needs of patients (for example, complex geriatric patients). Some described the inability
or unwillingness of some providers (e.g. primary care providers, surgeons) to do more specialized care, including
infectious disease and pain management as an addiction prevention measure. Nurses were described by a couple of
participants as being prime candidates for expanded scope, including provision of integrated behavioral health care
and operational/administrative work. One participant spoke of the loss of effective telepharmacy machines in an
FQHC setting due to limits on nursing practice regarding being allowed to dispense medications taken at home
(versus on-site). Two participants noted that federally mandated oversight and administrative work by physicians
prevents them from optimizing their availability for direct patient care. This creates a gap in care availability, and
constitutes non-billable time that must be absorbed as an administrative line item.

Residential care
One participant shared that facility workers must sometimes provide help to residents of residential facilities that
they are not trained to do, such as assisting with activities of daily living or other tasks that would better be
performed by a CNA or LPN. This is a result of the dearth of appropriate facilities (e.g. skilled nursing facilities).
Another participant stated their opinion that the state should redefine “direct care workers” to be explicitly inclusive
of certified nursing assistants to best meet the required ratio of one direct care worker per five nursing home
residents; they found this ratio to be ineffective when registered nurses, licensed practical nurses, and medical
technicians (currently defined as direct care workers) are so occupied with other necessary work as to not be
effectively included in the prescribed ratio.
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Stories of the impact caused by limited service provision

“We're quite literally five minutes away, and these folks are waiting 40-plus
minutes for a paramedic to arrive to provide life-saving care. People have died.
People have su�ered much, much longer than they need to because of that
delay.”
–Clinician/Administrator, Emergency Medical Services

Lack of local services leads to delayed care
Interviewees shared examples of delayed or missed diagnoses, and therefore exacerbation of conditions that led to
use of the emergency department for care. This was characterized by acute versus long term treatment, and the
barrier of Medicare rules prohibiting coverage of emergency department-ordered services such as mammograms.
Difficulty accessing or utilizing primary preventive care to improve the chance of timely diagnosis was described as
contributing to more severe or terminal conditions as a result, such as cancer progression. Participants noted the
limited emergency transport in the area, which can lead to harmful delays in transporting patients to appropriate
care settings, or to redirecting emergency services personnel from one assignment to another— essentially “robbing
Peter to pay Paul.” The duration of transport can be an exhausting personal burden on those providing transport.

Lack of local services leads to avoidable morbidity and mortality
Several respondents described situations in which a patient’s health or safety was jeopardized by the inability or
difficulty to access services locally. More than one discussed having to board patients in the emergency room
because of a shortage of psychiatric inpatient beds; one said a patient was kept there for three months and called it a
“human rights violation.” A respondent also described a case in which inadequate OBGYN services resulted in fetal
death. Others described long drives for services such as dentistry and cancer care. Communication breakdown
between patients and providers that put patients at risk were also described. In one case, a patient saw three
different doctors and received three different medications for the same condition. In another case, a patient required
a COVID test prior to surgery but the facility would not accept a test from a provider nearer to their home,
compromising the patient’s ability to receive care. Patient advocate and community paramedicine roles were both
suggested as solutions to avoid unnecessary harm by putting in place more touchpoints for patients to fill in gaps in
care and serve as a bridge between services. A concern stemming from lack of familiarity with psychiatric diagnoses
and treatment was that patients can suffer unnecessary metabolic disorders, obesity, and significant dental
problems from being unnecessarily medicated with psychotropic medications.

Lack of affordable insurance and care
Participants described incidents of people avoiding care (resulting at times in missed diagnoses), tension between
maintaining affordable insurance versus seeking employment, skipping medications, straining family budgets, and
using the emergency department for primary care. Other related impacts included cost-driven avoidance of
substance use services and the exacerbation of the opioid crisis, and a story of patients being screened out of a
primary care practice due to lack of consistent employment-based insurance coverage.
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Lack of nursing homes
Another impact of the lack of local services observed by participants was that the few remaining nursing homes
become catch-alls for anyone in need of long term care regardless of age or condition, including those who may
have been served better by home based care. There were also instances described of disrupted familial and social
connections due to elders being placed in nursing homes far away from their communities.

“I think that services for the elderly have gone down seriously over the last 10
years. And where there used to be five nursing homes, now there are two nursing
homes. And so a lot of elderly folks are sheltering in place, and yet home care is
still hard to get going, and sustaining home care is almost impossible. So I think
there’s a lot of unsafe situations that people are living in and living with because
there isn’t any other alternative.”
–Clinician/Administrator, FQHC

Lack of psychiatric facilities
A lack of local psychiatric care and outpatient mental health facilities was cited as leading to significant barriers to
receiving timely, appropriate psychiatric care, including the challenge of patients becoming acutely ill and being
“stuck” in emergency departments for long periods. One interviewee stated that the lack of community mental
health care meant that an inpatient psychiatric hospital in Bangor has a “revolving door.” Patients may be treated as
an inpatient for a few days, then discharged with an unaffordable prescription and without wrap-around support in
their home community, only to become acutely ill again and repeat the cycle.

