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STATE OF MINNESOTA BEFORE THE MINNESOTA
COUNTY OF HENNEPIN COMMISSIONER OF HEALTH

In the Matter of a Proposed

Rule Governing the Relocation

of Residents from Nursing STATEMENT OF NEED
Homes and Certified AND REASONABLENESS
Boarding Care Homes

The Minnesota Commissioner of Health (hereinafter "Commissioner"), pursuant to

Minnesota Statutes Chapter 14, the Rule Review Procedures of the Attorney General,

(Minnesota Rules Chapter 2000), and the requirements of the rules of the Office of

Administrative Hearings, (Minnesota Rules Chapter 1400), hereby affirmatively presents

facts establishing the need for and reasonableness of the above-captioned rule.

L.

I1.

Introduction

In Order for the proposed rule to become effective the Commissioner must
demonstrate that she has complied with all the procedural and substantive
requirements of rulemaking. These requirements are: (1) that there is statutory
authority for the rule; (2) that all necessary procedural requirements have been
complied with; (3) that the rule is needed; (4) that the rule is reasonable, and (5)
that any additional requirements imposed by law have been satisfied. This Statement

demonstrates that the Commissioner has fulfilled these requirements.

Statutory Authority

The Minnesota Legislature, in 1983, created an Interagency Board for Quality
Assurance. This law requires that the Interagency Board for Quality Assurance
establish "effective methods of enforcing quality of care standards." Minnesota

Statutes §144A.31, Subd. 4.
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The Interagency Board for Quality Assurance consists of representatives from the
Department of Health and the Department of Human Services (Public Welfare) and
a representative from the Department of Public Safety. As such, the Interagency
Board serves in an advisory capacity to the Commissioners of these departments

and does not have the authority to adopt rules in its name.

The Commissioner of Health is responsible for considering and, if found appropriate,
implementing the recommendations of the Interagency Board for Quality Assurance

with respect to enforcing quality of care standards.

As regards operation of boarding care homes the Commissioner of Health is
empowered to adopt and enforce rules which set minimum standards for, inter alia,
"operation of institutions . . . as they relate to...the health, treatment, comfort,

safety, and well-being of persons accommodated for care “ See Minn. Stat. §144.56.

Regarding nursing homes, the Commissioner of Health is required, to the extent
possible, to establish standards for the operation of nursing homes which will "assure
the health, treatment, comfort, safety, and well-being of nursing home residents".

See Minn. Stat. §144A.08.
Compliance with Procedural Rulemaking Requirements

Minnesota Statutes Chapter 14, the rules of the Office of Administrative Hearings,
and the rules of the Attorney General specify certain procedures which must be
followed when an agency adopts a rule. The Commissioner has complied with all
prehearing requirements of law and rule for the period preceeding publication in

the State Register of the rule and the notice of intent to adopt a rule. The most

significant of these requirements are addressed below.



Procedural Rulemaking Requirements of the Administrative Procedures Act

1.

Solicitation of QOutside Information

Minnesota Statutes §14.10 requires agencies which, in preparing for
adoption of a rule, seek information or opinion for sources outside

the agency, to publish a notice of such action in the State Register.

The agency must announce that all interested persons have an oportunity

to submit data or views on the subject. In the State Register issue

dated Monday, February 25, 1985, the Department of Health published
a notice soliciting outside opinion: "Outside Opinion Sought Regarding
Rules Governing the Relocation of Nursing Home Residents". 9 S.R.
1984. See Appendix A. No comments were received in response to

that publication.

Approval of Form of Rule

This proposed rule has been approved as to its form by the Revisor
of Statutes in accordance with the requirements of Minnesota Statutes

§14.07, Subd. 2. See Appendix B.

Incorporation by Reference

This rule contains no incorporation by reference of any Minnesota
Statutes, Minnesota Rules, United States Code provisions, Laws of
Minnesota, Code of Federal Regulations provisions, the Federal
Reporter, or any other document or source of information. See

Minnesota Statutes §14.07, Subd. 4, and Appendix B.



4, Duplication of Statutory Language

This rule contains no duplication of statutory language. See Minnesota

Statutes §14.07, Subd. 5, and Appendix B.

B. Adoption of a Temporary Rule

On July 13, 1984 the Commissioner signed an order adopting 7 MCAR §1.801
[Temporary], governing the relocation of residents from Nursing Homes and
Certified Boarding Care Homes. That rule was approved by the Attorney
General on August 23, 1984 and filed with the Secretary of State on August

27, 1984, See Appendix C.

The language of this proposed rule contains no substantial change from that °

of the adopted temporary rule.

[V. Statement of Need

The statute charging the Interagency Board for Quality Assurance with the task
of recommending implementation of effective methods of enforcing quality of care
standards requires the Commissioner of Human Services to implement a resident
relocation plan which will direct the county welfare agency in means of meeting
the needs of residents during relocation. The rule which this document supports,
being promulgated by the Department of Health, sets out the requirements and
procedures to be followed by a nursing home or certified boarding care home should
the relocation of residents be necessary. This rule parallels the requirements in

the Human Services rule.



The Commissioner of Health is responsible for considering and, if found appropriate,
implementing the recommendations of the Interagency Board for Quality Assurance
with respect to effective methods of enforcing quality of care standards. See Minn.

Stat. §144A.31, Subd. 4.

The Interagency Board for Quality Assurance recommended adoption of this rule
when proposed under the temporary rulemaking authority provided in the original
legislative enactment: Laws 1983, Chapter 199. The Commissioner concurred with
that recommendation and initiated the rule promulgation process. The temporary
rule was adopted on July 13, 1984. There are no substantial changes in the rule

as now proposed.

The provisions of this rule are designed to ensure that proper and sufficient notice
is given to residents and other affected or involved parties. The provisions also
require that assistance is provided to residents to properly prepare for the relocation.
Sufficient and proper preparation and planning are aids in minimization of "transfer
trauma", a term applied to the physical and psychological effects noted in health
care facility residents when they have been relocated from one facility to another,
or into or out of facilities. A Report, "Task Force on Relocation Report - Department
of Public Welfare", dated October 1981, goes into detail on the issue of transfer
trauma and the need for specific relocation procedures. A copy of that Report is

attached as Addendum 1.

. Statement of Reasonableness

To satisfy statutory requirements, an administrative agency must demonstrate that
the rule proposed for adoption is reasonable. To demonstrate that a rule is reasonable
does not necessarily mean that it must be shown to be "right". Rulemaking is a
quasi-legislative process which primarily involves policy decisions. Thus there is

no approach which is inherently right or one which is inherently wrong. In addition,



the rule does not have to be the best possible rule. Because policy decisions are
involved, determining what is best would be practically impossible. What one person
or group considers essential as an administrative or procedural requirement in a
rule governing relocation of nursing home or boarding care home residents, may
seem frivolous to another person or group because of differing policy perspectives
and biases. Thus, in examining a rule, the standard is not whether the rule is right
or best, but only whether it is reasonable, and in most cases there are many reasonable
ways to address a subject covered by a rule. The rule governing the relocation of
residents is no exception to this. As long as the approach taken by the agency falls
within the wide range of reasonableness, the agency is acting within its power when

it adopts that rule.

What is the measure of reasonableness! A rule is reasonable if there is a rational
basis for it. Or, to express this in the negative, a rule is reasonable so long as it
is not arbitrary or capricious. The Office of Administrative Hearings has provided
a detailed explanation of the standard or reasonableness and the basis for it in the
Report of the Hearing Examiner in the proceeding: "In the Matter of the Proposed
Adoption of Rules Governing the Identification, Labeling, Classification, Storage,
Collection, Transportation and Disposition of Hazardous Wastes and Amendments
to Minnesota Regulation SW 1, 2, 3, 4, 5, 6, and 7, No. PCA-78-003-SW," at pp. 6-11.

A copy of those pages is attached as Appendix D.
It is the Commissioner's contention that this proposed rule is reasonable.

This rule will impose only a few new requirements on facilities. A noted below,
this rule in part draws together existing requirements of Minnesota Statutes and
Minnesota Rules in a format which can be readily followed in the event relocation
of residents is necessary. A number of existing licensure rules address a facility's

responsibility in the discharge and transfer process and since these responsibilities



VI.

are already in place, the Department does not believe that any new responsibility

is imposed on the facility.

For example: Minn. Rules 4655.1400 E already requires the development of resident
transfer procedures; Minn. Rule 4655.3500, Subp. 4 requires that pertinent information
relative to the care of a resident accompany that resident on discharge or transfer;
Minn. Rules 4655.4700, Subpart 1 requires that a resident's medical record contain
information on the condition of the resident at the time of discharge or transfer;
Minn. Rules 4655.5800, Subp. 2.M., requires that the Director of Nursing Service
paticipate in discharge and transfer planning for residents; and Minnesota Statutes
144A.16 requires nursing homes to provide 90 days notice to the Commissioner of
any plans to cease or curtail operations to the extent that relocation of residents

is necessary.

In addition, several provisions of Minn. Stat. §144.651, "Patients and Residents of
Health Care Facilities; Bill of Rights" address responsibilities of the facility which
this rule also addresses. These provisions are noted in the Specific Comments which

follow.

The Commissioner's assertion that the rule is reasonable does not mean that she
will not take into consideration further suggestions or comments which might be
received following publication of this rule. The rulemaking process provides an
ongoing opportunity for comment by groups which will be affected by the rule and
affords the Commissioner an opportunity to modify the rule in response to any such
comments. As it stands, however, the rule is reasonable and meets every procedural

and substantive requirement for adoption.
Specific Comments

Part 4655.6810 Definitions



This subpart simply sets out definitions for terms used in this rule. The definitions
are consistent with the usage of the terms both in Minnesota Statutes and the rule

being promulgated by the Commissioner of Human Services.
Part 4655.6820 Notice to the Department of Health

This part requires that the licensee of a facility notify the Department of Health,
in writing, at least 90 days prior to an event which would necessitate relocation
of residents. This provision is needed and reasonable in order to ensure that the
relocation process is appropriately planned and to provide the Department with
sufficient notice to monitor the implementation of the plan by the facility. A similar
notice provision, for nursing homes, is contained in Minn. Stat. §144A.16. The specific
elements of the written notice contained in this portion of the rule are needed to
assure that the necessary information is provided to the Department. This information

is readily available to the licensee of the facility.
Part 4655.6830 Facility Responsibilities

This rule specifically establishes the responsibilities of the facility in the event
a relocation of residents is necessary. A major benefit of this rule is that specific
procedures will now be adopted to govern the relocation process. Prior to this time
the Department has only provided recommendations to a facility required to relocate
residents. While those recommendations were based on the provisions of the licensure
rules and statutes, and the Residents Bill of Rights, (Minn. Stat. §144.651), the
establishment of this rule will now provide a concise and readily identifiable set
of standards to be followed by the facility. It is the Department's position that
this rule will help to assure that the necessary steps are taken to safeguard the health,

safety, and well-being of residents during the relocation process.



Subpart 1 of this part requires that the facility staff cooperate with the representative
of the Department of Health and the county social agency. This rule is needed and
reasonable to assure appropriate cooperation between the facility and the agencies

assigned to assist and monitor the relocation process.

Subpart 2 requires the establishment of an interdisciplinary team which shall be
responsible for coordinating and planning the relocation. This rule is needed to assure
that the appropriate members of the facility staff are involved in the relocation
process and to assure that a coordinated relocation plan is developed. A well
organized and coordinated relocation program will protect the well-being of the
residents in the facility. This requirement is reasonable in that the interdisciplinary

team needn't include anyone other than persons already on the facility staff.

Subpart 3 requires that written notices be provided to the resident, to the individual
responsible for the resident's care, to the commissioner of human services, to the
county social service agency, and to the resident's physician. The rule details the
specific contents of these written notices. The rule is needed to assure that all
affected parties are informed of the need for the relocation and to provide these
parties an opportunity to participate in the relocation decision or to investigate
other alternatives. The information required to be provided is information which

is readily available to the facility.

Subpart 4 requires that the facility prepare a listing of available beds to which a
resident can be located. This list must be made available to the resident, the
individual responsible for the resident's care, to the long-term care ombudsman,
and to the county social service agency. This rule is needed and reasonable to provide
a resident with sufficient information to appropriately participate in the relocation
planning. The list can be developed by contacting facilities within the area in which
the nursing home is located. Assistance in the preparation of this list could also

be obtained from the county social service agency.



Subparts 5 to 8 establish the procedures to be followed prior to the actual relocation.
The rules require the holding of small group meetings to assure that residents are
kept advised of the process; require the completion of an inventory of possessions
and an accounting of personal funds; require, unless medically inadvisable, assistance
in conducting site visits at the facility to which the resident may be moved; require
the preparation of the necessary information concerning the resident's care; and
require a 14 day notice prior to the actual relocation unless the resident agrees
to a shorter notice period. Each of these requirements is designed to assure a smooth
transition to a new health care facility. The rille is needed to minimize the problems
associated with the move, especially transfer trauma, and is reasonable since many
of the procedures specified reflect existing licensure requirements and all the
procedures specified can be handled by the facility staff. The "Task Force on
Relocation Report" recommended implementation of these types of procedures as

means of minimizing transfer trauma. See Addendum 1.

Subparts 10 and 11 require assistance in making transportation arrangements and
require that no disruption in the provision of meals, medication, or treatment occurs
as a result of the relocation. Again, these provisions are needed and reasonable
to provide for a smooth transition and to assure that the health, safety, and well-being
of residents is protected during this process. Requiring that such assistance be
rendered by the facility is no more than a reflection of the facilities responsibilities

under the Patient and Resident Bill of Rights,

Subpart 12 requires that the resident's physician be notified of the new location of
the resident within 24 hours after the move if the physician has not been previously
notified. This rule is needed and reasonable to assure that there is no disruption
in the medical services provided to the resident. While notice to the physician is
already required under Subpart 3, this provision is included to assure that the physician

is informed of the actual relocation when it occurs.



VIL

Subpart 13, requires that the facility provide the Department with weekly written
status reports on the progress of the relocation. A final report is also required,
once the relocation process is completed. This rule is needed to assure that the
Department is fully advised as to the progress being made and the steps being taken
by the facility in preparation for the relocation. As the licensing authority for these
facilities, the Department is responsible for monitoring the care and services being
providéd to the residents. These reports will provide current information for
Department review. The rule will not impose an unreasonable burden on the facility.

The information requested to be provided will be readily available to the facility.

Several provisions of the "Patients and Residents of Health Care Facilities; Bill
of Rights" Minn. Stat. §144.651, may be cited as indices of the reasonableness of
the provisions of this rule. Conducting small group meetings is an activity which
is a reasonable part of patient participation in plz_mning treatment, Subd. 10.
Assurance of continuity of care, Subd. 11, may be cited as justification for many
of the requirements including everything from the notice to the physician, to the
arrangement of transportation. Subd. 29, on transfers and discharges, is especially
applicable. The required measures help assure that there will be no arbitrary transfers
or dischages from the nursing home or boarding care home. Subd. 29 also provides
a statutory requirement that the patient be given the area nursing home ombudsman's
address and telephone number. This requirement is found in the proposed rule at

4655.6830, Subp. 3, A.

Conclusion

While this rule is being promulgated to implement the recommendation made to
the Department by the Interagency Board, it should also be noted that the
Department has the authority to develop rules to protect the health, safety,
treatment, comfort, and well-being of residents. This rule represents an effort

by the Department to minimize the adverse effects which relocation has on residents.



Those adverse effects, known as transfer trauma, most certainly impact upon the

areas of resident care which the Department of Health is charged with protecting.

Under the mandate of Minn. Stat. §144A.31, Subd. 4, the Commissioner of Human
Services is proposing a relocation rule. Efforts have been made to make the
provisions of each Department's relocation rule compatible. It is the position of
this Department that both rules are needed and reasonable, and that the rules can
be simultaneously administered effectively. The differences in the rules are based
on the Department's jurisdictions. As an extension of the licensure authority, this
Department's rule addresses the facility's responsibilities; while the Department
of Human Services' rule relates to the authority of the county social services

agencies.
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Department of Heaith

Outside Opinion Sought Regarding Proposed Rules Governing the Relocation of

Nursing Home Residents

Notice is hereby given that the Minnesota Department of Health is considering adoption of 7 MCAR § 1.801 (Temporary] as a
permanent rule. This rule was published February 6, 1984 at 8 S.R. 1809. -

This rule is authorized by Laws of Minnesota 1983, Chapter 199. The rule establishes the procedures to be followed by a nursing
home or certified boarding care home in the event relocation of some or all of its residents becomes necessary. There are no
changes anticipated in the rule at this time.

