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Dignity Alliance Massachusetts: Recommendations to Achieve a Successful Transition for Residents in Both Voluntary and Involuntary Closures --- as of 6/22/21.
 in Both Voluntary and Involuntary Nursing Home Closures[endnoteRef:1] [1: Footnotes

 The overall recommendations of this report are supported by the findings of this study: Successful Transitions: Reducing the Negative Impact of Nursing Home Closures, by Cynthia Rudder, Ph.D. on behalf of the National Consumer Voice for Quality Long-Term Care, funded by the Retirement Research Project, 2016.
https://theconsumervoice.org/uploads/files/issues/CV_Closure_Report_-_FINAL_FINAL_FULL_APPENDIX.PDF ] 


[image: Image is dark blue text that reads 'www.dignityalliancema.org' in a sans serif font. ]
	[image: Image is dark blue text that reads 'www.dignityalliancema.org' in a sans serif font. ]	2 of 7

Endorsed by the Facilities Work Group – June 14, 2021
Coordinating Committee Review – June 22, 2021
Presentation to Full Dignity Alliance Membership – June 29, 2021

A. Recommendations at State Level.
Create a “Closure and Relocation Committee” (C&R Committee) for the purpose of oversight and recommendations on nursing home closure processes.  The state survey agency is required to “arrange for the safe and orderly transfer of all Medicare and Medicaid residents.”[endnoteRef:2] The C&R Committee monitors, and when and where necessary, provides input into the closure process of specific facilities. [2:  42 CFR 488.426(b) 
https://www.ecfr.gov/cgi-bin/text-idx?SID=d25f5d7b3edb0c851c3ed5018e4ba148&mc=true&node=pt42.5.488&rgn=div5 ] 

1. The C&R Committee shall be appointed by the Secretary of the Executive Office of Health and Human Services to serve co-terminously with the Governor.  The chair of the C&R Committee shall be designated by the Secretary. The C&R Committee shall consist of one representative of the Executive Office of Elder Affairs, one representative of the Department of Public Health, one representative of the Office of the State Long-Term Care Ombudsman, one representative of MassHealth, one representative of the Department of Housing and Community Development, and as appropriate, one representative of the Department of Mental Health and one representative of the Department of Developmental Services, to be determined by the chair of the C&R Committee.  In addition, the C&R Committee shall include citizen members: two of whom shall be representatives from at least two statewide advocacy groups representing elders and/or persons with disabilities, from among nominations by AARP Massachusetts and Dignity Alliance Massachusetts; at least three current or former residents of nursing homes (at least one of whom must be a person with a disability under age 65) from among nominations by the Disability Policy Consortium, Home Care Alliance of Massachusetts, Massachusetts Advocates for Nursing Home Reform, and Massachusetts Centers for Independent Living; at least two family members of a nursing home resident from among nominations by the Massachusetts Advocates for Nursing Home Reform and the Office of the State Long-Term Care Ombudsman; and at least two non-management nursing home staff members from among nominations by the Chapter 1199 Service Employees International Union and Dignity Alliance Massachusetts.  Citizen members shall serve for a term of four years and may be re-appointed for an additional term if re-nominated by the same organization that provided their initial nomination.  Vacancies shall be filled in the same manner as the original appointment to serve for any un-expired term.
The C&R Committee shall receive written notification of an impending closure and a copy of the nursing home closure plan at the same time the State Survey Agency and the State Long-Term Care Ombudsman receive these documents. 
Continued

A. Recommendations at State Level. (Continued)
The C&R Committee will:
a. Meet on a regular basis, no less frequently than quarterly.
b. Initially, review the state closure process and ongoing, review the “relocation specialist” (see B.4.) closure reports.  
c. Issue public reports on all activities and studies.
d. Develop a manual that defines roles, responsibilities, and time frames.
e. Discuss any barriers and problems related to closures and provide recommendations.
f. Be on-site intermittently to monitor closure operations.
g. Ensure addressing transfer trauma is a priority, including the involvement of staff from both the transferring and receiving facilities.
h. Require assessing each resident’s ability to move to a home and community-based non-congregate setting, using a PASSR evaluation and fully abiding by the provisions contained in Olmstead vs L.C.  Arrange moves to the community considering the assessment and the individualized needs and preferences of the resident, including identifying any barriers and facilitating solutions.  Include Area Service Access Points (ASAPs) and Independent Living Centers (ILCs) in arranging moves to the community.
2. Post on the Department of Public Health’s website: the State’s requirements and processes around closure, including requirements of providers, rights of residents, and tasks; responsibilities of the C&R Committee; and for the last prior and current calendar years --- a list of nursing home closures including closure date and a list of ownership transfers including final date of the transaction, names of the prior and new owners, and name of the new facility.
3. Develop a system for residents and resident representatives to submit complaints about how the closure is being carried out and receive a verbal response in no longer than 3 working days, followed up by a written response. Review all complaints received during the closure to identify problems; perform root cause analysis and make improvements based on analysis. Submit complaint review/analysis to CMS.
4. Pass legislation to fully codify the state closure process, including provider requirements, residents’ rights; and C&R Committee tasks. [Some, but not all, of these issues are codified in MA.]
5. [bookmark: _Hlk72451117]Fund the provision of a new pool of mobile housing vouchers usable for housing in the community for residents of newly closed nursing homes. The distribution of these vouchers should be administered by the Department of Housing and Community Development and should be based on the 2021 nursing home transition pilot program, using Alternative Housing Voucher Program vouchers. The number of new vouchers created should be equal to at least 25% of the total number of residents of the closed nursing homes. 