Barriers to accessing services

“Whether it’s root canals or di�cult extractions, people have to travel really far
and those places are often less likely to accept Medicaid or funds from our
program if we’re able to cover it. I think those definitely have been really di�cult
referrals to receive and a struggle for us to figure out where and how someone
can access that.”
–Clinician/Administrator, FQHC

Transportation
Nearly a quarter of participants spoke of the impacts on Washington County residents of insufficient transportation
and travel distances, specifying the burden of accessing distant specialty care (such as cancer treatment) either with
rides from family or volunteers. In one example, a patient made it to Brewer for treatment, but had to hire a taxi
service they could not afford to get home. Poor road infrastructure, limited public transportation, and the expense of
maintaining a private vehicle were all described as transportation barriers.
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Lack of insurance, cost of care, and insufficient insurance coverage
Lack of insurance, cost of care, and/or insufficient insurance coverage (typically through MaineCare) was another
barrier to accessing care faced by patients, particularly in regards to oncology, dental care, social services, and
geriatric care (particularly nursing homes). A lack of primary care, behavioral health, and dental providers was also
cited as a barrier to access. Lastly, a lack of providers specializing in substance use services was discussed in general,
as well as specifically within obstetrics-gynecology and dental care.

Barriers to providing services

“We weren't able to find a psychiatrist in Washington County [at all] a few years
back. I mean, they just [did not exist]. There were several psychiatrists in the
Bangor area, but they would only accept cash. … For our patient population,
people don't have that kind of money to pay out of pocket. And because we're
funded with federal resources, we can't pay for a service in a day either. So there
was a catch 22 for psychiatric services that we were not able to get out of for a
long time.”
–Administrator, Tribal Health

Lack of behavioral health providers
Behavioral health was overwhelmingly cited as having the most
severe shortage of providers. The terms “behavioral health” and
“mental health” were sometimes used interchangeably.
Respondents described the need for alternative behavioral health
and mental health care models and more inpatient and
outpatient treatment options. Lack of funding for behavioral
health and mental health care and low reimbursement rates were
also cited as barriers to increasing access.

Cost of providing care
The cost of providing care was also deemed problematic by other
types of providers. Respondents discussed difficulty maintaining
small primary care practices (cost, recruitment, benefits). Existing
primary care practices still struggled with losing patients once
they had been referred to specialists and facing coordination
challenges with acute care providers.

Lack of providers leads to maldistribution of services
Lack of providers and the resulting maldistribution of services was also cited in other areas of care, such as EMS,
dental, and substance use services.
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Intersections between standalone health systems
Several participants pointed to the challenges posed by federal level rules and restrictions guiding out-of-system
care for community members whose care falls primarily under Indian Health Services (IHS) (via tribal health centers)
or Veterans Affairs (VA). Examples of these rules include federal guidance regarding IHS referrals and payments for
specialists that make it exceedingly difficult for patients to consistently access specialist care outside the IHS system
without avoidable billing complications. These billing problems lead to patients being incorrectly “on the hook” for
costs of care, and to resulting friction between IHS and other health systems. Another example is the challenge for
community members whose care through the VA limits their access to specialist care within the 30-mile radius of a
VA facility but not otherwise available. This leads to challenges for community members to receive convenient,
needed care, and for non-VA health institutions to provide care to veterans they know is needed.

Essential services with limited capacity and/or at risk of closure
Behavioral health
Behavioral and mental health were identified as most at risk. This was described as being in part due to funding and
changes in MaineCare eligibility which led to staffing cuts for outpatient mental healthcare. Lack of providers in both
inpatient and outpatient settings was cited as another significant challenge. Respondents frequently discussed the
crisis of lack of inpatient beds for psychiatric patients, who o�en have to wait in the emergency room for days for an
inpatient bed, only to be discharged shortly a�er. From other interviewees we learned that the constraint in access is
not always beds, but can be due to safety concerns associated with admitting patients to an already volatile
inpatient milieu. As stated previously, the lack of outpatient treatment options was also identified as limiting
preventive care, to avert the need for inpatient beds.

Obstetrics-Gynecology
Obstetrics-gynecology services were described as being at risk.
Respondents described how the changing (e.g. aging)
demographics of Washington County led to maternity care being
cut due to low volume.

Federally qualified health centers (FQHCs)
FQHCs were also identified as being at risk. Respondents cited
FQHCs as being routinely understaffed (o�en due to recruitment
challenges). This was described as contributing to reduced access
to care, and also meant providers could not practice “to the top of
their license” because they were also being asked to work on
operational responsibilities.

Critical access hospitals
Critical access hospitals were noted as being at risk of closure1

due to low patient volume and high operational costs, which led
to less available specialty services including pediatrics, cancer care, orthopedics, and surgery.

1 There are two hospitals in Washington County and both are designated Critical Access. At the time of this writing, one of them,
Calais Regional Hospital, is in bankruptcy and seeks authorization to sell its assets to the other, Downeast Community Hospital.
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Substance use services
The severe need for more substance use services, both inpatient and outpatient, was also described at length by
respondents.

EMS services
EMS services were described as having limited staffing and capacity, thus resulting in long waits and more basic EMT
service than advanced paramedicine.

Primary care
The shortage of primary care providers emerged as another challenge, leading to long waits to see a provider and
delayed access to care (contributing to overutilization of emergency rooms). In some cases where facilities cannot
offset the loss of certain services, some participants described that an organization may cut services that are not
financially viable (e.g. OBGYN, chemotherapy, cardiology).

Payment

“There’s supposed to be a mechanism between the Tribal Health Center and the
VA to reimburse for providing care to veterans, but it doesn’t always necessarily
work that well. And there’s no guarantee like if we see someone at the clinic and
they need to have an X-ray for example … the VA will probably pay for that visit,
but they may not pay for that X-ray at [every] hospital or [a] CAT scan or
something like that. So there’s a huge disconnect. ... It’s really not the best
vehicle to get people [what] they need.”
–Administrator, Tribal Health

Cost of care, ability to pay for care, legislation surrounding payment, and health care utilization are all deeply
intertwined; respondents described these issues and how they impact each other at length.