All interested or affected persons or groups shall have 30 days from the date of publication of this Notice to submit written (

PAGE 1948 STATE REGISTER, MONDAY, FEBRUARY 25, 1985 (CITE 9 S.R. 1948)

OFFICIAL NOTICES

statements of information and comments to: Robert Eclkema. Minncsota Department of H ivisi
. S calth. Health
Box 9441. 717 Delaware Street Southeast. Minncapolis. Minnesota 55440. N : -

Any material rcceived will become part of the rulemaking record.



Department of Health

Outside Opinion Sought Regarding Proposed Rules Governing the Relocation of

Nursing Home Residents.

Notice is hereby given that the Minnesota Department of Health is considering
adoption of 7 MCAR §1.801 [Temporary] as a permanent rule. This rule was

published February 6, 1984 at 8 S.R. 1809.

This rule is authorized by Laws of Minnesota 1983, Chapter 199. The rule
establishes the procedures to be followed by a nursing home or certified boarding
care home in the event relocation of some or all of its residents becomes necessary.

There are no changes anticipated in the rule at this time.

All interested or affected persons or groups shall have 30 days from the date of
publication of this Notice to submit written statements of information and
comments to: Robert Eelkema, Minnesota Department of Health, Health Resources
Division, P.O. Box 9441, 717 Delaware Street Southeast, Minneapolis, Minnesota

55440.

Any material received will become part of the rulemaking record.
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[REVISOR ] 748

OFFICE OF THE REVISOR OF STATUTES
Proposed Rule
RD748
Agency: Department of Health

Division:

Agency Contact: Bob Eelkema

Minnesota Rules: Parts 4655.6810 to 4655.6830

Title: Proposed Rules Relating to Relocation of Residents
from Nursing Homes and Certified Boarding Care Homes

Type of Rules: Permanent

Incorporations by Reference: None

L L
/ 2

Steven C, Cross Susan M. Lentsch

Revisor of Statutes Assistant Revisor
Phone: 296-0956
Date: March 22, 1985

-
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STATE OF MINNESOTA BEFORE THE MINNESOTA
DEPARTMENT OF HEALTH COMMISSIONER OF HEALTH

In the Matter of the Adoption

of a Temporary Rule Governing ORDER ADOPTING
the Relocation of Residents TEMPORARY RULES
from Nursing Homes and

Certiflied Boarding Care Homes

7 MCAR §1.801

The above-entitled matter was published In the State Reglster
on February 6, 1984 as a proposed temporary rule pursuant +to
Minnesota Statutes sectlons 14.29 to 14,36, After affording
Interested and affected persons an opportunity to submit written
data and views within 20 days of the publication date, reviewling
and consldering the data and views, and determining that the
above-captioned rules are needed and reasonable;

NOW, THEREFORE, IT IS ORDERED:

that these rules Identifled as 7 Minnesota Code of Agency

Regulations §1.801 et. [Temporary] are adopted thls
day of Q‘ubm 19?2 , pursuant to the authorlty vested

In me In Winnl Stat. §144A.31, subd. 4.

STATE OF MINNESOTA

L i secanddiditn

‘COMMISS IONER OF HEALTH
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STATE OF MRINESOTA

oepantmeyt  ATTORNEY GENERAL Office Memorandum

SISTER MARY MADONNA ASHTON
TO ' Cammissioner of Health

ATTN: . JOHN A BREVIU
Special- Assistant
. Attorney General

DATE: AUGUST 23, 1984

PHONE: 296-3493

FROM
IARRY D STARNS , DS
Special Assistant
SUBJECT: Attorney General

In the Matter of the Adoption of a Temporary Rule Governing the Relocation
of Residents from Nursing Homes and Certified Boarding Care Hames 7 MCAR §1.801

Enclosed herewith are the rules you have submitted for
approval. These rules have been approved by this office and
filed with the Secretary of State. Please note that they have
not been filed with the State Register. This must be done

promptly by your agency.

Upon receipt and before transmittal to your agency, how-
ever, it is important that you recheck these rules as to:

'l. Affixation of stamps of the Attorney General and
Secretary of State;

2. Coverage by these stamps of all rules submitted; and

3. Inclusion of all pages to the rules in the approved
set.

If you have any questions in this regard, please contact
me.

Encs.

cc: Ms. Kathy Burek
Mr. Duane Harves

25
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Department of Health

Health Systems Division

Adopted Temporary Rule Governing the Relocation of Residents

from Nursing Homes and Certified Boarding Care Homes

Temporary Rule as Adopted

7 MCAR S 1.801 [Temporary) Procedures governing relocation of
residents from nursing homes and certified boarding care homes.
A. Definitions,

1. Relocation. The term "relocation™ means a situation
when residents are to be discharged from a nursing home or
certified boarding care home as the result of the closing of the
facility or the curtailment, reduction, or change of operations
or services offered there, _

2. Nursing hoEe. A "nursing home" is a facility licensed
pursuant to Minnesota Statutes, section 144A.01, subdivision 5.

3. Certified boarding care home. A "certified boarding
care home" is a facility licensed pursuant to Minnesota
Statutes, sections 144,50 to 144.56 and certified as an
intermediate care facility as defined in United States Code,
title 42, section 1396d, as amended through December 31, 1982.

4. Facility. For the purposes of 7 MCAR S 1.801
[Temporary], “facility" refers to a nursing home or certified
boarding care home.

?. Seryice offered in the facility. "Service offered in
the facility" inclydes participation in the medicare and/or
medicaid prdgrams pursuant to United States Code, title 42,
sections 1395 et seqg., and 1356 et seq., as amended through
December 31, 1982.

B. Notice to the Department of Health.

1. The licensee of the facility shall notify the
Department of Health, in writing, at least 90 days prior to the
cessation’'or the curtailment, reduction, or change of operations
or services which would result in the relocation of residents.

2. The written notice shall include the information in

o ————
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A~eyis

a. the date of the closing, curtailment, reduction, or
change of operations or services;

b, the number of residents to be relocated; and

c. the names and telephone numbers of the persons in
the nursing home responsible for coordinating the relocation of
residents.

C. Facility responsibilities,

1. The licensee cf the facility and facility staff shall
cooperate with representatives from the department of health and
from the social service agency for the county in which the
facility is located in planning for the relocation of residents.

2. The administrator of a facility shall establish an
interdisciplinary team which shall be responsible for
coordinating and planning the steps necessary to relocate the
residents. The interdisciplinary team shall consist of members
involved in providing dineét care services to residents.

3. The facility shall send written notices in a.-c. at
least 60 days in advance of the date by which the relocation of
residents is to be completed.

a. Notice shall be sent to the resident who will be
relocated and to the individual responsible for the resident's
care. This notice must include the name, address, and telephone
number .of the individual in the facility to be contacted for
assistance and further information; éhe social service agency
for the county in which the facility is located; and the area
long-term care ombudsman, provided under section 307(a)(12) of
the Clder Americans Act, United States Code, title 42, section
3027, as amended through December 31, 13882.

b. Notice shall be sent to the social service agency
for the county in which the facility is located. This notice
must include the name of each resident to be relocated, the
name, address, and telephone number of the individual
responsible for the resident's care, and the name and telephone
number of the individual in the facility to be contacted for

further information.
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c. Notice shall be sent to the attending physician of

the resident to be relocated. The resident's attending

* physician shall be requested to furnish any medical information

needed to update the resident's medical records and to prepare
‘transfer forms and discharge summaries. This written notice
must include the name and telephone number of the individual in
the facility to be contacted for further information.

4. Ailist of available beds to which the resident can be
relocated must be prepared. This list must contain the name,
address, and telephone number of the facility, the certification
level of the available beds, the type of services available, and
the number of beds that are available. This list must be made
available to the resident, the individual responsible for the
resident's care, the area long-term care ombudsman, and the
county social service agency.

5. The facility shail conduct small group meetings for
the residents and the indi#iduals responsible for the care of
the residents to notify them of the steps being taken ‘in
arranging for the transfer. Individual residents shall be
assisted as necessary.

6. The inventory of the resident's personal possessions
must be updated and a copy of the final inventory provided to
the resident,_the individual responsible for the resident's
care; or both. A final accounting of personal funds held in the
facility must be completed in accordance with the provisions of
7 MCAR § 1.048 A.B.d. Arrangements must be made for the
transfer of, the resident's possessions and personal funds.

7. Unless it is medically inadvisable, as documented by
the attendiﬁg physician in the resident's care record, the
resident shall be assisted in making site visits to facilities
to which they may be transferred.

8. All administrative duties must be completed prior to
the actual rglécation of the resident., Personnel in the
facility to which the resident will be moved shall be provided
with the information necessary to provide care and services to

the resident, in accordance with 7 MCAR S 1.048 A.3. (MHD
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48(a)(3)).

9. Unless otheruise-agreed to by the resident or the

- individual responsible for the resident's care, at least a

l4-day notice shall be provided to a resident prior to the
actual relocation.

10. The resident shall be assisted in making arrangements
for transportation to the new fécility.

11. There must not be a disruption in the provision of
meals, medications, or treatments of the resident during the
relocation process.

12. 1If not previously notified, the resident's attending
physician shall be informed of the new location of the resident
within 24 hours after the actual relocation.

13, Commencing the week following the relocation notice
"to the Department of Health, the facility shall provide weekly
written status reports to the Department of Health as to the
progress being made in Erranging for the relocation. The
initial status report must include the relocation plan developed
by the facility, the identity of the interdisciplinary team
members, and a schedule for the completion 0£ the various
elements of the plan. Subsequent status reports must note the
progress being made, any modifications to the relocation plan,
any change of interdisciplinary team members, and must include
the names of residents who have been relocated during the time
period covered by the report. Once relocation has been
completed, a listing of the residents who have been relocated
and the iaentity of the facilities or other locations to which
the residents were moved must be provided to the Department of

Health.
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APPENDIX D

"In the Matter of the Proposed Adoption of Rules Governing the
Identification, Labeling, Classification, Storage, Collection,
Transportation and disposition of Hazardous Wastes and Amend-
ments to Minnesota Regulations SW 1, 2, 3, &, 5, 6 and 7,

No. PCA-78-003-SW."

3. Oaving detarmined that thare is a need for rules to reg~
ulate hazardous wvasts, this Report will address the izsue of
’wmmmummu.

In detar=ining the_rsasonableness of the within consid-
ered hazardous wvaste rules, the Ixaniner applied the following
hui.nq to the word “reascnablaness”: "luaeuhlun..l' is the
ocpposits of arbitrsariness and caprice. An arditrary and capri
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cious standard can be defined as follows:

That standard [arbitrary and capriciocus] is a nar-

row cne, to be applied only where adoinistracive

action "is not supportable on any raticnal basis” or

where it is "willfyll and unreascning acticn, with=-

out consideration and in disregard of the facts or
tances of the case.”

Greenhill v. Bailev, 519 P.24 S, 10 (8th Cir. 1975). Reasconablew

ness, then, means to have a raticnal basis for the actioa.

In setting E:n:':h the findings that establish the rational
basis for adoption of these hazasdous waste rules, the Agency
is not limited to cnly thase facts that are suppors=ed by sub-
stantial evidence in the record.. Rulemaking is a levislative
function; it is not an adjudicatory function like a contested
case is. Thare is a difference between the kind of facts re-
nduhummmmmcnndezzmnnqdun
in an adjudicaticn. Professor Renneth Culp Davis identifies
this difZsrence:

Two =ain elemants in rulemaking are (1) faces, and
(2) ideas about policies. The two are generally
interwoven in such a degree that in some pasts of the
wvhole problem of what ta do, they are insepatable.
Even 30, a main element in rulemaking is necessarily
the policy choice that the adzministsatos oust make.
Adoption of a rule may require some understanding of
facts, but it always reguires legislating. Courts-
oust lecave acuinistrators free to legislats, within
the limits of raticnality. And legisliating inevita-
Bly involves the addition of something to the facts
in the rulemaking record.

"X. Davis, Adminiserative Law of the Seventies, (Cumulative Supp.

1377) (ewphasis in aziginmal).

The Minnesota Suprems Court has recognized the difference
between legislative facts and adjudicatory facts and has iden—
tified the support needed to uphold the two kinds of faces. In
St. Paul Area Chamber of Commerce v. Minnesota Public Servics
Corm'n., 251 NM.W.24 350 (I‘lina'. 1377), the Coust said:

[T]he substantial evidence test of § 15.0425 (is]
applicable to commission decisions only when it is
acting in a quasi-judicial rmanner, in a role similar
to thet of a trial judge sitting without 2 jury. In
cases where the cormission acts prirarily in a judi-
cial capacity, that is, hearing the views of cpposing
sides presented in the form of written and oral testi-
mony, examining the record, and making Zindings of
fact, the administrative process is best served by
allowing the district court to apply the substantial
evidence standard on Teview. . . .

e




« « .[H]owaver, rate alloccation ias not a judicial or
quasi-judicial Zuncticn. Once revenua requirscmencs
have been cetermined iz remains o dacide how, and
frem whem, the additional revenua is £o be abeainad.

It is ac this point that many csuntervailing consid-
erations come intod play. The cormission may then
balance factors such as cost of sexvicas, abilisy %o
Fay, tax consequencss, and abilizy %o pass on incceasas
in order to achisve a fair and reasonable allgcazion
of the increase among consuoer classes. . . It is
clear that when the cozrission acts in this araa it .
is cperating in a legislative capacity, as the above
cases have statad. The caraful balancing of puhlic
Policias agd private needs is not a matter for the
cousts, uniess statutory authozicy has been excaeded
or discretion abused. . . .In ascertaining whathar or
not the statuts has been contravened, the diserics
court =us:t give wide lacizude to the carmission ia
allowing it to considar many factars which night =gt
ordinaszily be coasidered by a court, as we have ex-
Plained above. This is so.because, while the couss

is gqualified to review agency findings when an agency
acts in a guasi-judicial manner in factnal mactecs,

it is not 30 qualififed to review legislative judg-
Dents whan social policies must be weighed in the bal-
anca. ’

Id. at 356=337,
In the within considared rulemaking procseding, many of the
_ facts are legislative facts —palicy decisions and juds=ents. A
dez=al toxicity valus that distinguishes a hazardous wasts 2zon
a pmonhazardors wasts i3 a legislative Zact. There is no cne
right answer-——thars ars only reascnable answess.

In another Public Services Cormission ratsmaking case, Ne=sh-
westa=t Ball Teleohcne Co. v. Stase, 2231 N.W.2d4 815 (Mine.
1977), the Minnescta Suprama Court distinguished the =wo kinds
of facts involved in exercising a legislative func=ion. Thers
the Court said:

In determining the extant of the 2llcwable adjuss=

zant, it agpears that the PSC was acting in hoth a

judiecial and a legislative capacity. In finding as

a fact the arount of the 1974 izpact of the conz=ac:,

the PSC's decision was acply supported by the evi-

dence. In deciding to limiz the adjustmans &0 a one-~

year perigd, the PSC determined as a matser of puzlic

policy that changas occurring more than one year Se—

vyond the test vear would best bs considered in pro=

ceedings taking into acsount all of the facts necas=

5ary to acsurataly set Bell's rates. This cdece==iz-

ation cannet be said to be arbitrary or uajuse. . . .

I3. at 822. See also, Morshwestern BSell T=lephonme Co. v. Stats,

299 Minn. 1, 216 N.W.2d 841 (1974) and Reserve Mining C3. v.

Herbst, 256 n.1W.24 808 (Mian. 1377).
Although the federal rulemaking proceas diffe-s fzc= that

of Minnesota, it would be helpful =0 examine the faderal system.
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An exarple of a federal agency acting an legislarive faces is
Mourning v. Family Publications Service, Inc., 411 U.S. 356

(1973), whars the U.S. Supreme Court upheld requlations of the
Federal Resarve Board governing credit transactions of more than
four installments. Professor Davis' discussion of the Mousnirg
casa is helpful:

{Tl1he Suprese Court had no powver to change “four”

to three cz five, because Congress had delegated

that powar ,£o the Doard and the Board had rade its

detarzminacinn. On the quastion of what the nunber

should be, the Court could do no rore than deter=-

fine whether "four® was arbicrarv, capricious, an

abuse 0f discretion, or otherwise not in accordance

with law.