B. Communication and discharge planning --- ensure important information about alternative placements, choices, and rights are explained to residents and resident representatives[endnoteRef:3]. [3:  “Resident Representative” as defined per federal nursing home regulations 42 CFR §483.5 Definitions.
https://www.ecfr.gov/cgi-bin/text-idx?SID=22b25845ab78855eb863f3cd7e2d1554&mc=true&node=sp42.5.483.b&rgn=div6  ] 

1. [bookmark: _Hlk72168914]Require that the State Ombudsman and C&R Committee review, comment, and sign-off on the closure plan before state approval.
2. The C&R Committee shall appoint a subcommittee for each closure to work with the facility, Ombudsmen, and “relocation specialist” (see B.4.) to ensure comprehensive discharge planning and maintain communication with residents, resident representatives, staff, and all affected.
3. Ombudsmen provide these closure functions:
a. Participate early in the closure process to inform residents/resident representatives about rights/options.
b. Meet one-on-one with each resident and resident representative to discuss the closure process and their rights.
c. Receive a list of all residents being moved, the resident’s new location (whether another nursing home, community setting, or home), if the location was requested, if the location is an affiliate of the nursing home that is closing, and when the move will occur.
· The facility shall also provide a copy of this resident list to the “relocation specialist” (See B.4.).
4. The C&R Committee shall designate a “relocation specialist” to oversee closures. The relocation specialist can be a state employee or secured via contract.  The relocation specialist will:
a. Coordinate functions with the Ombudsman’s facility closure activities.
b. Meet virtually or by phone every two weeks with the C&R Committee to provide updates on a closure.
c. Submit a written report to the C&R Committee on issues and the outcome of each closure process.
5. Develop a standard framework for a letter to be sent to residents and resident representatives at the same time the provider announces the closure.  The letter should incorporate specific closure details including:
a. Closure process.
b. Data required in appropriate discharge planning.
c. Residents’ rights throughout the closure process, including but not limited to the right to have needs and choice taken into consideration; to receive appropriate discharge planning; and to be included in discharge planning.
d. Name, title, and contact information for facility contact coordinating the closure process. 
e. Names and contact information for the regional and local Ombudsmen.
f. Name and contact information for the C&R Committee relocation specialist. 
g. How to submit a complaint, when to expect a response, and how to get additional help.
6. [bookmark: _Hlk72171374]Ensure that discharge planning and meetings function as intended by federal regulations[endnoteRef:4], including participation by the resident, resident representative, and interdisciplinary team (includes nurse aide with responsibility for the resident). Also critical is a similar review of the new care plan in the new facility with the resident, resident representative, and new team. [4: Ibid.  §483.21 (c) Discharge Planning.] 




C. [bookmark: _Hlk74520568]Nursing home resident placement issues --- home and community-based placement when appropriate; or nearby nursing home placements are not available (no vacancies or providers do not want to take a specific resident).
1. For all residents:
a. Require review or reassessment of a resident’s ability to move to a home or community-based setting, similar to a PASRR II evaluation.
b. Coordinate with the local Aging Service Access Providers (ASAPs) or Independent Living Centers (ILCs) to identify residential services, supportive housing, or other community placement options.
c. Ensure informed choice: provide each resident education, information, and participation in community activities necessary for each resident to make an informed choice, including the provision of necessary accommodations to their functional needs and the impact of their institutionalization.   
d. Assist residents in applying for Home and Community Based Services (HCBS) waivers, other MassHealth services, or appropriate housing vouchers. 
e. Provide transition planning and coordinate transition activities.
f. Identifying any barriers, work with resident, their representatives, and necessary agencies to facilitate solutions.
2. For residents who are refused admittance to a new facility:
a. Check records of residents being refused admittance to ensure records are up-to-date so an accurate assessment can be made.
b. Require refusing facilities to interview and assess the resident themselves to accurately determine whether they can meet the resident’s needs.  Refusing facilities should document reason(s) for refusing a resident and submit the report to the C&R Committee for review and analysis.
c. If a resident is discriminated against on the basis of his/her disability or other reasons, a discrimination complaint must be filed with the Civil Rights Division, US Department of Health and Human Services and/or the MA civil rights division.
3. Require notice of an impending closure be given to residents and resident representatives more than 90 days prior to the date of an impending closure[endnoteRef:5] to have sufficient time to address resident placement issues and to recognize that some facilities have a large number of residents to relocate. It’s also important to put notice rules into statute. [5:  Federal regulations require “at least 60 days” notice to residents/their legal representatives for a typical closure, but the Secretary determines an “appropriate” closure date for facilities terminated from participation in Medicare/Medicaid.  An additional 30 days more than the 60+ days included in the following federal regs are necessary to provide sufficient time to address resident placement issues. The additional days also acknowledge that some facilities have more than 100 residents to relocate which could easily exceed 60 days to accomplish.
Federal regs --- 42 CFR 483.70 (l)(1)(i)  Administration. 
https://www.ecfr.gov/cgi-bin/text-idx?SID=22b25845ab78855eb863f3cd7e2d1554&mc=true&node=sp42.5.483.b&rgn=div6 
Any individual who is the administrator of the facility must:
(1) Submit to the State Survey Agency, the State LTC ombudsman, residents of the facility, and the legal representatives of such residents or other responsible parties, written notification of an impending closure:
(i) At least 60 days prior to the date of closure; or
(ii) In the case of a facility where the Secretary or a State terminates the facility's participation in the Medicare and/or Medicaid programs, not later than the date that the Secretary determines appropriate;…” ] 