State and federal healthcare legislation
The impact of healthcare legislation on sustainability, use, and availability of services was discussed at length. Some
respondents described how “over-regulation” and “meaningful use” (characterized by one individual as
“meaningless use”) leads to more charting and less time spent with patients. Some said that new requirements
made it too expensive for independent physicians to stay in practice, leading them to join hospital systems and
contributing to exodus from rural areas and maldistribution of services). A number of respondents discussed how
decreasing Medicaid eligibility under the prior governor led to more uninsured people who couldn’t pay for care,
which led to shutting down services. Low MaineCare reimbursement rates were reported as another significant
barrier to financial sustainability. Current reimbursement rates for basic services are so low that respondents
managing long term care facilities said they could barely afford to pay their staff minimum wage. One participant
noted that “as long as we lose money on MaineCare residents, rural areas will suffer more” because they have fewer
private pay patients to fill the gap. Another respondent described how the Indian Health Service (the federal agency
which supports tribal health centers) is underfunded, and that the lack of ear-marked funding means its
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appropriation can change drastically year to year based on shi�ing Congressional winds, making it difficult to plan
for the future. Given insufficient reimbursements, as well as the number of uninsured patients in Washington County,
respondents said that operating costs for many services are unsustainable given low patient volume, most frequently
citing the need to close behavioral health homes, nursing homes, and specialty surgery. Behavioral health in
particular was seen as being “always a money loser” due to low reimbursement rates, which in turn leads to a
dwindling number of providers. Several respondents discussed their institution entering Chapter 11 bankruptcy as a
result of not being paid for care provided, and thus having to reduce service provision. As a result of closing specialty
services, primary care providers described an “outmigration of services” in which patients going elsewhere to see
specialists also went elsewhere for ancillary services such as labs, leading to additional loss of revenue.

Need for state-level coordination and planning
Critical access hospitals were described as facing multiple issues, including the high costs of operating facilities that
never close. Participants described that Northern Light Health has tried to assure regional access to necessary
specialty care, such as oncology, but regional facilities remain difficult to access for many patients due the travel
required (costing time, distance, and expense). Respondents perceived that the state has no authority over health
service planning, and it may be challenging to motivate healthcare organizations to collaborate.

Challenges with payment for patients receiving MaineCare or uninsured
Respondents discussed challenges receiving payment for services, particularly for patients on MaineCare or who are
uninsured. They cited barriers such as a documentation burden, issues facilitating voucher agreements with FQHCs
and hospitals, and noted that some private practices would not accept vouchers. Some respondents described
organizations telling patients to apply to MaineCare before accessing care, even though they knew that the
individual would not qualify.

Creating and sustaining financial stability
The ability to sustain payment and funding across many types of services and wraparound care was also key to
respondents (including telemedicine, care coordination, social workers, nutritionists). Shi�ing to value-based
payment from fee-for-service was represented as fraught with financial risk, but of great importance for health care
quality. Respondents said that fee-for-service interferes with innovation by not paying for services that would better
serve the health of the population.

Need for social determinants of health to be covered under MaineCare
Many respondents described the impact of social determinants of health impinging care utilization: transportation,
housing, babysitting, and nutrition are all determinants of consistent engagement in healthcare that are needed to
sustain services for the long haul. Respondents discussed the insufficient Maine DHHS agencies coverage for primary
care and social services, including food, housing, transportation, heating fuel, water, care coordination, case
management, and patient navigators. Respondents also described the impact of providers leaving the county a�er a
few years as discouraging engagement by patients, and how the stigma and shame around poverty or insurance
coverage may impact utilization of care. They suggested that some patients may feel stigma and shame as a
deterrent to utilizing services, and that others may resent the fact that they must pay thousands of dollars a month
for insurance versus those who qualify for MaineCare and pay no or lower premiums.
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Telehealth
A number of barriers stand in the way of full utilization of this service model, including the need for a stable payment
model (cited by six respondents) that ensures reimbursement for telehealth. Beyond the reimbursement hurdle,
insufficient internet access and bandwidth preclude the use of telehealth services in remote communities.
Additionally, Washington County has a significant senior population, which raises the concern that the aging
population isn’t going to do “this technology stuff.” On the provider side, one respondent identified that trying to get
telehealth contracts set up with offsite providers is a challenge or not available. While telemedicine is part of the
equation in making patient care “seamless” between smaller and larger facilities inside and outside of Washington
County, collaboration between care sites is a challenge (cited by 5 respondents) for various reasons including
technological barriers, payment barriers, and disorganization.

Place matters: understanding context in Washington County
Food and housing insecurity
Food and housing insecurity were described as barriers to care and as contributors to substance use disorder.
Housing issues in particular highlighted the tension and inequities between year-round residents, tourists, and
seasonal agricultural workers. Participants described housing as expensive, and said that prices tend to increase
during tourist season (or for people buying second homes). There is not enough Section 8 housing, particularly for
seasonal agricultural workers, and what is available is poor quality. The available housing was also noted as being
located far from employment.

Fragmentation of services
Fragmentation of services, maldistribution, and lack of coordination were described in accessing both emergency
services and social determinants of health care providers (such as food pantries and social service agencies).

Lack of education around primary care
Lack of education surrounding primary care and misutilization of the emergency department for primary care was
identified as another challenge.