K. Davis, Adainistrative Law of the Seventies, 206 (Cumulative
Supp. 1977).

Dry Coler Manufacturers' Ass’'n v. Department of Laber, 486
¥.2d4 98 (3xd Ci=. 1.!73i. involved tamporary essrgency stancazds
¢f the Departzmnt of Labor intended to prevent exposure to 14
chemicals found to be carcinogeas. In striking down the regula-
tions, the Court essentially said the Department did not have

Zicient reascns for the regulations. Davis, however, is

czitical of the Court's decision:

I2 carcinogenicity of the chemicals in himans cam
be neither proved nor disproved by scientific evi-
dence, the problem for rulecakers is not one of
fact; it is one of making a legislative choica of
policy in light of the absence of evidence. When
an agency is assigned the task of making rules that
ares in the public interest, it seldom can prove
with svidence what is in the public interest; it has
to use its policy prefersnces when proof is lackina.

K. Davis, Ad=inistrative Law of the Seventies, 674 (1976).

5 Scme of the rscent cases involving sulemaking by federal
agencies in the environmental and health areas indicate tha
kind of latitude agencies have in making these legislative pol-
icy decisions. A leading exarple is Sthvl Corm. v. TPA, 541

?.2d 1, 8 C.R.C. 1785 (D.C. Cir. 1976), where the Couzt upheld
regqulations of the EPA requiring a reduction of lead in gasoline.

Man's ability to alter his environment has devel-
oped far more rapidly than his ability to foresee
with certainty the effects of his alteracions.

It is only recently that we have begun to appreci-
ate the danger posed by unrequlaced mcdification
of the world around us, and have created watchdocg
agencies whose task it is to warn us, and protect

D-4



us, when t=chnological "advances” cresent dangers
unappraciatead-—or unrevealed—by their suppozters,
Such agencias, unsguipped with crystal balls and
unable %o read the futurs, are nonethelass charged
with evaluating the effec=s of unprecsdented envir-
cnmentcal modificasions, often nade on a massive
scals. l!Necemasazily, they zust deal with pradis-
tions and uncertainty, with developing evidencas,
with conflicting evidencs, and, sometires, wish
liztle or no evidence at all. Today wa addrass
the scope of the power delegatad one such watchdos,
the Environmental Protection Agency (EPAl. Ve must
detarmine thes certainty required by the Clean Air
Act befors EPA may act t0 protect the Nhealth of our
populace Z3om the lead particulats emissions of
autcmabiles.

e » -Wa find that daletion of the findincgs
raquirement Ior action under Sectzion 211(c) (1) (a)
(e the Clean Air Act]. was a recognition by
Congrass that a datermination of endanger—ant

to public health is necsasarily a guastion of
policy that is to be based on an assessrent of
Tisks and that should not be bound by either

the procedural or the substantive rigor proper
for gquastions of Zfact.

« = «Tha Administrator may apaly his experzise
to draw conclusions fzon sustcected, but not com=
pletsly substanciated, ralationships between
facts, frcm tsends arong facts, 2rom theorsetical
Projections Irem izperfect data, frcm probative
preliminary data not yez certifiable as "facs",
and the like. We believe that a conclusion se
drawn=—a risk assessment——nay, L{f raticnal, f2a==
the basis for health-related seculacions. . , .

All of this is not t0 say that Conscess left the
Adainistrator frse t0 set policy on his ocwn ter—s.
To tha contzary, the policy gquidelines are la-gely
sat, both in the statutory term "will endanger”
and in the relationshin of that ta=m to cther
sections of the Clean Air Act. These prascsip-
tions direct the Adminiscrator's actions. Osesz-
ating within the prescribed guidelines, he ===
consider all the information available to hi=.
Some of the information will be facsual, >ut cueh
of it will be =ors speculative——scientific estiz-
ates and “"guesstizates” of probable harm, hvpo-
theses based on still-developing cdata, esc. CTl=-
timately he Zust acs, in par: on "2actual isuas”,
but largely "om choices of policy, on an assess-
ment of risks, [(and] on predictions dealing wizh
mattars on tha frontiers of scientific knawledce

« s s« «° Amaes 01l Cd. ¥. EPA, sudra l63 U.S.
ApPp. D. C. at 18I, 50s F.oc at 74l. A s=zancdard
of danger-—fsar of uncsrctain or unknown harse—can-
tesplates no core.

Id. at 6, 24, and 28, 8 EZ.R.C. at 1786, 1801, and 1B894-180S5.

The Amococase cited in Ethvl was another case by D. C. Ciscui:

in which the court upheld for the Dost far: reculaticns cf EPN
prohikiting use of leaded gasoline in autorsbiles fisted Jith
D-5

-10=-



. . o ——— —————— . E T e

catalytic converters. Amoco 0il Cs. v. EPA, $01 F.2d8 722, &

E.R.C. 1481 (D.C. Cir. 1974).
Another leading case in this area, and one relied on by

the Ethyl court, is Indust=ial Union Department, AFL-CTO v.

Hodasan, 499 P.2d 467 (D.C. Ciz. 1974), invelving a review of
Asbestos regulations prorulqated by the Secretary of lLabor.
There the court said:

From extansjive and often conflicting evidence, the
Secretary in this case rmade numercus factual dete=-
minaticns. With respect to sone of those cusstions,
the evidence was such that the task consisted pri-
marily of evaluating the data and drawing conclusions
frcm it. The court can review that data in the rec-
ord and determine whether it reflects substantial
supparst for the Seczetary's. findings. But scre of
the cuastions invelved in the proemulgation of these
standards are on the frontiers of scientific know=
ledge, and consecuently as to them insufficiens data
is presently available to rake a fully informed fac-
tual deterzination. Decision raking nust ir that
circumstance depend to a greater extent upen policy
judcoents and less upon purely faczual analysis,
Id2. at 474 (Zootuote omitted).
10. UNote =ust be taken that during the hearing process and
befcra the close of the record, the Pollution Canerol Agency
made varicus amends=ents to the proposed rules as originally pub-

lished for hearing. .

One of the priacipal benefits of a public hearing process
.i.s‘tluf. it gives the adninistrator the benefit of criticisns ani
suggestions froo representatives of the industries that will be
Tegulated. It was just such a give—and-take process that pro=p-
tad the Pollution Control Agency to amend the rules as finally
proposed for adcptien.

Because of such acendments, it will be necessary dursing cas-
tain pertions of this Report, to specifv whether an exarmination
of the "reasonableness” of the proposed rules is being exanined
in light of the original proposal or the cules as finally oro—
pased fcr adoption.

1l. In determining the issue of “reasonableness®, this Re—
port will first exanine the reascnableness of tho wastes regu—
lated by reason of being designated as “"Razardsus” pursuant to

the propased rules.

=11~ -




ADDENDUM 1

Relocation Task Force Report



Aowg;‘ggg&ga? 1/78) STATE OF MINNESOTA
DEPARTMENT card on Aging Office Memorandum
TO . DPW Relocation Task Force Members DATE: October 9, 1981

k‘_él o e iokr s
FROM : Kar Sandstrom, Chz;zgi;j:p PHONE:

Pamela Parker, Staf @m&t{,
SUBJECT: Task Force on Relocation Report REC VED
= 3 (a)
0gT s 101

Enclosed is the final Relocation Task Force

Report and memo to Commissioner Noot. Thank D.\HS'ION

you for your helpful comments on the draft report FFALTle TEMS
many of them have been incorporated into the final''~

report. We did not recopy all of the attachments

sent in the early draft as there were no changes

in that section of the report.

Once again we wish to thank you for your valuable
contribution to this effort. This is a complex

and difficult issue and we feel these recommend-
ations represent a practical and effective approach
to the problem.

We hope you will continue your efforts to support
adoption and implementation of a State Relocation
Plan as one element of a comprehensive approach
to Adult Protection in this state.

ie

Enc.



Aumg;gggo:;;\;. 1/78) . STATE OF MﬁJESOTA
_DEPARTMENT__Minnesota Board on Aging Offlce Memorandum
TO : Arthur Noot

DATE:
Commissioner of Public Welfare October 9, 1981

= LR " 7__4
FROM Karigégf strom, cfmperson PHONE: 296 - 244 4
~ 777 ~DPW Relocation Task Force

SUBJECT: Task Force on Relocation Report RECEIVED
o= a 1 109]
L L R TR

Enclosed is the final report and recommendations

of the Department of Public Welfare Relocation DIVISION OF
Task Force. The report reflects the consensus of HEALTH SYSTEMS
a variety of qualified individuals representing

many human service sectors on how to deal

practically with a difficult and complex problem.

We are very pleased with the task force efforts

and hope our recommendations will be adopted as

a mechanism to reduce the trauma that institution-

alized persons experience in instances of facility

closure, certification loss or provider agreement

termination.

We believe that the existance of a State Relocation
Plan is a necessary element in a comprehensive
approach to adult protection in this state.

We would like to meet with you at your earliest
convenience to discuss methods of implementing these

recommendations. We will be contacting you shortly
to arrange an appropriate time and date.

lec

Enc.
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Introduction

Purgose

This report summarizes the deliberations of the Relocation Task
Force and presents the members' recommendations to the Commissioner
of Public Welfare.

The impetus for appointing the task force arose primarily out of
concerns raised by advocates, county case workers, medical person-
nel and families of nursing home residents upon termination of
facility certification or licensure. These concerns were express-
ed to the Minnesota Board on Aging Long Term Care Ombudsman Program,
located in the Aging Division of the Department of Public Welfare.
Earlier, a Technical Assistance Memorandum from the Administration
on Aging to the Minnesota Board on Aging encouraged state agency on
aging involvement in the development of releccation procedures which
would protect residents of nursing homes from unnecessary trauma
and disruption during mass transfer to another institution. The
Minnesota Board on Aging had worked closely with the Medical
Assistance Division in development of an informational bulletin
addressing this issue. However, new concerns arose out of implem-
entation of the 1976 law equalizing private and medicaid rates.
Final implementation of the law had been held up by pending liti-
gation brought by provider groups. There was potential that some
facilities would choose to withdraw from the Medicaid program should
their lawsuits be unsuccessful. Informal meetings between consumer
groups, Legal Aid and Department of Public Welfare officials led to
a recommendation that a transfer policy be developed for the state
to augment existing procedures in hope of providing clear direction
for procedures to protect residents health and safety should such a
situation arise.

A nineteen member task force representing diverse provider, consumer,
and county and health professional expertise was appointed by
Commissioner Arthur Noot on July 15, 1981.

Dr. Norman Bourestom, who has done extensive research on relocation
trauma, was hired as a consultant for the task force through Title
IVA funds provided to St. Cloud State University by the Minnesota
Board on Aging. Mr. Bourestom and Aging Advocacy staff are avail-
able to assist in training and orientation of county personnel.

The task force was given the following charge, duties and goals.

CHARGE: To develop and coordinate an orderly program for relocation
of residents of long term care facilities which is consistent with'
established Department of Public Welfare policy regarding the
transfer of Medical Assistance residents. (Policy Bulletin #79-77,
Guidelines for Relocation of MA Residents in Long Term Care
Facilities).

The relocation program must anticipate any future situations in
whicnh residents of long term care facilities may face transfer to
other facilities due to emergencies such as facility closure, loss
of certification, and termination of receivership.*

*Please note that state and federal regulations already require nursing homes
to have a disaster evacuation plan in case of flood, fire, tornado, etc.
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Relocation Task Force, continued:

DUTIES:

To review, revise and develop a statewide Relocation Plan and
Implementation strategy.

To identify appropriate persconnel to serve as a Relocation
Committee in target counties.

To develop and sponsor training regarding relocation procedures
for Relocation Committees.

GOALS:
To preserve the lives of residents being relocated.

To minimize trauma and discomfort of residents relocated ffom
facilities.

To avoid hazards and suffering which may result from repeated moves
by assisting in appropriate placement at the time of the first move.

Clarification of Objectives

The charge was discussed and clarified by the task force as follows:

- Relocation should only take place after all other avenues
have been exhausted. Attempts should be made to prevent
relocation except as a last resourt when the health and
safety of residents is jeopardized.

- The plan should clearly cover state hospitals

- Such a plan should cover private pay patients as well as
Medicaid patients. (However county and DPW statutory
authorities to require the application of the plan to
private pay residents is not clear.)

- Amendments to the Minnesota Department of Health licensing
rules would be needed to require facility compliance with
a plan.

- The plan should attempt to address individual as well as
group relocation.

- The plan should augment and coordinate earlier guidelines
developed by the Minnesota Department of Health and
Department of Public Welfare but should be more specific
about procedures taking place at the county level.

Work Process

Twelve meetings were held from July 23, 1980 to November 19, 1980.
The task force work progressed as follows:

1. Review of the charge to the task force and clarification
of the objectives.



Work Process, continued:

2. Presentation by Dr. Norman Bourestom. General orientation
of the task force to the issue of transfer trauma and
related problems arising out of the forced relocation of
frail and vulnerable adults. Review of plans and approaches
utilized in other states.

3. ‘Identification of principles and components which should be
included in a State Relocation Plan.

4. Development and refinement of a Draft Relocation Plan.
5. Discussion and design of implementation strategies.

6. Discussion and design of a training package for implementation
of the plan.

7. Final recommendations.

RELOCATION ISSUES: OVERVIEW

Statement of the Problem: Transfer Trauma

A growing body of research (over 200 studies since 1945) suggests that
involuntary relocation of elderly or frail persons, particularly from
one institution to another, entails considerable risk. 1In many cases,
disruption of social relations, decline in morale, disorientation and
increase in mortality and morbidity rates have occurred after involun-
tary relocation. This phenomena has been termed "transfer trauma".
However, it has been shawn that transfer trauma can be substantially
reduced by providing adequate advance notice of the move coupled with
a program of counseling, visitation to the new home and coordination
of the transfer process.

Instances of relocation of large groups of residents have been numer-
ous in other states leading to frequent litigation and varying out-
comes. In general the courts have recognized "transfer trauma" as

a legitimate problem and in many cases have required states to develop
measures to alleviate the potential harmful effect of facility closure
decertification on residents.

As a result, a number of states have state law, regulation or policies
outlining procedures for relocation of institutionalized residents

when a facility is closed, decertified or voluntarily withdraws from
the Medicaid program or when large groups of residents are reclassified
from one level of care to another. These states include Connecticut,
Florida, Illinois, Iowa, Michigan, New York, Oklahoma, Rhode Island,
Texas, and Wisconsin. 1In addition, Pennsylvania has developed an
elaborate relocation plan by departmental directive.

The federal regquirements that a State Medicaid plan be designed so as
to provide for the best interests of recipients, while not specifically
requiring a state relocation plan, is frequently cited as supportive

of the states authority and responsibility to implement a plan.

(SSA Section 1902 (a)(19))
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Statement of Problem: Transfer Trauma, continued:

While incidents of relocation of large groups of instititionalized
residents in Minnesota have not been so frequent, relocations have
occurred. Little documentation or information is available on these
relocations, which have been related to sale of a facility, voluntary
withdrawal from the Medicaid program, closure of a facility by
legislative action and withdrawl of program or health standards
license by a state agency. Medical professionals, consumer advocates,
county caseworkers, residents or families have expressed concern
about various problems experienced during the relocation including
lack of notice to residents, families, and physicians, inappropriate
subsequent placement, lack of coordination or supervision of the
placement process, violations of patients rights to choice of vendor
and lack of time to prepare for the move. Other situations have also
arisen where the relocation of large groups of residents has been
barely averted. These include facility bankruptcy, facility sales
and lack of compliance with program standards which threatened licen-
sure.

In addition to these instances, there remains the potential for future
. closure of facilities for one reason or another, decertification or
voluntary withdrawal from the Medicaid program, termination of facil-
ity receivership after the period allowed by law, or changes in
facility program licensure or bed certification.

It should be recognized that individual nursing home transfers are
much more frequent. These are usually due to medical necessity (e.g.
change in care level) though in a few cases retaliation for complaints
made may be an underlying factor. Transfers within a facility (e.g.
from room to room or floor to floor) are even more common and may be
due to medical necessity or administrative convenience. The effects
of these individual transfers on residents, particularly when there

is a lack of preparation or involvment in the decision, may be

equally severe; however, little research or documentation is available
in this area. .