· In the case of a facility's termination with participation in the Medicare and/or Medicaid programs, the closure notice should be given not later than the date that the Secretary determines appropriate[endnoteRef:6].  However, if this time period is less than 90 days, arrange to keep the facility running for at least 90 days to facilitate safe resident transfers to new facilities or the community. [6:  Ibid.
] 







D. Protect residents from transfer trauma.
1. Ensure resident-centered planning for all resident relocations.
2. Prepare residents for relocation, and then help residents adjust to a new location, including follow-up visits to provide continuity.
· The new facility shall monitor the medical and emotional status of transferred residents, and report any illnesses, mental health problems, or deaths due to transfer trauma to the relocation specialist and State Ombudsman.
3. Develop in-service transfer trauma training for staff at both transferring and receiving facilities. Include input from residents.
4. Create and communicate a list of tips for how staff and family/resident representatives can help alleviate transfer trauma. 
5. Offer support sessions for families and resident representatives.
E. [bookmark: _Hlk74521932]Staffing issues such as staff stress, concerns, and resignations.
1. Provide/require training and education on closure issues.  Be sensitive to staff who may have concerns, and ensure staff are kept informed of closure timing and relevant issues, including updates on resident transfers.
2. Provide assistance and referrals for new job and training opportunities, both before and after the facility has closed.  Coordinate with unions as appropriate.
3. When applicable, advocate with the owners of closing facility for staff to be hired at sister facilities with no loss of seniority or benefits.
4. Promulgate closure plan rules for staffing plans, ratios, and payment issues.
5. [bookmark: _Hlk74522060]To protect residents and ensure compliance during the closure process, the C&R Committee shall review the effectiveness of enforcement, including fines, to ensure that resident care and quality of life are not compromised due to inadequate staffing levels.  
F. [bookmark: _Hlk72362875]Issues concerning special population residents, including residents with behavioral health disorders or substance use concerns and/or complex medical conditions. 
1. The receiving facility should begin staff training before the arrival of new residents so the staff will be educated on the specific needs of the new population.  It is also expected that such training, plus providing mentor services, will also increase staff confidence and strengthen staff retention.
2. When several residents are transferred to the same new facility, arrange for one or more staff from the closing facility to mentor staff at the new facility. 
3. Staff training should be ongoing and include case studies on the care of complex and challenging residents.
4. Implement peer to peer training involving nurses and CNA’s to share their expertise on specific care strategies and methods with complex, challenging residents. 
5. Involve staff in creating training modules.
6. Staff should have a mechanism to provide feedback anonymously.
7. Vastly different resident populations will require an enhancement of the activities programs, so no one group is shortchanged.


Other States – Nursing Home Closure Recommendations
Ohio
1. Resident relocation team meets to continuously communicate and develop solutions to problems in nursing homes that may be threatened with closure.
2. Advance work, long before the facility is forced to close, at the time a facility is in danger of being terminated from Medicare and Medicaid.
3. Focus on least restrictive setting.
4. Help for facility staff.
5. Significant follow-up with all relocated residents.

Connecticut
1. Meaningful public hearing before state will make a decision to approve or disapprove a request by a facility to close.  Utilize videoconferencing and plan at least two sessions, one during business hours and one in the evening, no earlier than 7:00 PM.
2. State law mandates that the State Ombudsman send a notice to all residents at the same time that the provider applied to the state for approval to close and also explain resident rights:
Public Act No 16-8: An Act Concerning the Long-Term Care Ombudsman’s Notice to Nursing Home Residents http://www.cahcf.org/wp-content/uploads/sites/126/2016/08/PA16-8.pdf. 

Wisconsin
1. All closure rules are in statute to give residents more protection.
2. Relocation specialist within the Office of the State Ombudsman who gets involved whenever five or more residents are moved and in all closures in the state.
3. Relocation team composed of relevant state, local and advocacy agencies.
4. “Lessons learned” meetings to discuss what it has learned from complicated closings.
5. Major focus on transfer trauma and staffing issues, including developing a detailed manual for providers addressing these issues.
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