Aging population
A largely aging population in Washington County was described as a worsening issue for geriatric care and specialty
providers.2

Lack of internet access
The most frequently mentioned infrastructure issue was lack of internet access. Respondents described a lack of
broadband access statewide and regional pockets in Maine with no internet service, resulting in many people
accessing the internet primarily from their phone. This significantly impacts access to telehealth, including virtual
recovery services.

2 Half of Washington County's nursing homes have closed or been converted to assisted living facilities since 2015 (Proceedings of
the 2019 Sunrise County Economic Council Summit.
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Need for interest and funding in rural health, rural life
Respondents described the unique challenges of living
in rural areas and accessing health care. There was a
shared feeling expressed that there is little interest in
rural America either at the federal level or from private
funders regarding support of rural education and
research. Respondents discussed the widespread
challenge across rural parts of the country of
insufficient transport, workforce recruitment, and
communication systems. Respondents expressed that
their voices about the state of rural health are not heard
at the state level, and that “outsiders” making policy for
rural health don’t understand what their needs are or
where and how to allocate resources.

Unique challenges faced by those
living in a rural community
On a personal level, respondents discussed the
challenges they faced in their own lived experiences as
members of a rural community. One respondent
described the unjust tradeoff of living in a beautiful,
remote place and having to pay “a high price” to travel
long distances for health care. Others described the
detrimental impact of living in a place with fewer
resources and more barriers to care. For example, one
participant described the “preexisting condition of a
lack of dignity” felt by people in rural, marginalized
communities who feel shame and a lack of dignity as a
result of the limited resources in their area.
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III. IMPACTS OF LIMITED SERVICES AVAILABILITY & ACCESS

“If you don't have an established relationship with your provider, with any
provider, it's very hard to be a new patient anywhere. When someone's ready to
start recovery, they're often ready at that moment, and calling some place and
saying, "We're taking appointments for six weeks from now," is not helpful. And
that can happen even if you have a provider. … Rapid access to treatment, new
or ongoing, is essential and lacking.”
–Clinician/Administrator, Substance Use

Delayed care and poor outcomes
The most commonly reported impact of unavailable or limited capacity of health services across nearly all areas of
care was avoidable morbidity (such as unmanaged diabetes, or diagnosis of morbidities or comorbidities at more
advanced stages due to insufficient or no preventive care). Two impacts that were commonly identified across
emergency medical services, behavioral and mental health, substance use services, and geriatrics were the fact that
people in need of specialized inpatient care in tertiary facilities o�en spent long periods of time boarded in the
emergency department or other beds within the local critical access hospital due to lack of capacity in these tertiary
or residential care facilities, or delay in interfacility transport, and that the lack of home- or community-based
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services led to worse, avoidable outcomes for individuals. The lack of case management in many pediatric,
behavioral and mental health, substance use services, and social services was cited as leading to worse outcomes
(including incarceration stemming from insufficiently managed psychiatric conditions) that could have otherwise
been managed. Some participants noted that people of all ages were using emergency department services for
primary care or due to unmanaged chronic conditions. Some reported that MaineCare insured patients were
especially likely to use the emergency department for primary care. Other impacts reported were lower levels of care,
delayed care, and poor outcomes due to gaps in emergency medical services (EMS) capacity.

Burden of travel to access care

“I think that the transportation barrier for so many people to get to services we
don’t have in Washington County is huge. Whether it’s taking your children to
appointments in Bangor, Augusta, beyond, or it’s accessing those specialty
services that [redacted] talked about, I think that for families who are elderly,
who struggle, and for whatever reason can’t access some of the transportation
systems, just finding ways to get those services easier and faster, and … more
transportation supports.”
–Clinician/Administrator, Health and Social Service Agency

The need to travel for care due to unavailable or insufficient local health services (especially for some types of
chemotherapy, oral surgery, dental, and social services) was cited as leading to less use of services among
community members without reliable transportation. Additionally, participants noted that specialized care
(including obstetrics and gynecology, oncology, and diabetes care) is very burdensome to obtain due to distance,
patient supports needed, and cost. Challenges described regarding scheduling transportation on state-funded
transport included policies prohibiting accompaniment by small children, which could result in missed
appointments if child care could not be arranged or fell through.

Limited access to specialty care
Institutions providing behavioral and mental health, substance use services, and dental care were reported by some
as not being able to meet the need for these types of care at all or at enough volume. We were advised that the
COVID-19 pandemic contributed to a reduction in dental care access, for example, due physical separation
requirements, the time taken for rigorous disinfection between patients, and the loss of periodic school-based dental
clinics. The cost of specialist care unavailable in-house is uniquely challenging within the tribal health system due to
a limited budget line item to cover this, as well as the challenge of ensuring that health care facilities bill the Tribal
Health Centers through purchase order rather than charging patients directly.

Overuse and misuse of the emergency room
The emergency room was reported as o�en being the access point for all care, particularly in the case of uninsured
patients.
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IV. PRIORITIES & PREFERENCES FOR SUSTAINING OR
RESTORING ESSENTIAL HEALTHCARE

Greatest priorities for improving availability and accessibility of health
services
Participants shared their opinions on the greatest areas of need regarding Washington County health services.

Types of medical care
While all areas were considered limited to some degree, participants were particularly clear on the need for more
availability of behavioral and mental health, primary care, substance use services, geriatrics, emergency medicine,
oncology, home health, oral health, and wraparound support services for families.