Existing Policy and Practice in Minnesota

The Minnesota Residents Bill of Rights and Federal regulations for
rights of patients in skilled and intermediate care facilities provide
that residents must receive reasonable advance notice of transfer

(for ICF patients at least 5 days) and that transfer of residents

may occur only for medical reasons, his or her welfare or that of
other residents or for nonpayment of care (except as prohibited by
Medicare or Medicaid). The issue of what are patients rights during
closure or decertification of a facility has been addressed primarily
in court actions. Most recently the United States Supreme Court held
that residents of nursing facility are not constitutionally entitled
to a hearing prior to decertification of a facility. The court held
that the residents do not have the right to continue to receive bene-
fits in a home that is not qualified for those benefits. However

the court did recognize that revocation of the homes certification
and subsequent relocation of patients may be harmful to some patients.
The court also found that, though the regulations protect.patients by



Existing Policy and Practice in Minnesota, continued:

limiting the circumstances under which a home may transfer a Medicaid
patient, they do not purport to limit the governments right to make

a transfer necessary by decertifying a facility (O'Bannor v. Town
Court Nursing Center.)

Both Department of Public Welfare and the Minnesota Health Department
have recognized the value of outlining some procedures for the loca-
tion of groups of institutionalized residents, though no specific
regulations exist covering relocation in Minnesota.

In March of 1978 the Health Systems Division of Minnesota Department
of Health, responsible for licensing and inspecting health care
facilities, developed an outline providing guidelines for facilities
to follow in the event of relocation. When the division is aware or
has been notified of an impending relocation it is their practice

to contact the facility to provide technical assistance. (See
Exhibit 1.)

In 1977 staff of the Medical Assistance Division of the Department of
Public Welfare began work on a Relocation Plan to provide a uniform
and humane approach for avoiding trauma associated with relocation,
and coordination for the relocation process. After extensive review
and revision by numerous individuals and groups the plan was distrib-
uted as Informational Bulletin #79-77 on September 10, 1979 as a
proposed guideline. While the plan clarified formal notice and hear-
ing procedures to facilities and outlines some steps to be taken at
the local (county level), the plan did not cover voluntary termina-
tion or withdrawal from the Medicaid program.

Staff was unable to document any precedent setting court cases speci-
fic to Minnesota involving involuntary transfer or relocation of
residents.



Issues Identified by the Task Force

A summary of task force discussions follows:

A. Stress Factors in Relocation

The task-force reviewed literature and heard a presentation by
Dr. Norman Bourestom who has done extensive research on transfer
trauma. Dr. Bourestom identified particular factors increasing
stress and potential adverse effects of involuntary relocation.
These included:

1) Forced transfer of dependent persons

2) Radical environmental changes

3) Lack of preparation

4) Fraility, age and psychological disturbances

The potential for adverse effect of a relocation increases in
proportion to the degree to which these elements are present.

Relocation research has demonstrated repeatedly that multiple

site visits are of a crucial importance in mitigating mortality and
morbidity. Since frail elderly people require concrete and redundant
cueing to assimilate imformation adequately, multiple site

visits are needed so that information can be processed and adeguate
learning take place in order to counteract the effects of sudden
uprooting from the familiar environment.

Dr. Bourestom outlined the Bourestom/Pastalan Studies done in Michigan
and the studies of Dr. Martin Leiberman which provided evidence that
prior site visits and advance preparation had significant positive
effects on relocated residents. (See Exhibit 3).

B. Early Closure

While Minnesota Department of Health regulations require facilities
to provide ninety days advance notice of final closure, nothing
appears to prohibit the facility from moving patients immediately
after this notification to Minnesota Department of Health. Task
force participants were familiar with one recent incident in which
this occurred and where residents received very little advance notice
of their move. Concern was expressed that notification of residents
should not be left to the facility but should be done by the county
to provide uniformity. County staff are often uninformed of the
moves until it is too late to intervene to provide assistance to
residents on placement.

Cie Termination of Medicaid Payments

Federal regulations allow for only thirty days of medical assistance
payment after the facility is notified discontinuance of FFP. Even
if the facility appeals the decision, medical assistance payments
will not continue beyond this date. Some cases are resolved very
close to the thirty day limit and FFP is then reinstated. This
situation gives rise to the gquestion of when should the relocation



process begin? It may be difficult to implement preparation pro-
cedures in these cases since final outcome is still not clear.
Timing of appeals and last minute facility compliance are uncontrol-
lable factors in the process. Court action (e.g. a temporary
restraining order) may be sought by advocates in some cases to gain
time to implement relocation preparation procedures.

D. Notification of Private Pay Residents

There was concern that private pay residents be notified in a manner
consistent with notification of Medical Assistance residents. The
question of who was responsible for this notification was discussed
at length. It was the consensus of the task force that responsibil-
ity for notification and an offer of service to the private pay
resident could be appropriately assigned to the county under its
general adult protection activities.

E. Lack of Facility Cooperation in Relocation

The question of what can be done if the facility will not cooperate
and assist in appropriate relocation activities was discussed. Medi-
caid regulations require the facility to demonstrate reasonable good
faith efforts to provide appropriate relocation. However documenta-
tion of this is required only after the fact and may come too late

to stop poor relocation methods. Therefore the involvement of per-
sons outside the facility (e.g. county staff) was considered neces-
sary to ensure that proper procedures are followed.

Decertified facilities may have little incentive to assist in
appropriate relocation. In addition, facility staff may be leaving
or be terminated making continuity in the facility relocation pro-
cess impossible.

F. County Responsibilities

The question arose as to whether the counties could be required to
undertake these activities upon Department of Public Welfare direction.
The question of whether or not further Department of Public Welfare
authority is needed was referred to the attorney general's office.

G. Plan Format

How the plan should be issued (e.g. as a rule, guidelines or
instructional bulletin etc.) wasa major issue for the Task Force.

The Task Force felt this was up to the Commissioner-dependent upon

the Attorney General's office determination regarding Department of
Public Welfare authority in this area. However it was felt that in
order to be effective the plan should be issued in as strong a form

as possible. The following memo was sent to the Commissioner request-
ing clarification of Department of Public Welfare's authorities.

(See Attached).
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Office Memorandum

DEPARTMENT__Aging

TO :  Arthur E. Noot DATE: 11/5/80
Commissicner
FROM - : Pamela J. Pu‘i:lx. Staff PHONE: 6-7465

TTTTTTTTTTTT T DPW Relccation Task Porce

SUBJECT: DPW Relcecatien Plan

As the Relocation Task Force continues its work on development of a Relocation
Plan for long term care facility residents we have identified several issues
which may need clarification by your office.

1. Does DPW have sufficient authority to implement a Relocation Plan? If present
authorities are not sufficient, we may need to pursue legislation to clarify.

Discussion

While some states (Wisconsin) appear to have state statutes referring to reloca-
tion plans other, (e.g., Pennsylvania) have developed plans without specific
statutes. A number of transfers related court cases cite broad references in U.S.
code to the state's responsibility to provide "care and services consistent with
the best interests of recipients™. (42 USC S1296(a)). Other directives from

the office of Nursing Home Affairs (Policy circular #2, March 29, 1974) and the
Administration on Aging (AcA-TA-75-1 re~issued 7/20/77) cite state responsibilities
in Relocaticon Plan develcpment: There is also a reference to "the state's reloca-
tion plan” in proposed SF/ICF Conditions of Participation.

Discussions with staff of the Medicaid Division in Pennsylvania indicate that

legislation is being pursued to strengthen their plan which has been in effect for

several years. '

2. Should the Relocation Plan now being developed be promulgated as rule, or
should it be issued as a DPW policy? (e.g. MA manual instructicnal bulletin).

3. Can Relocation situations be considered Adult Protecticn cases. And if so,
how should our efforts be coordinated with implementaticnplans for Vulnerable
Adults Protection Act?

We will be happy to discuss these questicns further with any other appropriate
staff,

PJP:db



H. Facility Relocation Plans

Department of Public Welfare and County Welfare Departments do not
appear to have the authority needed to require facilities to comply
with a state relocation plan. Therefore a recommendation was made
to the Commissioner of the Department of Public Welfare that a memo
be sent to the Commissioner of Health requesting that a relocation

plan requirement be included in Minnesota Department of Health
regulations currently being revised.

The following memo was subsequently sent by Commissioner Noot to
the Commissioner of Health, Dr. Petterson. (Memo Attached.)
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DEPARTMENT.Of Public Welfare Offtce Memorandum
TO : George R. Pettersen, M.D. DATE: October 30, 1980
Commissioner

Minnesota Department of Health

~ FROM  : _ ARTHUR E. NOOT PHONE: 6-2701
Commissioner

SUBJECT: Proposed MDH Regulations

As you know, sometime ago I appointed a Relocation Task Force to
address many of the issues we have discussed previously with
respect to emergency situations in nursing homes and other
facilities.

Given that you are now proposing Rule-making, may I recommend
that your Rule promulgation include a requirement that each
facility establish and implement & "relocation plan" which
incorporates at least the following elements:

a) That the facility be responsible for written notification
to each affected resident, and to their representative or
family member, guardian and physician of the pending
relocation, reasons, and the rights of the resident,
within 7 days of notice to or by MDH/DPW of withdrawal
or decertification.

b) That the facility must establish a facility Relocation Team.

¢) That the facility Relocation Team shall assist in identification
of residents to be relocated, resident preparation, facilitating
site visits if appropriate, coordination of medical records
information, and transfer arrangements.

d) That the facility shall contact and cooperate with the county
welfare department in their county regarding the relocation
of resident.

e) That no resident may be involuntarily transferred prior to the
completion of these elements and in no case sooner than 14 days
from the date of notification of the resident.

It is our understanding that your Department has statutory authority
to require the above. We feel that this is necessary for any
successful relocation plan. Please advise if you need further
information.

AEN :mmmv

cc: Gary Haselhuhn
Xarin Sandstrom
Barbara Stromer
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I. Facility Admission Agreements

Are private pay residents required to provide notice of their move
as specified in their admission agreement in situations where licen-
sure of certification is terminating (either by state or facility
initiation)? How would residents receive notice that they did not
have to abide by the agreement if this is so? A legal opinion on
this question sought by Minnesota Department of Health stated that

‘any penalities under such agreements would probably be considered null
and void since the circumstances may make it impossible for residents
to provide notice. Legal Assistance for such residents should be sought.

J. Appeal Rights

Should facility appeal mechanisms be addressed in the Plan? It was
decided that this is provided for in earlier Department of Public
Welfare and Minnesota Department of Health documents so it need not
be included in this Plan.

Resident appeal rights were also discussed at length. Due to the
recent Supreme Court decision it was decided not to include appeal
rights or hearings for residents in cases of closure or decertifica-
tion; however, choice of vendor or other services provided under the
plan should be appealable.

It was assumed individual residents would continue to have protection

under the Bill of Rights for other types of transfer prohibited by
that act. :

K. Adult Protection Aspects of Relocation

Throughout the discussions, the relationship of the Relocation Plan
to adult protection activities was evident. 1In the absence of manual
material or statewide definitions of adult protective services some
counties are developing their own. The Department of Public Welfare
will be developing some rules in conjunction with the Vulnerable
Adults Reporting Act; however, it is unclear whether relocation situa-
tions would be covered under that act. The Task Force Staff and
Chairman met with Department of Public Welfare Adult Protection
personnel to discuss this. The Task Force decided to recommend that
all Relocation cases be considered Adult Protection situations.

L. Other Questions

The problem for transportation for site visits was raised. Would
Medical Assistance be available? Could local volunteer sources be
utilized?

Will other facilities cooperate in holding beds for placement to
allow time for site visits and other preparation? Since beds are
scarce in many areas this could be a problem; however placement
should not be dependent only on the arbitrary timing of vacancies in
other facilities.



M. Individual Transfers

12.

While these were discussed at length by the Task Force and much
concern was generated, it was decided that the Relocation Plan could
not require the same procedure to be followed in all individual cases.
Utilization review or PSRO decisions involving level of care changes
are covered under other procedures and cases of medical necessity

may require more immediate transfer. Other transfer situations would
vary greatly with individual circumstances. However, the provisions
of the plan should be utilized wherever possible for individual
relocations.
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RECOMMENDATIONS

The Task Force recommends that the attached Relocation
Plan (Attachment A) be implemented through rule or
Medical Assistance Manual Instructional Bulletin, and
that the Commissioner seek any additional authorities
necessary to implement the plan. Copies of the plan
should be sent to each county welfare department, long
term care facility, and state hospital.

The Task Force recommends that all institutional reloca-
tion situations due to closure, decertification provider
withdrawal or provider agreement termination from the
Medicaid program be considered adult protection cases
and that provision for this be included in appropriate
state plans, policies, guidelines, or regulations
authorizing adult protection services.

The Task Force recommends that Four (4) Regional one-
day training sessions be held at various locations in
the state to orient appropriate county personnel to the
plan, commencing in the fall of 198l1. (See Training
Outline Attachment C.)



Attachment A 'Rccommendation B
DPW Relocation Plan

The Minnesota Relocation Plan for Long Term Care (LTC) facilities
is a statewide systematic approach to the involuntary relocation of
Medical Assistance residents from LTC facilities due to facility
closure, loss of or changes in certification, termination of
receivership, or termination of provider agreement.

The plan delineates the procedures to be utilized and responsibities
shared by DPW, MDH, county welfare agencies and LTC facilities in
cases of voluntary or involuntary termination of a LTC provider in
order to protect the best interests of the residents of such facil-
ities.

OBJECTIVE

The purpose of the plan is to implement uniform and consistent pro-
cedures for involuntary relocations of MA residents which ensure
protection of resident rights, minimize trauma and discomfort of re-
located residents, and facilitate appropriate placement of residents
to new living situations. Orderly relocation of private patients is
also expected in accordance with these procedures.

DEFINITIONS

Involuntary Relocation is any movement of MA residents between LTC
facilities that is not initiated by the residents, families, or
guardians and which is not defined under Emergency or other below.

Long Term Care Facility includes nursing and boarding care homes,
SLF facilities and state hospitals.

Emergency Relocation

This plan does not cover emergency procedures for fire, flood, bomb
threats, severe weather or natural disaster, utility or nuclear
emergencies, strikes, etc. Guidelines for emergency procedures are
available from local civil defense agencies or the Minnesota Division
of Emergency Services, Room B-5 State Capitol, St. Paul, Minnesota
55025.

However, emergency procedures should, wherever time permits, attempt
to follow this Relocation Plan.

OTHER RELOCATIONS

Procedures outlined in this plan should be adapted as necessary and
followed in cases of involuntary relocation due to changes in finan-
cial eligibility or service needs.
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STRUCTURE

Relocation Task Force

Develops State Relocation Plan ana implementatioun strategy.

Identifies County Relocation Committees.
Develops and sponsors initial training for County Relocation

Each County Board designates appropriate county staff (3

suggested-)=to—-serve-as-~the-~Relocation—Committee—tmthat
The Committee is responsible for supervising the implementation
The Committee is trained in the Relocation Procedure.

The Committee is responsible for developing a procedure for
identifying alternate and/or emergency placement resources
(e.g. vacancv lists, advocates, volunteers, transportation

The Committee assigns a Relocation Coordinator to each facil-

The Committee ensures that orientation and training is pro-

The Relocation Coordinator is an appropirate county staff as
assigned by the Relocation Committee (may be a Relocation

The Relocation Coordinator is responsible for coordination

and monitoring notification, preparation and follow-up of
relocation for residents in assigned facilities.

The Relocation Coordinator works with facility staff, residents,
families, MDH, other county staff or volunteers to ensure that

a)
b)
c)
Committees and Coordinators.
County Relocation Committee
a)
county.
b)
of the Relocation Plan in that county.
c)
d)
resources, etc.)
e)
ity in which relocation is necessary.
£)
vided to Relocation Coordinators.
County Relocation Coordinators
a)
Committee member).
b)
c)
the Relocation Plan is implemented.
d)

The Relocation Coordinator monitors the relocation of private
pay residents.

Facility Relocation Team

a)

b)

c)

d)

Each LTC facility designates appropriate personnel to assist
in the Relocation process. (e.g.Administrator, Director of
Nursesd, Social Worker, Medical Director, etc.)

The Relocation Team assists the Relocation Coordinator in
relocation of residents according to the Relocation Plan.

The Relocation Team assists in identification of residents

to be relocated, families, guardians or responsible parties,
volunteers and transportation resources during the Relocation
process.

The Relocation Team assists in resident preparation, facilit-
ating site visits, coordination of medical records information
and transfer arrangements.
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PLAN IMPLEMENTATION

Notification

1l

2.

MDH notifies DPW of official action requiring relocation
with a copy to County Relocation Committee including date
and reasons.

* Upon receipt of MDH's notice of decertification, DPW sends

the LTC facility formal notice regarding termtmwation from

MA program participation. Such notice indicates the reason
for and date of termination. DPW notifies MDH and County
Relocation Committee by telephone and provides them with

a simultaneous copy of the facility termination notice.

Upon notification the County Relocation Committee identifies
alternate rescurces and assigns a Relocation Coordinator to
the facility.

Preparation

The Relocation Coordinator visits the facility to provide
orientation to facility staff and discuss Relocation plans.
The visit is done in cooperation with MDH wherever possible.
The Coordinator works with the designated Facility Relocation
Team to assist in the relocation.

The Facility Team,in cooperation with the coordinator, identi-
fies family members, guardians, physicians, etc. volunteers,
transportation vehicles and other resources etc., to

assist in relocation and site visits.

The Coordinator provides information to the Facility Reloca-
tion Team regarding alternate resources.

The Relocation Coordinator in cooperation with the Facility
Relocation Team identifies each resident to be moved.

The Relocation Coordinator ensures that written notification
is provided to each affected resident, and to their represent-
ative or family member, guardian and physician of the pending
relocation, reasons, and the rights of the resident, within
seven days of notice to or by MDH/DPW of withdrawal or de-
certification. (See Attachment B for Sample Letter.)

The Relocation Coordinator coffers, provides or facilitates
counseling to help each resident adapt to the situation and
adapt to the situation and to minimize trauma. The Coordin-
ator can facilitate meetings of small groups of residents

and families to discuss the reasons for relocation and the
planning process.

The Relocation Coordinator ensures that each resident is
assigned to and personally contacted by an appropriate
representative(s) to assist in the relocation process.

The representative assists in the choice of a new LTC facility
or care arrangement according to the wishes of the resident,
their family (or if appropriate friends, conservators or legal
guardians) and physicians and according to needs and services
available. Such choice is subject to the availability of beds
or care arrangements at the appropriate care level.
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Site Visits

1.

The Coordinator ensures that each resident is provided with
written information about the new facility and the opportunity
to visit the new facility and meet staff and/or residents as
soon as possible and preferably no later than two days prior
to the final transfer.

Site visits should be geared to: a) presenting an overview of
the physical layout; b) familiarizing the resident with the
program and activities; c¢) familiarizing the resident with other
residents and staff; and d) maximizing opportunities for choice
and—-decisionmaking,—e-g.—in-the_choice of room and roommate.

Where a physician determines that site visits would jeopardize
the physical health of the resident, visits to the resident

by staff and/or residents of the new facility are encouraged
prior to transfer wherever possible.

Where the Coordinator determines that site visits are not
possible due to placement beyond a 50 mile radius or where
staff visits are not possible, written information and/or
pictures such as newsletters, policy handbooks, and brochures
about the new facility are made available to the resident and
individual counseling is offered prior to the move. .

No resident is to be involuntarily transferred prior to the
completion of these elements and in no case sooner than four-
teen (14) days from the date of notification of the resident.

Discharge

The Relocation Coordinator monitors the transfer of each resident
ensure prior to the move that the following items are completed:

a) Notification of family member or guardian and physician of
discharge, date, and location of new placement.

to

b) Transfer/referral form with physician's signature is obtained.

c) The new physician (if any) is notified py telephone as soon

as the placement is completed.

d) Resident's care plan is updated and taken with resident to
new facility e

e) Resident's personal inventory list is updated - funds in

resident account at facility are carefully checked. Resident
has signed receipt for personal funds or belongings. Belong-

ings are delivered to the new facility.
f) Medications belonging to the resident accompany them in
accordance with physician's order. '
g) The resident's representative accompanies the resident to
the new facility.
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Appeals

Any relocated resident shall have the right to an appeal regarding
the services provided under this plan including but not limited to

choice of facility.

The initial written notification of relocation provided tc the resi-
dent under Preparation #6 shall contain information regarding the
right to a choice of vendor, legal representative and to receive

an administrative hearing within forty five days of an appeal request
to the county welfare department.

Decertification or closure of a facility by Department of Public
Welfare or Minnesota Department of Health shall not provide the
basis for an appeal under this section.

Follow Up

l. The Relocation Coordinator ensures that a follow-up visit is
made by appropriate county staff* to each relocated resident
within 30 days of the relocation in order to:

a) Check on the adjustment of the relocated resident.
The follow=-up visit includes interviewing and/or
onsite observation of the resident, discussion with
appropriate staff and review of pertinent medical
or social records.

b) Recommend appropriate services or methods to meet
any special needs of each resident arising out of

the relocation.

2. The Relocation Coordinator provides a summary report to the
County Relocation Committee within 60 days of the relocation
of each facility relocation process including names of residents
relocated, new placement, status at follow-up and any problems
encountered in the relocation process.

3. The County Relocation Committee reviews such reports, monitors
the effectiveness of the plan and makes recommendations for
change at the Department of Public Welfare where appropriate.

‘' % Where the relocated resident resides in another county or state
contact should be made with the receiving county to provide follow-
up services. '



Attachment B

SAMPLE RESIDENT NOTICE LETTER

(Decertification)

Dear H

This notice is to inform you that the Minnesota Department of
Public Welfare Medical Assistance Program cannot pay for your care

or the care of any other resident in
after . This facility will no longer be

eligible to receive Medical Assistance payments after that date.
This means you will probably have to seek placement in another
facility.

The Department of Public Welfare will continue to pay for your care
at another facility participating in the Medical Assistance Program.

The County has designated
as Relocation Coordinator for your facility. He/She can be reached
at . He/She will be contact-
ing you to offer assistance in finding appropriate placement in
another eligible facility, and to help prepare you for the move.

You have the right to your choice of a new facility provided that
the facility is eligible to participate in the Medicaid program and
has an appropriate bed available. You may also visit the new
facility to become acquainted prior to the final move if possible.
You cannot be forced to move to a home you do not choose as long as
you make other appropriate arrangements for your care.

You have the right to appeal decisions made about your care and
treatment during the relocation process. However, the closure or
decertification of your facility is not appealable.

Appeals can be made by writing or contacting the county within

days after . .An administrative
hearing will be held within Forty Five (45) days of the receirt of
your appeal request. You have the right to legal representation at
that hearing if you so desire.

If you have any questions about this matter.please contact
at the number stated above.




Attachment C Recommendation #2
RELOCATION TRAINING OUTLINE

Purpose of Trainin

- To orient Adult Service Staff person from each county
to the purpose and procedures outlined in the State
Relocation Plan.

- To provide technical assistancge information to counties
on how to implement the plan.

Method

- Develop and make available a 1-2 hour video taped presenta-
tion including hand out materials for use by county adult
service staff. Principal Presentors: Dr. Norman Bourestom
and Aging Division Staff.

- The Minnesota Board on Aging Resident's Rights Slide Show
is also available for use in conjunction with the Relocation
video tape.

Content of Video Tape

l. History, Purpose, and Development of Plan
2. Sensitization to the Trauma of Relocation
3. Review of Relocation Plan Components and Discussions

4. Placement Issues and Principles.

Arrangements

Notice to counties of the availability of the Video Tape on Relocation
and the Resident's Rights Slide Show and materials should be sent by
the Commissioner's Office.

Each county in which a potential relocation situation is identified
should immediately contact Aging program staff for assistance in
obtaining the video and slide presentations and any other resources
which may be available. These counties will then conduct a reloca-
tion in service for the County Relocation Committee and other approp-
riate staff. Long Term Care Ombudsman Program Staff may also be
available for additional technical assistance to counties as needed
to implement the Relocation Plan.



Attachment D
Moedical Center St. Cloud MN 56301

Veterans
Administration
September 16, 1981
in Reply Refer To: 656/116B
.lls. Karin Sandstrom, Chairperson

Task Force on Relocation
Minnesota Board on Aging

204 Metro Square
7th and Robert
St. Paul, MN 55101

Dear Ms. Sandstrom:

I have read the draft report prepared by the Task Force on Relocation.
It appears to me to be a well-prepared report, concise, and compre-
hensive. I have telephoned Pamela Parker with a few comments and sug-
gestions. On one of my suggestions, however, Pam suggested I write

this letter.

This suggestion concerns the matter of site visits. Although the
preparation plan is quite specific and detailed, the question of the
number and nature of site visits to be made appeared to me to be
rather ambiguous. Since this is one of the most important aspects of
the preparation program, I would suggest it be spelled out in greater
detail. The following points could be made:

1. Relocation research has demonstrated repeatedly that multiple
site visits are of crucial importance in mitigating mortality and
morbidity.

2. That frail elderly people require concrete and redundant cuing
to assimilate information adequately.

2. To satisfy the above rcquircment, multiple sitc wisits arc nceded
so that information can be processed and adequate learning take place.

4. Site visits should be geared to: a) presenting an overview of
the physical layout; b) familiarizing the resident with the program
and activities; c) familiarizing the resident with other residents
and staff; and d) maximizing opportunities for choice and decision-
making, e.g. in the choice of room and roommate.

I hope this information can be incorporated into the plan. If you have
any questions or would like to discuss the matter further, please write
or call me at ((612) 252-1670, Ext. 360. Thank you for the opportunity
to review this important work.

Sincerely,

9.4“«... Srn. =

NORMAN BOURESTOM, Ph.D.
Coordinator, Psychological Services, IMM Section
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Survey and Cerulinnce Sectien
Divisicn cf Health PFucilitics

RELCCATIC: PLANNIVS CUTLINE
Yarch, 1978

" Establish a Tacility Relocation Team - Surzested Corposition:

il

Adrministrator, Director of iursing Service, Facility Social

Worker, kedical Dzrector, other Allied Health Professicnals
as désired.

Develop an Activity Chart with Tire Teble Plan for each activity:

Relocation Team Funct&on: .

A. Set ﬁp the relocation events based upon the established time tables:-
1. Neet with facility nursing staff to:

a) explain reasons for potential move; _

b) enlist their cooperation in planning and in allaying
resident fears, etc.,

¢) secure advice regarding each resident's personal
habits, etc.

2. Review resident's medical records to:

a) evaluate their current physical end mental healih
status end potential needs, '

b; esteblish resident charac*eristics,

¢) initiate a transfer/referral form for each resident
to be corpleted at time of transfer,

di identify kinds of therapy needed for each resident,

e) updateeach resident's personal inventory,

f) consider any possible attending physician changes
necessitated by the move. o s

3. Compile a list of available approoriate beds s
in area: consider services needed, sex, location to
family, certification.

4. Meet with small groups of residents at a time to discuss
reason for relocetion end planning precess. If possible
give resident a facility choice in moving.

5. Meet with relatives and guardiens to discuss plans for
relocation and enlist their assistance.

6. Contact all attending physicians regarding relocation
necessity and process.

B. Develop list of homes and scheduled dates on which individual

residents will be transferred to the new facility. (Encourage
family member to accompany resident on day of discharge).

Page 1 of 2
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C. In accordance with time table:

Notify each resident, his/her family, or guardian and the
social woerker and the attending pbysician of new facility
location and date for his/her transfer.

If possible, set up a &ay prior to the actual move for
resident and his/her family to visit mew facility (mo

. more than 4-6 residents to one facility at a time) to

meet new administrator, nursing staff and soxe residents.

Develop list of vehicles to be used for actual relocation
and pre-visit.

Assign a stzff member from old facility to acccmpany
resident(s) on visit.

Discuss visit with resident(s) on return to old facility.

D. Team Leader: (Administrator)

4.

1.

2.

Je

4.

5.
6.

Provide status reports to }DH and DPFW regardirg progress
in accordance wiih planned events and time table.

Yaintain on-going check liai of beds available.

Yaintain contact with administrators of facilities
designated to receive residents regarding progress.

¥aintain current tabulaticn on vehicles to be used
for transfer.

time of discharge:

Corplete transfer/referral form assuring physician's
signature is obtained prior to move, 3

Update resident's care plan and take with resident to
new facility.

Update resident's personal inventory list - carefully
check any perscnal funds in resident account at facility.
Have resident sign receipt for personal funds or belongings.

Assure medications accompany resident in accordance with
physician's order.

Assure a staff member accompanies rasidenti.

Assure physician and nursing staff complete discharge chart
for closed file storage.

Pollow-up visit should be made by member of old staff to check on
resident's adjustzent to rew facility.

Page 2 of 2
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STATE OF MINNESOTA
DEPARTMENT OF PUBLIC WELFARE

OFFICE OF THE CENTENNIAL OFFICE BUILDING GENERAL
e _ : ST. PAUL, MINNESOTA 55155 N2/ BeENT
INFORMATIONAL BULLETIN #79-77 September 10, 1979
TO: Chairperson, County Board of Commissioners

Attention: Director
Nursing Home Liaison Workers

SUBJECT: Proposed Guidelines for Relocation of Medical Assistance
Residents in Long Term Care Facilities.

The Minnesota Relocation Plan for Long Term Care (LTC) Facilities is a
statewide systematic approach to the relocation of Medical Assistance
residents from facilities terminated by the Department of Public Welfare
and the Minnesota Department of Health (DPW/MDH) as eligible providers
under the Minnesota Medical Assistance Program.

In the administration of the MA program, the financial resources provided
to LTC facilities for MA residents places a specific responsibility on
each facility and local agency for assisting these individuals should
group relocation become necessary because of loss of certification. This
plan is not intended to deal with the relocation of residents individually
for other reasons (such as-Utilization Review, emergencies).

This plan is not mandatory, but may be used as guidelines to adopt or amend
as appropriate. DPW recognizes that some kinds of relocation plans are
required for LTC certification and licensure. This plan delineates only

the overall responsibilities shared by DPW, MDH, LTC facilities, and local
welfare agencies in cases of involuntary termination. Voluntary termination
plans may follow these guidelines, adapted as applicable. Emergency plans
(not covered in this Relocation Plan) are available from local Civil Defense
agencies or the Minnesota Division of Emergency Services, Room B5, State
Capitol, St. Paul, MN 55025. These include plans for fire, flood, bomb
threats, severe weather, utility emergencies, tornadoes, nuclear emergencies,
et., to update or supplement existing facility plans. If time permits, some
emergencies could also follow these Relocation Plans.

OBJECTIVE
The purpose of this plan is to implement uniform and consistent procedures
for any involuntary relocation of MA residents in LTC facilities due to

non-renewal or termination of a Provider Agreement between DPW and the LTC
facility. Orderly relocation of private patients s expected also.

AN EQUAL OPPORTUNITY EMPLOYER

Brw.aas
.7
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DEFINITIONS AND ABBREVIATIONS
Involuntary Relocation is any multiple movement of Medical Assistance residents

between Long Term Care facilities that is not initiated by the residents,
families, conservators, legal guardians, or medical necessity.

Long Term Care (LTO facility is a certified participating facility in the
nnesota cal Assistance program, Title XIX of the Social Security Act.

DPW is the Minnesota Department of Public Welfare.

MDH is the Minnesota Department of Health.
MA is Medical Assistance.
TARGET GROUPS - Individuals and Groups Involved in Relocation:

1. MA resident who must be relocated, as well as his/her family [or, if
necessary and appropriate, friend(s)] and/or legal guardian or conservator.

2. Staff of the LTC facility from which the MA resident is being moved.
3. Staff of the LTC facility to which the MA resident is being moved.

4. MDH, Division of Health Facilities.

5. Local welfare agency personnel.

6. DPW, MA Divisfon

7. Community Resources (ex., Volunteers)

PLAN_IMPLEMENTATION

Target groups should cooperate with each other so that orderly, successful
relocations occur, minimizing physical/emotional negative reactions. Each

target group should be knowledgeable of the total relocation process as it
relates to each of their responsibilities. ,

I. Preparation
A. Notification of pending termmination.

1. MDH is to notify DPW in writing before the scheduled termination
of certification. Such notice must specify the date of with-
drawal and reasons for decertification.

2. Upon receipt of MDH's notice but at least thirty (30) days prior
to the termination, DPW sends the LTC facility formal notice re-
garding its termination from MA program participation. Such
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notice shall indicate the reason for and the date of termination.
DPW notifies other offices such as MDH and the local welfare
agency, with a copy of its termination notice to the LTC facility.

3. DPW also notifies the LTC facility of its right to an evidentiary

" hearing pursuant to Chapter 15 of the Minnesota Statutes. Facility
must request (in writing) a hearing within thirty (30) days of this
notification. A hearing will be provided within 120 days of term-
ination. Federal financial participation will be continued consistent
with applicable Federal regulation (42CFR Sec.441.11), as the same may
be amended from time to time.

4, 1If the opportunity for the hearing follows denial, termination or
non-renewal, DPW/MDH offers the LTC facility an "informal recon-
sideration: before the effective date of termination.

5. Where DPW determines that there are serious health or safety risks
to residents, DPW may proceed with immediate relocation of residents
provided that:

a) DPW determines that danger to residents outweighs the
pozsibIe trauma attendant upon their leaving the facility;
an

b) The provider is offered a full post-termination evidentiary
hearing at a future date.

On notice from DPW, the LTC facility notifies the local welfare agency by
identifying the MA residents to be moved.

Upon receipt of DPW's formal notice of termination, the LTC facility
notifies each MA resident, as well as his/her family, [or, if necessary
and appropriate, friend(s)] and/or his/her legal guardian. Such notice
should indicate the necessity of, the reason for and the date of
scheduled relocation.

Upon receipt of a 1ist of MA residents to be relocated, the local welfare
agency advises MA residents and/or their responsible representatives

of their right to a fair hearing and of procedures for intervening in

the hearing.

The local welfare agency, in cooperation with other appropriate individuals
and/or agencies, determines current and anticipated vacancies according
to levels of care in the area's LTC facilities.

Local welfare agency assures that a social worker or representative has
been assigned to each MA resident. The social worker assists in the choice
of a new LTC facility according to the wishes of the residents, their
families [or, if necessary and appropriate, friend(s)] and/or their con-
servators or legal guardians, and according to needs and services available.
Such choice is subject to the availability of beds at the appropriate level
of care. The social worker should provide consultation to help the MA
resident adapt to.this potentially stressful situation so that trauma is
minimi zed.
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I1. Facility Relocation Planning - LT€ Administrator, Social Worker (and other

staff as applicable) arrange for orderly transfer of MA residents.

A.

c.

III. Post Relocation ]
N

A.

c.

Transferring facility completes transfer/referral form with physician's
signature and date within five (5) days prior to move and not later
than the day of the move.

Both the old and new LTC facilities note in each MA resident's record
that the residents (or their responsible representatives) have notified
the Post Office and the local Social Security District Office when
appropriate, of the change in residence.

DPW recognizes that some facilities in Minnesota have developed their
own plans as part of good management. However, specific Relocation
plans for facilities are available on request from:

MDH or DPW
(Ms.) Clarice Seufert (Ms.) Gene L. Slocum
Chief, Survey and Compliance Nursing Home Certification Specialist
MN. Dept. of Health Policy and Planning Unit
717 S.E. Delaware Medical Assistance Division
Mplis., MN 55440 MN. Dept. of Public Welfare

(612) 296-5420 690 N. Robert - P.0. Box 43170

St. Paul, MN 55164
(612) 296-4745

N
e

New LTC facility completes the Physician's Certification, Form DPW-1503,
from the transfer/referral form within seventy-two (72) working hours
of transfer and sends to the local welfare agency.

DPW, local agency, LTC facility personnel cooperate to provide a continuing
program of adaptive counseling for relocated residents.

DPW-MA and MDH continue to develop guidelines for concerned individuals and
groups that may be utilized and adapted as appropriate.

For further information, please contact:

(Ms.) Gene L. Slocum at the above address and phone number.

Lt ™

Arthur E. Noot
Commissioner
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This issue of Relocation Reports is the third in

s series. The first issue provided an overview of a

O:wo-yur study of the impact of involuntary relocation

of groups of chronically i1l institutionalized elderly.
The second issue focused on some preliminary findings,
especially the impact of relocation on patients' death
and survival. This issue describes a program to
prepare elderly patients for imminent involuntary
relocation. The major result reported here is that a
preparation program which includes site visits to
the new facility with eanvironmental familiarization
and multiple task assignments dramatically increases
the chances tiat'thn patient will survive the trauma
of the move.

Ve have received many requests for a descrip-
tion of the preparation program. This is not
surprising, for thousands of 111, vulnerable elderly

-are moved involuntarily all the time: from mental

hospitals to nursing homes, from private homes to
hospitals, from nursing home to nursing home.
Typically these moves happen suddenly, seldom with
any attempt to prepare the older person. The
dramatic results of the preparation program des-
cribed here suggest that older people in all these
situations would benefit from similar attempts to
ease their transition into a new eavironment.

We would like to give special thanks to the
administrators and staff of the Whitmore Lake Con-

1
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valescent Center and the Washtenaw County Medical
Care Facility for their gracious cooperation and
assistance. Also, special thanks to the Michigan (:
Department of Social Services for its help and
cooperation. This research is supported by grant
number 1 RO1 ME 20746-01 MHS, National Institute
of Mental Health, Norman Bourestom, Ph.D. and Leon
Pastalan, Ph.D., Principal Investigators. For
copies of Relocation Reports or for further infor-
mation, write to: N '
Relocation Project
Institute of Gerontology

543 Church Street
Ann Arbor, MI. 48104

|
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' (O - 1o the Spring of 1971, the Vashtenav County

Board of Commissioners announced a decision to close
the old county home and transfer most of its popu~
lation of elderly patients to the Whitmore Lake
Convalescent Center, a new private facility about
15 miles awvay. The move was expected to cause
sharp disruption in the patients' lives. They
would be moving from an old building and a familiar
environment to a very modern and unfamiliar milieu.
The staff of the county home was to be terminated;
they would not. be on hand to ease the patients'
adjustment at their new home. The move would also
disrupt the social patterns and schedule routines
which the patients had developed over the years.
In short, the move would be very traumatic. At a
time in their lives when familiar surroundings,
foutinu, patterns, and faces seemed crucial for
their well-being, everything was about to be
changed.

About three months before the scheduled
closing, a research team from the Institute of
Gerontology entered into formal agreement with
the county to develop and implement a pre-move
pbcparation program. The preparation program was
part of the team's two-year study of the effects

3
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of involuntary relocation on elderly individuals.
The team hypothesized that the way patients

were prepared for a move would influence their

fate aftervards. There had been a few previous

efforts at developing pre-move preparation programs

for institutionalized elderly, but the evidence of

.cffnctivunesl wvas sketchy. A particularly serious

deficiency was the absence of any control group in
previpous studies. Without a control, judgments of
the effectiveness of any particular preparation
progranm were mainly guesswork.

The préparation program designed by the
research team emphasized assuring the patient that
the nev facility would offer continuity of care and
concern. To do th}:. the program encompassed
three strategies: 1.) to reduce the anxiety of the
unkaown; 2.) to familiarize the patients with the
ne§ milieu; and 3.) to ease the psychological,
social, and environmental transitionm through a net-’
work of support services. The team also decided to
use the staff of both facilities and the patients'
relatives to help in the program. The actual pro-
gran vas carried out by the medical care facility
staff in consultation with the research tean.

The entire preparation program lasted 10 weeks.
The actual relocation of the patients occurred

4
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during the final two weeks of that period.
Early in the planning, the research teanm
(]lcidnd that the value of a pre-move preparation
program for institutionalized elderly was not an
issue. It was assumed that nearly any attempt to
prepare patients for a move would be of some value.
The more important question was which method of
preparation yould be most effective. For this
reasoﬁ, the team decided to give some preparation
to every patient. There was no "control" group
in the strict, experimental sense of the term.
Ethical considerations also seemed to rule out an
experiment which would prepare some patients for
the move while giving others no preparation at all.
Therefore, the team divided the patients
into two groups and offered each a different prep-
. aration program. The programs differed mainly in
the exposure to task-oriented visits to the new
facility before moving day. Group I visited the
convalescent center a total of four times, once
for a tour and three times to experience various
aspects of the new facility. Group II visited
only once, for a tour. In place of the other three
visits, Group II participated in several sessions
at the old facility which included slides and
pictures of their new home. Both groups met with
the new facility staff.
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Staff i'rggaution .

The progran's first phase was a two-week
period of staff preparation. Because the staff of
the county home often had great influence on patients'
attitudes, it vas felt they could help greatly if_
they were familiar with the new setting. 'n:'. staff
preparation consisted of two parts. First, the
county staff visited the convalescent center, talked
with its administrator and staff, and became familiar
wvith the nev pfocedures patients would have to
adjust to. Second, staff and the research team held
wveekly opm-udd meetings vhere staff could discuss
their problems, grievances, and concerns and ask
factual quutim .aboul: the new facility. These
meetings were valuable in maintaining staff morale.
‘This was particuiu’ly important since the staff was
being terminated and many were looking for new jé‘bs
wvhile the preparation for the move was underway.

Patient Preparation
The patient preparation program took place in

thyee phases. 4
1. Phase I. During the middle of April, all
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patients who were medically able were taked to the :
ev couvalescent center and given a tour of the
‘dacﬂil:y. Patients visited in groups of five to
- seven and vere escorted on the tour by staff members !
from the county home and Whitmore Lake Convalescent
- Center. The visit was followed immediately by a h
group discussion led by onme county home staff member, ]
who encouraged the patients to talk openly about the 1
move and to ask questions. The staff person also
told the patients about the rest of the preparation
progran and invited discussion about it. The pur-
pose of the initial visit and discussion was to
decrease the nu:lbcr of unknowns and to bring anxiety
and fear into the open.

Most of the patients who were able to comment
on the initial visit to the new facility said, in
general, that it was helpful. Some complained that
the tour was too short and that they didn't see
much besides the lounge and the dining room. The
visit did succeed in prompting many questions about
the new facility.

2. Phase II. In the second phase of prep-
aration, the patients were divided into two groups.
Group I visited the new setting three more times.
Grbup II remained at the county home and was acquain-
ted with the convalescent center through slides and

7
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pictures.

The two groups vere of equal size and were -
matched as closely as possible according to sex, .'..tj
length of hospitalization, and physical condition.
Each of the large groups was sub-divided into small
groups of six or seven with a county home staff
menber as leader.

The Hﬁlt;:gggit program was carried out with
Group I over a period of three weeks. The first
visit wvas to acquaint the patients with the dining
roon at the ncu;facility. They toured the dining
rToom, observed the routine, and then ate lunch,
sitting together in their sub-groupings. This visit
wvas thought to be important since meal times are
usually the most important events in the day-to-day
lives of the institutionalized elderly and food is
a subject of great interest and concern.

The second visit was to the Center's recre-
ational and workshop areas. Patients met the area
supervisor, were shown tools and other equipment,
and were told about the various activities available.

The third visit vas a formal attempt to
acquaint the patients with the staff and patients of
the new facility. Patients met the administrator
and staff wvho would care for them. On this final
visit, patients had an opportunity to choose their

.. Page 8 of 18.-
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rom.
( The impact of these visits is hard to assess.
% Contrary to the original plan, the group was kept ]

. together during these visits and patients had little
opportunity for individual exploration. One staff
. member thought the visits provided an effective

mechanical orientation, but did not do much to
socialize the patients. In a post-move interview,
patients who made the three visits divided about
equally between positive and negative judgments
about them.

Each of the three visits lasted an hour or
more. Each visit increased in amount. Sub-groups
met to discuss the visit within 24 hours. The dis-
cussion sessions were intended to reduce apprehension
and anxiety and to refresh the patients' memories.

Group II did not see the convalescent center
again until moving day. Instead, they remained at
the county home and participated in a preparation

program which included slides and other visual
materials. In the first session, each sub-group
viewed color slides of the new facility. The slides
vere arranged to give the impression of approaching -
. and entering the building. Also pictured were areas
vithin the building, specific objects such as furni-
ture and physical therapy equipment, and members of

9
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the staff. The sub-group leader gave a rumning
commentary and conducted discussion while the slides
were being shown. O

The second session consisted of looking at
color and black and white reproductions of the slides.
Patients were sble to pass the photos around and look
at then as long as they wanted. This was thought to
be particularly important for mentally confused
patients.

The third session was a visit from the admin-
istrator of the new facility who discussed such day-
to-day policies as money, laundry, and visiting
hours. .
The slide and photograph sessions prompted
questions about the facility and seemed to reinforce
menories of the visit the patients had made. The
photo session lasted longer than t-hl'llidl show and
seened more interesting. There was some indication
that the slide screen was too small for many patients

Other types of help were provided to patients
in each group. Each patient bhad the opportunity to
express prcfnrlnci for bed position in the new room
and for roommates. Patients vere given calendars
to Iuﬁ; in their rooms with their moving day circled.
A certain amount of informal counseling was provided

10
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by staff to any patient who asked for it. MNost of
aiil counseling was designed to smooth out disruptive

Discussion Groups

The discussion groups for both Groups I and II
were generally similar in content and structure. The
research team analyzed the discussions from cassette
tape recordings. One discussion leader said the dis-
cussion became more lively when the tape recorder was
turned off, so there is some indication that the
content analysis Iny.not reflect the whole range of
patient reactioms.

Most of the patients’ questions were about
furnishings within the pew facility, particularly
about matters which might affect their mobility and
independence. Examples are questions about whether
wheelchairs could fit in the dining room, whether
the height of the beds could be changed, the amount
of carpeting in the facility, etc. Next in fre-
quency were questions about policy and procedural
questions such as visitors, meals, and laundry.
Patients asked few questions about the nursing staff
and medical treatments.

Group leaders were able to uncover patients'
emotional feelings about the move only by intensive

11
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questioning and probing. Some patients consistently
denied the reality of the move throughout the preparaz
tion program. It is unclear whether a longer prograno
would have gottea through to then.

3. Phase II1. of the preparation vas the
move itself. County facility staff escorted all
patients to the new facility on moving day. They
helped patients according to their expressed or per-
ceived needs. Assistance ranged from escorting
patients to the front door to feeding the patient
his first meal. The patients were moved in groups of

five or six per day.

Help From Relatives

A general meeting of patients' legal next-of-
kin or key family member was held at the county home.
The purpose of the meeting was to encourage the
relatives to give the patients emotional support
during the difficult period before and after the move.
Approximately 25 relatives attended the meeting, which
vas conducted by the administrator of the home and by
menbers of the research team. Patients were not
included in the meeting because the staff wanted to
dig:ctly urge relatives to help them and because the
meeting was also an opportunity for relatives to
express their anger, problems and fears. The home's

12
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social worker reported that the meeting was success-
"di:l in eliciting response from relatives and in
Ntlarifying and answering their questions.

111
RESULTS OF THE PROGRAM

Patients

The multi-visit preparation program had a
dramatic effect o:t the patient mortality rate. Within
one year of the move, more than half of Group II
(single visit) had died (52 percent). The rate for
the patients who had made four visits was 27 percent.
The groups were closely matched on age, sex, degree
of illness, physical limitation, mental status, and
level of behavior. Consequently, the differences in
their mortality rates are not attributable to these
factors. _
Previously, we had shown that length of hos-
"pitalization was a factor that affected mortality
. rates following relocation (see Relocation Report #2).
Therefore, wve attempted to determine whether longer
and shorter hospitalized patients were affected
differently by the two programs. Over three-fourths
of the patients in our study had been hospitalized

-
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more than one year. For these patients, the differ-
ences in the effect of the two programs were obvious
and dramatic. In Group II 53% of the longer hospiul-o'
ized patients died vhereas in Group I the mortality
rate of longer hospitalized patients was reduced to
18%7. A similar statement cannot be made about the
short hospitalized patients, i.e., those hospital-
ized less than one year because the number of patients
falling into this category was too small to permit
valid comparisons. Our conclusion is that preparation
involving multiple site visits has a marked effect
on reducing mortality rates among relatively long
hospitalized patients. We are uncertain about whether
it has a similar effect on short hospitalized patients.
These mortality rates support the benefits of
familiarization and multiple task assignments in a new
enviromment in order to prepare elderly patients for

‘reloéation. Future research should study the optimal

pumber of visits and the best way to expose such

* people to a new enviromment.

staff

The research team felt the involvement of the
staff in the preparation program was crucial to its
succéss. Not only were staff supportive of the
patients, but the need to help prepare the patients

14
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for the move gave the staff a concrete goal to a
achieve at a time which was also difficult for thea.

vas a feeling that various time and organizational
problems prevented the staff from being more helpful.

The particular circumstances of the medical
facility's closing prevented most staff from becoming
completely familiar with the new facility. There
simply wasn't enough time for all staff members to
free themselves from their regular responsibilities
to travel to the new facility for a full orieatation.
Consequently, leaders of the sub-group discussions
frequently wvere forced to refer patients to the
social worker or the assistant head nurse for full
ansvers to their questions. Oftem, this prolonged
rather than relieved patients' anxiety.

Another weaknel; was confusion about the
staff escort's responsibility when taking the patient
to the new setting on moving day. The point where
the former staff person's responsibilities ended and
the new staff took over should have been defined
more clearly. It was also felt that some provision
should have been made for the former staff to remain
in touch with the patieant for at least a few days
after he moved into the new setting. Questions about
treatment procedures, financial arrangements, family

15
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issues, rules in the new facility, and other prob-
lems could have been smoothed over with the former
staff acting as a communications liaison.

The research team felt that a major accomp-
listment of the program was its success in eliciting
response from the patients. Patients' reactions were
varied. Some felt the preparation program was very
helpful; others termed it deceptive. Some consis~-
tently denied the reality of the move. Only a small
group was apathetic and neutral. It was felt that
this emotional response — even negative response —
was healthy for g’opln caught up in a difficult
situation.

16
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CONCLUSIONS, RECOMMENDATIONS
SUMMARY OF IMPRESSIONS

A. A preparation program including site visits with
a program of envirommental familiarization and
multiple task assignments was dramatically suc-
cessful in reducing the mortality rate of elderly
patients following relocation

B. Portions of the preparation program which seemed
to be effective:

1. Total involvement of the staff gave staff
cohesiveness and contributed to patient

support.
2. Iavolyement of all levels of staff

3. Inclusion of all patients who are physic-
ally able to participate.

4. Group meetings to discuss the field visits.

5. Individual follow-up for patients with
special problems or concerns. '

. C. Portions of the preparation program which might
be more effective if changed:

1. Planning time for the program should be
longer

2. Involvement of the new facility staff
should be increased

3. Actual moving time should be extended so
patients have the time and attention to
get settled and staff have an easier time
absorbing the new patient locad.

4. Greater effort to involve relatives and vol-
unteers in assisting with the visits and move.

17
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is 5. Ilncrease direct commmication between
t former and new staff |

6. Continue patient group meetings with new C-
staff to solve post-move problems

7. Keep field visits flexible to the expressed
needs of the patients.

8. Consider the decreased ability for vision
and hearing during the visits and discussion
groups.

D. Suggestions for consideration while planning a
preparation program:

1. Flexible deadlines and sufficient time for
preparation (planning and program) should
be negotiated.

2. Make aTrangements to cover liability in
case of accident during the preparation
and the move.

3. Perhaps involve patients in the direct
plamning of visits.

4. Give relatives/volunteers a written set
of instructions for packing, unpacking
etc. and iovolve them in helping get
patients settled.

E . S. 3Be sensitive to patient preferences for
| preparation, as it might be appropriate
to move some patients earlier.

18
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A Tentative Draft

MODEL RECOMMENDATIONS:

INTERMEDIATE SANCTIONS FOR
ENFORCEMENT OF QUALITY OF
CARE IN NURSING HOMES

American Bar Association
Commission on Legal Problems of the Elderly
Funded by the Retirement Research Foundation

July 1981 .

This discussion paper has not been approved by the House
of Delegates or the Board of Governors and, until
approved, does not constitute the policy of the
American Bar Association.
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SECTION 9
STATE INITIATED RELOCATION
OF RESIDENTS

It is necessary that the regulatory agency have the authority to order the
transfers of residents and the ability to protect the health and safety of the
residents and the security of the property during those transfers.

Recommendations:

9.1 The Act should require the enforcement agency to promulgate
reasonable rules and regulations and establish appropriate criteria for the
transfer of residents when the regulatory agency has determined that such
transfer is necessary to close or reclassify a facility, or when an emergency
exists threatening the health, safety, or security of the residents. In deter-
mining to remove a resident from a facility, the regulatory agency should
balance the likelihood of serious harm to the resident which may result
from the removal against the likelihood of serious harm which may result
if the resident remains in the home.

9.2 The regulatory agency should offer relocation assistance to the resi-
dent, including the placement of a relocation team in the facility, assess-
ment of the resident’s need for supportive services, provision of informa-
tion on alternative placements, and assistance in moving the resident and
his property. The resident should throughout be involved in planning his
or her removal and should be permitted to choose among available alter-
native placements, except when an emergency makes a temporary place-
ment necessary.

9.3 The agency should attempt throughout relocation to mitigate any ef-
fects of transfer trauma on the health, safety, and welfare of the
residents. Where possible, the enforcing agency should design transfer
trauma mitigation care plans for individual residents and implement such
care in advance of removal.

9.4 The enforcing agency should provide notice to the resident, resident’s
guardian, resident’s representative, and/or resident’s family prior to the
transfer of 2 resident from a facility.

Commentary:

A necessary concomitant of the power to close a facility is the authority
to transfer the residents from that facility to other facilities. Transfer may
also be needed if a facility is reclassified or ordered to reduce its capacity.
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Transfer of an elderly, physically and mentally disabled nursing home
resident can cause grave injury to the resident. All possible steps should be
taken to mitigate this transfer trauma whenever a state agency initiates the
transfer of a resident. Moreover, even residents who are not seriously at
risk of transfer trauma may need assistance from the state agency during
the transfer to move themselves and their possessions and to find a place
in which to relocate. In response to these concerns, several states have
legislation describing obligations of the state enforcement agency for
state-initiated resident transfers.'"?

Illinois and Wisconsin provide by far the most detailed provisions for
relocation.'*’ Their statutes contain very specific provisions for transfer
preparation, relocation assistance, and review of the transfer decision.
Other states’ statutes address the same concerns in more cursory
fashion.'* Finally, several statutes provide for authority for the
regulatory agency to transfer residents when facilities close'" or for
receivers to initiate transfers.'* :

TN e I et T i e, Sy
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SECTION 10
PRIVATE ENFORCEMENT PROVISIONS

Private Rights of action should be available against negligent long-term
care institutions.

Recommendations:

10.1 Enforcement legislation ought to provide that the owners and
licensees of nursing homes are liable to a resident for injuries caused by
acts or omissions of a facility or of its agents or employees which deprive
the resident of any right or benefit created or established by state or
federal statute or rule by the terms of any contract.

10.2 The resident should be permitted to maintain an action for damages
and for any other form of relief, including injunctive and declaratory
relief.

10.3 A resident, resident's guardian, or guardian ad lirem acting on
behalf of a resident should be permitted to recover three times the actual
damages or $500, whichever is greater, plus costs and attorneys’ fees for
any violation by the facility, its agents, or its employees of a resident’s
rights as established by statute.

10.4 The first 52,500 in damages recovered by a resident in an action
brought against a facility should be excluded from consideration in deter-
mining eligibility for, or the amount of aid under the state’s medical
assistance program.

10.5 Any waiver by a resident, or by a resident’s legal representative, of
the right to commence an action against a nursing home should be void.
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I. Introduction:

A large number of Pennsylvania's nursing homes have deficiencies which
if not corrected will preclude their continued licensing. The deficiencies
are primarily in relation to the Life Safety Code. Homes which do not meet
these Life Safety Codes will have to close unless they are able to submit
an acceptable plan of correction for those deficiencies that given a
reasonable amount of time could be corrected to meet Life Safety Codes.

There are, however, a significant number of facilities in which the
deficiencies are so gross that an acceptable plan of correction would cost
far in excess of their justification. For example, a particular home may
have to be razed and a new building constructed for that facility to meet
licensing requirements. It would then be necessary for patients in such
homes to be relocated into facilities which do meet Life Safety Codes.

There is a genuine hazard in the relocation of infirm aging persons
from one site to another. Dramatic increases in mortality far in excess of
what would normally be expected have been documented. In order to minimize
the risk of increasing death rates, there must be a program of patient
preparation before relocating to another facility. Given suitable advance
preparation and great care in the handling of the actual transfer, the
hazards of relocation can be significantly diminished.

A program to prepare nursing home patients for relocation has been
developed in consultation with Dr. Leon Pastalan of the Institute of
Gerontology at the University of Michigan. Dr. Pastalan and his colleagues
originated the relocation plan upon which the present program is based.
This plan, which involved.a specific program for relocating nursing home
patients from one facility to another, was carried out several years ago
and has been formally evaluated and the findings published. They were able
to demonstrate that subjecting elderly nursing home patients to a specific
program prior to their transfer significantly decreased their rate of
mortality when compared to groups who received no advance preparation. In
addition it was discovered that certain procedures for preparation were more
successful than others.

The Pennsylvania program has utilized consultation with several other
independent authorities with experience in nursing home care and the problems
of relocation. An advisory panel of experts from within, as well as outside
the Department, has been established to provide the management team in charge -
of directing the relocation program with suggestions and guidance. Represen-
tation on this panel is from both the public and private sectors of the nursing
hqme industry, the Medical and Social work profession as well as professionals
with expertise in the field of Gerontology.

The plan calls for a Relocation Team of four Relocation Specialists to be
ESSTQUEd to a nursing home after the home's administrator is notified that his
facility will have to close and he agrees to participate in the Relocation
Program. The teams will sensitize the staffs of both the closing and receiving
homes, as well as other concerned individuals within the community, to the full
implications of the Relocation Program. The teams will provide extensive
counseling with the patients and their families and conduct a series of site
Visits to the new facility.
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Critical to the relocation program are the site visits which are designed
to familiarize the patient with the new facility to which he will be trans-
ferred as well as the new staff who will be caring for him. The program aims
to reduce the anxiety of facing the unknown and to provide a network of supports
to soften the strain of the transition. The site visits may be considered to
constitute the core of the relocation program. Pastalan's studies have
indicated that the site visits are the key element in reducing mortality rates
during relecation.

Exhibit 5

A major prerequisite for the success of the relocation program is
time--sufficient time at each facility which is closing to permit the
Relocation team to carry out the bundle of closely inter-related activities
and still find time to treat each elderly person as an individual and to
contribute to preserving his dignity and maximizing his chances for survival.

Making this time available becomes a major goal of the Nursing Hame
Relocation Program. Two time related preconditions for adequate preparation
for a relocation period include; a. programming the pace of closings so as
to facilitate scheduling of the Relocation teams, and b. making arrangements
for each closing nursing home to remain open long enough for the relocation
period to run its course.

II. Target Groups
There are four primary target groups in the Relocation Program:

1. The patients to be relocated.

2. The families of such patients.

3. The staff of the facility being closed.

4. The staff at the facility to which the patients are being moved.

In addition there are a number of secondary target groups which have
particular relevance in relation to involvement in the Relocation Program.
Included are such persons and groups as:

- County Board of Assistance personnel

- Volunteer organizations

- Red Cross affiliated organizations

- Church groups '

- Service organizations

- Communications media personnel

- Doctors, dentists, health service agencies
- Private citizens

II1. Objectives and Goals
The three primary objectives of the Relocation Program are:

a. to preserve lives of nursing home residents being relocated;

b. minimize the trauma and discomfort of all patients in uncerti-
fiable nursing homes during their relocation;

c. to avoid the extra hazard and suffering resulting from repeated
moves, by maximal approximation of final placement at the time
of the first move.
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The Relocation Program designed to achieve these objectives is aimed at
three goals:

a. a reduction in the anxiety which arises fram confronting the
unknown;

b. a familiarization of patients with the make-up of the physical
building of the new facility, its staff members, patients,
social and medical procedures and programs;

c. a network of supports to ease the burden of psychological,
social, and environmental adjustment.

The Relocation Program is designed to achieve these objectives and goals
through:

- site visits by patients to their new setting;

- involvement of patients in relocation decisions and activities;

- counseling with patients and encouragement of their maximum feasible
participation in the placement decision;

- a training program aimed at the closing home and the receiving home
and other concerned individuals;

- a communication effort to inform and orient the community to both
the scope of the nursing home crisis and the role that the community
can play in response;

- small group meetings for discussion and ventilation of feelings;

- involvement of the families of patients in relocation activities
and placement decisions.

IV. Staff

Full operation of the relocation program utilizes six levels of
participants:

Relocation Management Committee (Harrisburg)
Regional Relocation Management Committee
Regional Relocation Chairmen

Regional Relocation Teams

Relocation Consultants

Nursing Home Staffs and support groups

TMTMOoOOmX>

A. Relocation Management Committee

Statewide direction of the relocation effort is the responsibility of the
Headquarters Relocation Management Committee. Represented on this committee
are the Office of the Executive Deputy Secretary for Operations, the Office
of Medical Programs, Licensure Office and the Bureau for the Aging. The
functions of the Headquarters Relocation Management Conmittee include:

- statewide coordination of the relocation effort through the
Regional Offices,

- maintaining Tiaison with other relevant state and local agencies, the
Department of Labor and Industry and the Relocation Advisory Panel,
and interested others.
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B. Regional Relocation Management Committee

The Regional Management Committee serves in an advisory capacity to the
Relocation Chairman. Represented on the comnittee are regional Medical Programs,
Licensing, Aging, and Operations staff who are available to offer consultation
to the Relocation Chairman as problems occur in their areas of expertise.

C. Relocation Chairmen

The Chaimman has primary responsibility for the Relocation Program in
the region. Functions of the Chairman include:

- Direct supervision of the Relocation leams.

- Negotiating with nursing home operators for Termination
Agreements, the reserving of beds, and acceptance of the
Relocation Program.

- Relating to the Relocation Cammittee in Harrisburg.

D. Relocation Teams

At the core of the Relocation Program is the four member Relocation Team.
Team members include representatives from both the social work and nursing
profession. Relocation teams are a combination of contract personnel and
existing staffs from County Boards of Assistance on a temporary assignment .
basis.

The primary function of the Relocation team is the field implementation
of all phases of the relocation program under the direction of the Regional
Relocation Chaimman.

E. Relocation Consultants

An expert (with staff assistants) in the field of Gerontology with experi-
ence in relocation serves on a per diem basis, as needed. Their functions
include:

- Consultative activities relating to development, implementation and
operation by the Relocation Program.

- Training of and ongoing guidance to Relocation Teams.

- Ongoing monitoring of Relocation Program.

F. Nursing Home Staffs and Support Groups

Critical to the relocation process, although not formally attached to the
Relocation team, are the staffs of the closing and receiving nursing homes along
with any support groups who may become involved with the relocation program.
Support groups would include the Red Cross, Fire Department or other voluntary
organizations.

The Relocation team will provide training and guidance to this group and
will make every effort to utilize them in the preparation of patients for
relocation and in the actual transfer.

[
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V. Training

Of primary importance to the entire Relocation Effort is training. The
training aspect of the relocation program can be considered as being twofold,
1. the training of the relocation teams by the consultants and 2. the
training that the Relocation Team itself provides to nursing home staffs, patients,
families, and other concerned individuals and groups.

1. Training of Relocation Teams

Early in the relocation program is the initial training of the Relocation
Teams by the relocation consultants. Training is given in two day sessions
and includes workshops in the areas of sensitivity to the problems of the
elderly, role playing, background information on relocation, and suggestions
and practical guidelines for working with patients, their families, nursing
home staffs, and volunteers.

2. Training Done by Relocation Teams

One of the main functions of the Relocation Team is to provide training
for patients to be relocated, their families, and nursing home staffs through
a program of group meetings and private counseling sessions. The goal of this
training is to provide as full and complete an understanding of, and sensitivity
towards the Relocation effort as possible, in order to elicit maximum coopera-
tion by those most directly concerned with care and welfare of the patients to
be relocated. - -

VI. The Relocation Process

The following représents a summary of the mechanical steps involved in the
relocation process itself. See Outline of Relocation Process (Attachment A).

1. Notification of Closure

Upon completion and review of the licensure survey of all nursing homes
in the State, the Department of Labor and Industry will send an official notifi-
cation to each facility that does not comply with the Life Safety Code. The
Department of Public Welfare takes the appropriate licensure action by closing
all admissions to the facility and negotiates a Termination Agreement (Attach-
ment B) which includes an Interim Protection Plan (Attachment C) to minimize
the hazards during the Relocation period.

Caution should be exercised so that patients in the closing facility
receive notification that their facility is closing through proper channels.
Rumors and newspaper reports have been found to create additional and unneces-
sary anxiety and trauma.

2. Location of Available Beds

A1l subsequent relocation efforts are contingent upon the availability of
beds Tn 1icensed and MA certified facilities into which patients from the

ent

closing nursing home can be transferred. e cation of suc S must
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be an ongoing function of the Regional Medical Commissioner, Regional Relocation
Chairman, and Relocation Specialists. A 1ist of available beds should be main-
tained.

In determining the availability of beds, attention should be directed to:

a. The type of bed, ie. skilled, intermediate, or custodial care.

b. Distance from the 01d Nursing Home. Focus should be on the
same county or contiguous counties.

¢c. Matching, where relevant and possible, the new home's general
setting. Size, ethnic or sub-cultural should match the old.

To facilitate the timely availability of the appropriate bed, a bed
reservation mechanism has been developed. This mechanism provides qualified
facilities which have available beds with an interim payment to reserve a
specific number of beds until the residents to be relocated can be moved
into these beds. This agreement also provides that-the facility will be
cooperative to the Relocation program and agreeable to the necessary site
visits inherent in it. See Attachment D, Letter of Agreement.

3. Medical Review

The Medical Review of patients is typically an ongoing procedure carried
out by the Department of Public Welfare, Bureau of Medical Assistance. The
final Medical Review will classify residents of closing facilities according
to appropriate level of care (skilled nursing, intermediate, or custodial.)
It is essential that this procedure be completed prior to the initiation of
relocation preparation activities in order to accurately determine the appro-
priate type of placement facility.

4. Schedule Relocation Team Date of Arrival

A follow-up telephone contact to the closing home is necessary to either
confirm the date of arrival previously scheduled or to reschedule the time at
which relocation activities in the closing facility can be initiated.

5. Initial Visit to 01d Nursing Home

Full understanding of the goals and cooperation with the strategy of the
Relocation Program by those most directly concerned with care of residents are
vital to the success of the program. It is for this purpose that special
attention be devoted to the orientation of the nursing home operator and staff
to the relocation effort. In addition to the orientation of operation and
staff certain basic items of information should be obtained if possible at
this time including:

1. Lists of patients both MA and private.

2. Attending physicians.

3. Legal guardians.

4. Any pertinent patient data such as medical and social histories.



. R L - . - e

Exhibit 5
-7-

Also at this time, should be a determination of whether substitute
staff for the closing home will be necessary. The nearest state
hospital or VNA are potential sources for temporary substitute
staff.

6. Patient Counseling

Personal counseling will be initiated immediately. The other necessary
activities which are occurring at this point include obtaining the necessary
consents from the patient or guardian, physician's order to transfer, and
arrangements for the transfer of Medical Assistance payments to the receiving
home. If the receiving home is located within the same county as the old
home, the CBA will have to be notified of the address change. If the new
home is located in a different county from that of the old home, the CBA's
in both counties will have to be notified.

7. Site Visits to Receiving Facility

Site visits constitute the core of the preparation program for the
resident. It is essential that prior to the actual transfer, patients be
exposed to and become familiarized with the layout of the building; the social
and medical procedures and other supportive services offered at the new
facility; the staff members and the residents of the new home. The following
step-by-step procedures will be necessary for carrying out site visits:

1. prior orientation to staff at receiving home;

2. arrangements for transporting patients by contacting patient
families, volunteer organizations, etc.;

3. arrangements with present nursing staff for obtaining patient
release forms, for administering medication on day of site
visit, etc;

4. individual and/or group follow-up counseling.

In order to provide transportation and related transport services necessary
to residents during their preparatory site visits to the new location and/or
on actual day of move, a Transportation Authorization mechanism has been
developed (See Attachment E). This mechanism is to be used only when State
or volunteer vehicles are not available.

8. Transfer of Patient to Receiving Home

Day of Transfer - At new N. H.

Relocation Specialists assure that the beds needed in this transfer are
available and desirable as pre-planned and have a 1ist of patients being moved
and bed classification. The Relocation Specialist should check to see where
resident's belongings are to be placed in the new home in order to be of
assistance when they arrive there.
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Day of Transfer - At 01d N. H.

The Relocation Specialists should prepare patients, assemble clothing and
belongings and mark with patient's name and home to which being transferred and
assure that any money or valuables in the safe have been recovered. The
Specialists -should ensure that any pertinent records to be transferred are
transferred. The Relocation Program's Medical and Evaluation Forms, PW 46C
and 46D (see attachments F & G) are completed on each resident transferred
and copies retained in Regional and Headquarters Offices. The evaluation
form is compiled in Headquarters on a routine basis to keep all informed of
the progress of the Program.

Valuables should be in the patients' possession or the relative, friend
or volunteer accompanying the patient. Some residents may have their own
furniture and a determination of disposition would have to be reached before
day of transfer. Ensure that each person accompanying a patient is briefed
about the patient especially if the patient is subject to any type of medical
reaction and has the necessary knowledge and/or medication if it should be
needed in transit.

9. Follow-up Counseling

The Relocation team should conduct one follow-up counseling session with
the transferred patient within six weeks after transfer to see if the patient
is secure in his new surroundings, to evaluate the placement and to address
a?y pro:Iems of adjustment. Evaluation materials should be completed after
six weeks. -

Prepared by:

Office for the Aging and the
Headquarters Relocation Management Committee

With Consultation by:

Dr. Leon Pastalan
University of Michigan
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Attachment A

Qutline of Relocation Process

--Relocation Training

--Determination of Available Beds (ongoing)

-=-Notification of Closure

--Medical Review of Patients (Medical Programs) to determine appropriate level of care.

--Schedule relocation team visit to closing facility.
-=Initial Visit to Old Nursing Home

*orientation of relocation program to operator.
*orientation of relocation program to staff.
*provisions for substitute staff where necessary.
*obtain lists of patients M.A. and private.
*obtain patient data.

*obtain attending physicians.

*identification of legal guardianship.

*secure available medical and social histories.

--Initiate interviewing and counseling of individual patients.

*present relocation program.
*identification of alternatives to patient.
*contact of families or legal guardians.
*arrive at decision with patient and family.
. *obtain consents of patient and/or legal guardians.
*arrange for payment to reserve bed,if necessary.
*submit patient names and dates of transfer to receiving home.
*secure attending physicians order to transfer and complete necessary forms.
*arrange for transfer of Medical Assistance payments to receiving home.

-=-Site Visit to raceiying home

*arrange transportation-family, volunteers etc.

*make arrangements with old Nursing home staff medication, release forms, etc.
*make arrangements with appropriate staff at receiving home.

*counseling of receiving home staff.

*conduct site visit.

*Individual and group follow-up counseling.

--Transfer of patient to Receiving Home

*arrange for continuation of physician's care
*arrange for transportation to receiving home (family, volunteers, etc.).
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*arrange for transfer of medical records.

*arrange for transfer of patients' personal belongings.

*final orientation of receiving home.

--Follow-up counseling

*collection of patient data for evaluation.
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Attachment B
DEPARTMENT OF PUBLIC WELFARE
NURSING HOME RELOCATION PROGRAM
TERMINATION AGREEMENT
This AGREEMENT is made between the

. (Date)
Department of Public Welfare, hereinafter referred to as the

Department, and

, hereinafter referred to as Home.

WHEREAS, the Home is licensed/approved to operate a nursing home
pending an orde;ly phaseout, and
WHEREAS, the patients, including persons eligible for Medical Assis-
tance, must be transferred to other facilities as soon as possible, and
WHEREAS, the Home must continue to operate and provide care pending
the transfer of the patients to alternate facilities, and
WHEREAS, the Depﬁrtment is obligated to reimburse providers for
nursing care for eligible Medical Assistance recipients.
Now, THEREFORE, both parties agree as follows:
1. The Home will list all patients in the Home at the
time of execution of this Agreement and identify
them as MA or non-MA patients.

2. Admissions to the Home are closed upon execution of
this Agreement, by the Home.

3. The Home will implement special safety features
as defined by the Department of Labor and
Industry, included with this Agreement and
listed on Attachment A of this Agreement.

L. The Home will continue to operate and to provide
the appropriate level of care (skilled nursing
or intermediate care) to patients pending transfer.

5. The Home will reduce operating expenses in accordance
vith good management standards as the patient census
declines.
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6. The Department will reimburse the Medical Assistance share
of the Home's costs of operation. The cost of special
safety features required by Attachment A is a cost of
operation. The monthly Medical Assistance share is based
upon the ratio of M.A. patient days to all patient days
during the month. In no event, however, shall the MA
per diem rate exceed the maximum amount of $50.

(a) In determining the formula for ascertaining the
monthly Medical Assistance reimbursement, the
following definitions shall apply:

(1) Special safety features cost means the
cost of safety features required by
Attachment A.

(2) Monthly total cost (MIC) is the total
operating expenses including costs of
the special safety features.

(3) Payments under the provisions of para-
graph 6 of this Agreement will commence
as of the first day of the month in which
the patient census is reduced to 80% or
less of the bed complement for the Home
authorized by the Department; provided

- that the costs of the special safety
features shall be reimbursable as of
the effective date of this Agreement.

(b) The formula for determining the monthly Medical
Assistance reimbursement (MAR) is

Medical Assistance Patient Days
MAR = Total Patient Days x MIC

7. The Home will invoice the Department monthly pro%iding the
following information:

(a) most recent operating cost statement attached to the
first invoice,

(b) total patient days,

(¢) number of Medical Assistance patient days,

(d) monthly total cost of operation,

(e) Medical Assistance reimbursement due for month, and

(f) status of current census, indicating by patient
name the reason fo¥ change (relocation; death or
other).

8. The maximum estimated cost of Medical Assistance payments under
the Agreement is § per month; subject to written
amendment, duly signed and attached to the original of this
Agreement. .



o ®

Exhibit 5

9. The Home agrees to provide full cooperation to the Department of
Public Welfare Relocation Team, as assigned, to assure the orderly
transfer of patients.

The term of this Agreement is from to

or the day the last patient is relocated, whichever may occur first.

Hiome agrees upon expiration of this Agreement it will no longer
be entitled to operate a skilled nursing facility, intermediate care
facility, or any other facility required by the Department of Health,
Education, and Welfare, to conform to the chapter on institutional
occupancies of the Life Safety Code of the National Fire Protecticn
Association (21lst Edition; 1967) in the facility at the location
described in the introductory paragraph of this Agreement without
first having received written certification from the Department of
Labor and Industry that the facility described in the introductory
paragraph to this Agreement fully complies in every respect to said
chapter on institutional occupancy.

Home also agrees to waive all rights and/or privileges it may
have pursuant tc the Public Welfare Code, the Fire and Panic Act,
or any other statute or decision which may require notice to or
hearing for a licensee or operation of a facility prior to a denial
of a license/approval or right to operate a facility.

IN WITNESS WHEREOF, the parties hereto have caused this Agreement
to be executed by their officials thereunto duly authorized.

COMMONWEALTH OF PENNSYLVANIA
Department of Public Welfare

Secretary

‘ Nursing Facility
Arproved as to Form and
Manner of Execution:

Regional Commissioner
of Medical Programs

Asst. Attorney General

Comptroller '

Nursing Home Relocation Program (3-8-T4)
Department of Public Welfare
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According to our records the

Exhibit 5

COMMONWEALTHM OF PENNSYLVANIA
DEPARTMENT OF LABOR AND INDUSTRY
BUREAU OF OCCUPATIONAL AND INDUSTRIAL SAFETY
HARRISBURG, PA. 17120

INTERIM PROTECTION PLAN

fmma o= o o e e—

has not been certified under the Life Safety Code as meeting the Federal-State
requirements for safety in a nursing home.

It will be necessary, therefore, under our joint plan of inspections
of these homes that the plan for termination be put into effect immediately.

During this phase-out period, in order to provide at least a minimum
degree of safety for the patients, I strongly urge the following preventive
steps be taken:

i

10.
1.
12.
13.

‘qmmhst

No new admissions. Patients moved to lower floors as
space becomes available.

No smoking.

Eliminate all unneeded storage.

No clothes'dryef permitted.

Monthly visits by local fire authority.

Fire guards employed on a 24-hour basis.

Reinspection of the home on a regular basis by the Department of
Labor and Industry to monitor progress of phase-out; the initial
inspection will be 30 days after the date of this agreement.

No deep fryer in kitchen.

Proper stair enclosure must be provided to protect against
the spread of fire or smoke.

Fire exit signs will be installed at proper locations.

Fire drills will be held on a weekly basis with maintainer of record.
Additional fire extinguishers provided.

This IPP is effective for a maximum of 6 months from the date of

this agreement.

J. F. Dwyer
Director
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Frank S. Beal

SECRETARY
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COMMONWE ALTH OF PENNSYLVANIA
DEPARTMENT OF PUBL!C WELFARE
HARRISBURG

Exhibit 5

LETTER OF AGREEMENT

TELEPHONE NUMBELR
787 2600, 787 1600

AREA CODE 717

The Commonwealth of Pennsylvania has Long Term Care Facilities, both Skilled Nursing Homes and Inter-
mediate Care Facilities. winch do not meet the standards tor program or for Fire and Safety or for Health and Sanitation.
When it is determined that the facility cannot or will not provide an acceptable plan of correction, the Department of
Public Welfare will assist the residents ol these facilities to relocate.

The planned relocation of Long 1erm Care residents required the assurance of available bed capacity at the
receiving facility when the preparation for the residents’ move is complete. 2

The purpuse of this agreement is to provide the qualified facilities which have available beds with an interim
payment to reserve 3 specific number of beds until the residents to be relocated can be moved into those beds. It is agreed,
further, that the propused patients shall have an opportunity at a time mutually agreed upon, for visits to this facility prior
to date of movement (o become familiar with the staff and the facility. If such visits take place during a normal mealitime,
a meal will be served to the visiting residents. .

Service Purchase Contract Number has been approved to cover this relocation allowance. When this
agreement is appropnately completed. signed. dated. and returned to Harrisburg, it will become part of the contract and
signify your acceptance of the terms and conditions sct forth.

The Comptroller of the Depariment of Public Welfare can not process your invuice for this service without
a copy of this signed agreement.

The beds. the dayvs and dollars indicated are the maximum allowable under this agreement. Billing and pay-
ment will be for only the period actually reserved.

Sincerely yours. 5

FradAlat

Frank S. Beal

- . 3
DATE CONTROL . MAXIMUM $ OF AGREEMENT
PR
NAME OF FACILITY
& 4
ADDRESS *

This agreement provides for the reservation of
the above date at the rate of §

beds for a period of up to __ __days beginning on
per bed per day vacant for an amount not 10 exceed total dollars of $ .

SIGNATURE OF ADMINISTRATOR LICENSE NUMBER
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A'ttachment E

COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELF ARE
HARRISBURG

Frank S. Beal ; Transportation Authorization

SECRETARY

-

: The Commonwealth of Pennsylvaria has Long Term Facilities, both Skilled Nursing Homes and
Intermediate Care Facilities, which do not meet the standards for program or for Fire and Safety or for Health
and Sanitation. When it is determined that the facility cannot or will not provide an acceptable plan of
correction, the Department of Public Wellare will assist the residents of these facilities to relocate.

A Relocation Program is necessary to minimize the trauma associated with Relocation of the
aged. medically Iragile residents involved. Several site visits are required for this program. The purpose of
this authorization is to provide transportation and other related services necessary to residents being relocated
during their preparatory site visits to the new location and/or on actual day of move. The vendor will be
responsible for providing adequate insurance coverage during the time the service is being rendered.

Service Purchase Contract Number -+ has been aprroved to cover this relocation allowance.
When this authorization is appropriately compicted. signed. dated. und returned to Harrisburg, it will become
part of the contract and signify your accéptance ol the terms and conditions set forth.

The Comptroller of the Department of Public Weltare cannot process your invoice for this
service without a copy ol this signed authorization.

The transportation cost per trip plus any excess mileage indicated are the maximum allowable
under this authorization. [nvoicing and payment will only be for services rendered.

_ Sincerely yours,

Frank S. Beal

® ]
DATE CONTROL MAXIMUM $ OF AUTHORIZATION
. » s
_ VENDOR'S NAME y
k &
VENDOR'S ADDRESS
- This authorization provides for transportation cost(s) of $ for number

of trips and (il applicable) excess mileage cosi(s) of

milesat S per mile. The total amount
of this authorization is § :

SIGNATURE OF VENDOR SIGNATURE OF REGIONAL RELOCATION CHAIAMAN
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-1
REI.OCA‘I‘I%N PROGRAM N _ -
PATIENT REFERRAL AND TRA_NSFER (MEDICAL) :
- (The purposs of this form is to ineure continuity of care in tranafer betwesn Nursing Homes)

INSTRUCTIONS: Comelets in tripiicats, send original with petient; copy w© