Dear Committee Members, 
We are writing to express our strong support for H780 – An Act Establishing the Hospital to Home Partnership Program and S495 An Act Codifying the Hospital to Home Partnership Program. This legislation will be instrumental in improving healthcare transitions, reducing unnecessary institutional placements, and ensuring individuals receive the community-based care they need.
By fostering partnerships between acute-care hospitals and Aging Services Access Points (ASAPs), H780 and S495 will strengthen coordination efforts, allowing patients to safely transition back to their homes instead of being placed in nursing homes. The inclusion of dedicated ASAP staff members within hospitals will provide patients with much-needed guidance and access to home-based services. The requirement for ASAP staff members to serve as Home and Community-Based Services (HCBS) Hospital Liaisons is particularly vital in helping patients access critical services that promote independence and well-being. Liaisons bring a wealth of community resource knowledge and with the liaison embedded at the hospital, this role bridges the gap of communication between the ASAP and the hospital.
This bill is essential for improving patient outcomes and enhancing the efficiency of hospital discharges. It not only aligns with best practices for patient-centered care but also reduces the strain on institutional settings by empowering individuals to recover in familiar environments with appropriate support. Codifying this program into law will reinforce its effectiveness and sustainability, leading to improved patient outcomes and reduced healthcare costs.
I urge you and your colleagues to advance H780 and S495 through the legislative process and ensure its passage. 
Thank you for your leadership on this important issue.
	Sincerely,

Annemarie Beauparlant M. Ed
Director of Long-Term Service and Support Programs
AgeSpan
300 Rosewood Drive, Suite 200, Danvers, MA 01923
Direct: 978-624-2205
Main: 978-750-4540 or 800-892-0890



Case Study
AgeSpan and Tufts Lowell General Hospital
82-year-old female admitted to Lowell General Saints Hospital for pneumonia in December 2024. Consumer was in the hospital until end of January 2025, due to concerns regarding a safe discharge plan and the family dynamic. Financial issues restricted accessibility to short term rehab and the only option was a discharge home. She lives with her daughter whose is living with a physical disability which restricts her ability to physically support her mom and provide the care that she needed.
Upon first meeting, consumer strongly refused home and community-based services and at times was combative but allowed liaison to continue to visit. After many bed side visits and gaining the trust of the patient, the liaison was able to get the patient to agree to services in the home. AgeSpan was able to expedite her assessment through the Home Care department as well as provide a copay waiver, thus ensuring that the consumer would have access to the services she needs to stay in her home. The consumer is now home with HHA services and MOWs  with ongoing care management and currently has no readmissions. 