Social determinants of health
With regard to social needs impacting health, participants spoke of the tremendous need for transportation
(especially to providers outside the county or otherwise at a distance), safe and affordable housing, food security,
insurance coverage including and beyond MaineCare, financial resources (e.g. gas money), post-secondary
educational opportunities, interpreter services, and childcare.
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Patient-centered care and coordination
Coordination of care was described as a facilitator of individual and population health. Having designated care
coordinators, patient navigators, and/or community health workers who routinely monitor patients’ health status
and assist with follow-through on test results, connection to services, and check in regularly was characterized by
participants as a critical enabler to improving health. This is consistent with reporting on how successful ACO’s have
improved population health and achieved shared savings.

Centralized supervision
Participants suggested centralized supervision of advanced practice providers (who are considered positive, effective
caregivers) as a solution to the challenge of site-by-site supervision that makes great demands on the limited time of
on-site physicians.

Workforce growth
The need for more clinicians and staff was echoed by many participants, and detailed to include physicians,
advanced practice providers (e.g. nurse practitioners during their initial practice and physician assistants), medical
assistants, residential direct care staff, and an array of mental and behavioral health providers (with emphasis on
those specialized in pediatrics, geriatrics, and opioid use).

Health conditions
A non-exhaustive accounting of specific health conditions for which more care and focus is needed included
hypertension, diabetes, colorectal cancer, and substance use.

Legislative and financial needs
Participants listed other needs for Washington County, including

> having the ear of legislators;
> statewide innovation regarding workforce recruitment;
> regulatory changes regarding training provided in-house, scope of practice for behavioral and mental health

providers and for paramedics;
> increased MaineCare reimbursement rates; and
> targeted financial support to prevent additional loss of already-limited facilities (such as nursing homes).

High-level approaches to improving availability and accessibility of
health services
Optimization
Respondents depicted the “ameboid” development of healthcare entities and institutions with their own strategies
and services throughout Washington County as leading to a need for increased collaboration and communication to
optimize and share resources. This was attributed in part to the growth of larger healthcare systems and hospital
acquisitions outside of Washington County, which contribute to maldistribution of services. Interfacility transfer by
EMS was cited as an example of needed resource optimization, as they serve as a linkage between various rural
health services, and are adept at assessing different facilities’ strengths and ability to care for patients. The flexibility
and timely nature of telehealth (for patients) and virtual consultation or training (between providers) were also
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identified as a key part of decision support and optimization. The need for willingness to collaborate between
partner institutions, and building trust and psychological safety among providers were cited as being key to resource
optimization in Washington County.

Addressing regionalization
As in the discussion of optimization, respondents described the need for collaboration between institutions in order
to address regionalization of care. Several respondents suggested using a shared workforce model by which care
coordinators and managers can serve as a central repository of information across institutions and facilitate
referrals. Regionalization was described as having unintended negative impacts, such as loss of services and
independence due to mergers, and increased challenges for patients to access care due to increased distance and
travel time. Respondents identified similar solutions to address regionalization: the use of telemedicine, and
co-recruitment strategies to help bring new physicians to rural areas while reducing competition and lowering cost.
One participant described a health system based solution outside of Washington County in which multiple hospitals
centralize with a single hospital board, one set of physician bylaws, and one administrative team to help ensure
facilities are not in competition with one another.

Sustainability
Respondents described ways in which healthcare providers and institutions in Washington County could improve
their sustainability moving forward. One key strategy shared was to center community voices and needs, and
commitment to community. Respondents felt that community voices are o�en not heard in developing
programming and policy, but should be because residents are the experts on their own circumstances and shared
environments, and are their community’s biggest asset. Participants also characterized the rural health care
workforce as doing it for the mission, and expressed the need for more people with commitment to the community
who would build long-term relationships and trust. Participants emphasized the importance of building resiliency by
leveraging existing resources and sharing them (via strategies like co-recruitment) to provide cost-effective and
efficient services. Participants also described the need for more long-term, flexible funding, ensuring that programs
have a sustainability pathway beyond the short-term and that community experts had the ability to spend funds
where they are needed most.

Rural health redesign
Participants advocated for a “rural health redesign” that would include bolstered workforce, telehealth and payment
models, and services addressing social determinants of health.

Improving availability and accessibility of health services
Respondents generated ideas to address their greatest concerns regarding essential service provision, broken into
four key categories: training and education, recruitment, coordination, and state-level legislation and funding.

Training & education
Participants described the need for increased on-the-job training and resources for clinicians, such as just-in-time
learning (short videos, targeted online learning, job aids), and training in proven methodologies for care
improvement. Respondents also discussed the importance of integrating cultural sensitivity and anti-racism training
into medical and nursing education.
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Recruitment
Participants discussed the need for recruitment of new clinicians to not only bolster service availability, but also to
bring new talent and ideas to the area. They identified incentives such as more competitive salaries or mentorship
programs to attract candidates (including primary care or family medicine residencies).

Coordination
Participants explained the need for better coordination among providers and institutions to develop an economy of
scale through ideas like co-recruitment or joining a catchment area whereby providers are responsible for the
population in a given area. Also described was a need for better care coordination, with primary care serving as the
hub.

Legislation
Participants spoke about the need for changing legislation around MaineCare and reimbursements to allow for
increased funding, including enhancement of MaineCare, coverage of childcare under MaineCare, and allowing for
EMTs/paramedics to be reimbursed for non-emergent care and care that is provided in-home or in an otherwise
stationary setting. Some respondents discussed the importance of advocating for universal health care. Additionally,
making low-cost loans available for healthcare facility improvement and maintenance was suggested.

Finances, reimbursement, funding, costs
Cost of care, ability to pay for care, legislation and rules surrounding payment, and health care utilization are all
deeply intertwined; respondents described these issues and how they impact each other at length.

Alignment & care coordination
Critical access hospitals were depicted as facing multiple challenges, including the higher costs of care in smaller
facilities and the high cost of operating hospitals of any size 24 hours a day and seven days a week. Some
respondents suggested that unifying FQHCs and critical access hospitals as permitted by law could help address
financial challenges. Related to this idea was the importance of care coordination to improve individual and
population health, as well as to support cost avoidance through active mitigation of worsening acuity in chronically
ill patients. Many respondents spoke of the importance of the state taking an active role planning health and social
service distribution, and statewide resource rationalization.3 Additionally, participants suggested that the state
should advocate for alternative payment models to support new (yet tested) alternative approaches to care like
community paramedicine. We heard many times that the fee-for-service model simply does not work in low volume
rural health care settings because as volume of patients declines, cost per unit of service rises, and more care must
be written-off. Because Washington county does not have a large hospital system with a direct financial stake in
helping solve local challenges, it was suggested that the state can make a significant difference in assuring
continuance and strengthening of resident-identified essential health services by piloting alternative payment
models to demonstrate health and cost benefit of alternative care models.

3 With the arrival of American Rescue Plan funds, there is opportunity for the Maine DHHS to take an active role in monitoring and
assuring equitable distribution of healthcare resources throughout the state.

Right Care, Right Place, Right Time in Maine: Complete Findings 34



Maintaining local health care workforce
Participants remarked on the challenge of creating benefits packages that are competitive, and expressed the need
for more funding to enable or entice health professionals to remain in service in Washington County.

Sustained funding
The ability to sustain payment and funding across many types of services and wraparound care were noted as key,
notably for telehealth, care coordination, social workers, and nutritionists.

Value-based payment
Shi�ing from a fee-for-service (FFS) system to value-based payment (VBP) was described by participants as having
great importance for health care quality despite being fraught with financial risk. Respondents advocated for Maine
to continue advancing VBP to support health system redesign and opioid response, and said that FFS interferes with
innovation by not paying for services that would better serve the health of the population.

Social determinants of health & care utilization
Many respondents described social determinants of health (SDH) as impinging on care utilization: ongoing access to
transportation, housing, childcare, and nutrition were all named as determinants of consistent engagement in
healthcare that are needed to sustain services for the long haul. Participants discussed the need for more SDH needs
to be covered under MaineCare, including food, housing, transportation, heating fuel, water, care coordination, case
management, and patient navigators.

Detailed recommendations from Washington County residents to
improve availability and accessibility of health services.
Participants offered a rich array of suggestions for improving health service availability and accessibility. These are
customizable across Maine and other rural settings, to support regional initiatives to improve access and utilization
of health service.

Collaboration, alignment between institutions

Suggested collaborations
◻ FQHC primary care and acute care facilities (like Cary-Pines)
◻ Behavioral health organizations and FQHCs, tribal health services
◻ FQHCs and Northern Light hospitals
◻ Critical access hospitals and independent, external providers (e.g. home midwife)
◻ Critical access hospitals and EMS (Memoranda of Understanding to establish back-up critical care transport

if LifeFlight of Maine unavailable)
◻ EMS, Fire Depts, and critical access hospitals

> Example recommendation: Fire-based EMS responds to 911 calls; hospital-based EMS provides
interfacility transfers and community paramedicine otherwise (can be included in hospital
payment structure)

◻ Local EMS services and county-based umbrella organization (Maine Ambulance Association)
◻ “A la carte” sharing of large health system resources with smaller external facilities.

> Examples: Virtual or in-person availability of specialists; EMR system; Virtual CME opportunities
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◻ Veterans’ Administration (VA) and non-VA institutions
◻ Shared quality improvement processes across facilities
◻ Contiguous behavioral health catchment areas with their own sets of providers and institutions responsible

for catchment population; contracted with DHHS, using performance/effectiveness measures (e.g. hospital
bed-days)

Building relationships and strategies together
◻ Need for planning together rather than ongoing silos due to ongoing crisis management
◻ Consider existing capacity and partnerships rather than building new capacity
◻ Avoid duplication where able
◻ Economies of scale: efficiency of shared resources and administration; systems can have people specialized

in different administrative and clinical functions
◻ Tertiary and transport institutions “tether” all health care workers, administrators across state together

> Should do in “systematized, organized, measurable way”
> Leverage creativity of all

◻ Convening multiple stakeholders
> Establish trust, common language, share values, true knowledge of other organization’s offerings

(ex. Community Caring Collaborative)
> Understand gaps, other issues
> Collaboration may eliminate competition for small patient pool

◻ Identify and focus on the specific areas where collaboration serves all institutions involved
◻ Establishing personal relationships between individuals at different facilities to enable better discharge

planning, referral making, etc.

Training

Physicians and nurses
◻ Nursing (RNs, LPNs)
◻ Create and promote residencies at community access hospitals (primary care, family medicine, etc.)
◻ Mobile training unit for CMEs

> Example: An EMS service travels to isolated sites to provide training
◻ Management can mentor RNs on operations management (currently done by one FQHC administrator)
◻ Virtual grand rounds for PCP to expand knowledge base (currently done within health system external to

Washington County)
> Could expand to include external Washington County providers
> Benefit of building referral networks and relationships if done relatively locally

Collaborations with community colleges
> Example: Critical access hospital invested in nursing program (4 of 5 grads joined staff; program closed a�er

short period due to lack of funds)
◻ Behavioral health integration training for medical assistants, in progress
◻ Substance use disorder treatment certificate

> Free certificate at WCCC
> Paid grad certificate at UNE
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Skills-based training to meet local need via community paramedicine

Residential care facilities training opportunities
◻ Financial support for CNAs to become LPNs, RNs, etc.
◻ Adjust regulations to allow in-house training

Additional needed training programs
◻ Behavioral health integration (MA level)
◻ Care management
◻ Operations management

Needed topics for training
◻ Cultural responsiveness and humility

> Anti-racism and equity
> Baseline for direct care institutions, medical/nursing education

◻ Working knowledge of home birth, non-intervention birth for hospital staff to be able to consult with
midwives

◻ Medication assisted treatment as part of primary care (including medical school, residency training)

Improving access to services

Telemedicine
◻ Direct care for patients by local or distant providers
◻ Support for local providers by distant providers

> Example: Telestroke collaboration connects Northern Lights with Mass General and Eastern Maine
Medical Center to assess stroke patients, determine best place of care)

Interpreters available more broadly
◻ Especially when agricultural workers and seafood processors are most active
◻ Improves community collaboration and involvement
◻ Including all roles in clinic, especially reception as the first welcome to a facility
◻ Existing momentum, recent improvements

Addressing stigma and the need for privacy
> Example: HIV stigma prevents people accessing local labs for regular testing to monitor viral load and

monitor prescription effectiveness
> Example: Fear of using transportation services to medical appointments for fear of the driver sharing your

private information

Opening residential care facilities in the county for difficult-to-place individuals
from around the state

Transportation services
> This has been tried at the county level
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> There are some current possibilities, but none that provide door to door service
> Must meet people’s full needs (e.g. exiting jail, managing recovery)
> Cost is a barrier for those without MaineCare

Urgent care style walk-in clinics with low overhead costs

Cultural humility, responsiveness across all clinical service aspects (reception, etc.)

Improved broadband access

More mobile services and reach (e.g. phlebotomy)

Tele-pharmacy to address transportation barrier
> Example: Previous use of medication dispensing machine in FQHC setting; successful but ended due to

rules not allowing RNs to dispense medications for home use

Childcare in more settings to address barrier to accessing care
> Example: Family center where parent can engage inpatient substance use treatment and children can have

support

Substance use services
> Bill recently passed to create an around-the-clock hotline facilitating connection to crisis response, recovery

coaching, treatment, and help with connecting to open detox or treatment beds

Recruitment & retention of clinicians and other health care workers
◻ Address salaries to draw clinicians and retain all staff
◻ Improve advancement opportunities, mentoring, and benefits (insurance, childcare)
◻ Benefit of unions in advocating for and ensuring worker benefits
◻ Assess bias during hiring process to ensure equitable service provision

Substance use services
◻ Solicit input from people who use drugs in program development process
◻ Increase inpatient approaches: more detox and early treatment facilities
◻ Increase outpatient approaches (frameworks, delivery) beyond 12-step programs

> Example: Vermont’s hub-and-spoke treatment model
◻ Provision of childcare to facilitate attendance of outpatient treatment (i.e. support groups) and inpatient

treatment
◻ Routinize medically assisted treatment initiation in the emergency department

Reimbursement
◻ Maintain COVID-era telehealth reimbursement rules (i.e. payment parity)
◻ Adjust critical access hospital reimbursement rates for outpatient care (i.e. don’t set rate as if for inpatient

care)
◻ Advocate for community paramedicine to be billed as primary care extension
◻ Increase reimbursement rates to make mental/behavioral health services more financially viable
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EMS and community paramedicine (CP)
◻ Assess current pilots, models, and efforts
◻ Identify challenges to implementation and seek solutions to address them, such as billing and

reimbursement; regulations, licensing, and scope of practice; benefits
◻ Explore regional models of EMS and CP
◻ Identify gaps in interfacility transport capacity
◻ Have on-call providers present at the EMS station rather than at home to cut down on transportation time

and delays

Patient supports: Wraparound services, integrated & coordinated care
◻ Expand MaineCare eligibility for care coordination, care management, and patient navigators, especially for

behavioral/mental health
◻ Explore establishing county-level coordination
◻ Integrate behavioral health and substance use services into primary care

Specialists
◻ Assess need and value of specialist hires
◻ Explore alternative hiring models such co-recruitment or visiting providers
◻ Use telehealth consults for specialists to address barriers to access such as transportation

Nursing homes/Residential care/Assisted living
◻ Increase MaineCare reimbursement rates to promote sustainability of services
◻ Seek state supports to prevent facility loss a�er COVID
◻ Provide tax breaks for families hiring personal care assistants for in-home care

Community access hospital sustainability
◻ Don’t duplicate what FQHC provides, instead provide services that complement existing facility strengths

and services

Community-based behavioral and mental health
◻ Provide crisis service centers
◻ Use community-based mental health models, such as assertive community treatment (ACT), home &

community-based treatment (HCT), and crisis intervention teams (CIT)
◻ Increased case/medication management

Reflexivity among clinicians, administrators, decision-makers
◻ Intentionally and critically reflect on the diversity of people at the table; take proactive steps to increase

representation
◻ Continually explore service provision models and and best practices to ensure highest quality care
◻ Practice cultural humility and seek resources to train providers, administration, decision-makers

Listen deeply and be guided by community members
◻ Root causes (of overdose; transportation challenges; food pantry use, etc.)
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◻ Build trust
◻ Center communities in planning, policy, advocacy— wrap program around them, not them around program

Known challenges or cautions regarding alignment across institutions
> Battling inertia of business as usual
> Resources, operations; recognize where organizations are already stretched thin
> Balance between individual institutions’ “sovereignty,” “dignity,” and the usefulness of “symbiosis” or

“amalgamation” to make the whole ecosystem stronger and more functional
> Need and competition for fundraising
> Attention and care needed for active engagement and collaboration among organizations run by or serving

marginalized populations
> VA rules regarding not using non-VA services within 30 miles of a VA facility
> Critical access hospitals operating within a big health system may lead to loss of the personal connection

between providers and patients
> Recognize legal boundaries between institutions that prohibit total integration (i.e. critical access hospital &

FQHC); need policy change at state, federal levels
> Health systems are unlikely to want to acquire financially struggling critical access hospitals; merger or

acquisition—the opportunity exists to engage in new models of care to sustain access and utilization of the
essential services identified in this study and in creation of regional shared needs assessments.

> Clarify financial impacts and incentives of collaboration to bring people to and keep them at the table
> To create an economy of scale and preclude or quell potential conflict among providers with the same

mission, there is need to convene overlapping provider types (e.g. visiting nurses and community
paramedics, home health agencies) to align their services, all of which are identified as important to sustain.

> Ensure work is with and in service of specific communities rather than dictated by large, external entities
> Important to formalize agreements among organizations (MOUs) so collaboration isn’t dependent on who

happens to be on staff that day
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V. ORGANIZING & LEADING CHANGE: COMMUNITY COALITIONS
IN PARTNERSHIP WITH THE DEPARTMENT OF HEALTH AND
HUMAN SERVICES (DHHS)

Coordination with the Department of Health & Human Services
(DHHS)
Current state-led programming
Respondents mentioned Downeast Public Health Council, emergency planning, the district council’s
prescription/health literacy program, support for FQHCs to identify barriers to accessing preventive care, caseworker
assessments regarding home- rather than facility-based care for elders, and a new position focused on nursing home
staffing shortages.

Need for further collaboration regarding substance use services
Participants noted the increase in DHHS funding to support overdose initiatives, though there is an ongoing need for
additional funding. Participants also pointed out the need for DHHS to engage with tribal health centers on this
topic. One participant commented that the opioid crisis has played a significant role in an increase of children taken
into DHHS custody.
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Impact of COVID-19 on collaboration
Several participants commented on COVID-19 related budget cuts limiting new DHHS programming, and the lack of
support for home or community based behavioral and mental health care. Two participants discussed
DHHS-involved collaborations regarding COVID-19, including efforts to provide testing to seasonal agricultural
workers and housing and meals as needed for quarantine or isolation; catching up on vaccinations for children that
were missed due to COVID-19; and working with towns to address fear and to keep track of public health activities.

Need for health planning
One participant noted DHHS’s lack of planning authority and expressed that introducing this would be a beneficial
addition to planning driven by health systems.

Paramedicine and emergency medicine
With regards to community paramedicine, a participant observed that state-wide protocols would be helpful,
especially in relation to expanding paramedics’ scope of delegated practice to support primary and urgent care
where needed in communities. Additionally, they suggested stabilizing EMS services by integrating them into
hospitals/hospital systems, and taking up the Emergency Treatment and Transport (ET3) pilot model to reimburse
transport services for specific calls otherwise disincentivized.

Funding and reimbursement models
Some participants remarked that programming will be more trusted and stable with ongoing state funding, for
example by permitting “incident to” billing for paramedic visits to homes following telemedicine interaction with the
householder. The example given was of a paramedic suturing a wound in the home following a telemedicine visit
with the provider. A rule change is needed for a paramedicine service to bill for wound suturing “incident to” the
telemedicine visit. Interviewees also stated that measurement of grantee performance, especially for government
funded programs, needed to be reconfigured to show effectiveness of rural programs serving small populations.
Additional comments regarding DHHS collaboration included a need for new reimbursement models, the suggestion
of a crisis service center as a hub to triage people appropriately, and regional coordination of EMS dispatch.

Right Care, Right Place, Right Time in Maine: Complete Findings 42



Highlighting ongoing collaboration and coordination between
organizations in Washington County
When asked which organization in Washington County is best positioned to work with the State of Maine if an
opportunity arose to develop and pilot alternative payment and practice models, interviewees consistently
identified Community Caring Collaborative of Maine (CCC), a trusted organization facilitating shared initiatives
among more than 45 agencies, non-profits, and community groups. Based in Machias, CCC aids people in recovery,
bringing together healthcare facility leaders and staff from locations throughout Washington County who work to
close gaps in access to medical, mental health, behavioral health, dental and social services. They provide barrier
removal support for people struggling to access and utilize health and social services and provide myriad programs
and resources important to residents of the county, including trauma support for individuals and families and an
exemplary nurse bridging program to support newborns with neonatal abstinence syndrome and their families.
Because CCC is comprised of virtually all organizations and entities supporting individual, family, and community
health in Washington County, and is a trusted facilitator of critical health initiatives, we recommend this organization
as the primary point of contact for the State of Maine, to explore how policy, payment, and practice reform might be
developed and piloted to inform improvement of rural health and healthcare. An initiative in Washington County,
because of the strength of its collaborative partners, is an excellent region in which to develop and test alternative
approaches to care that may be refined and applied in other regions of Maine, and in other rural states.
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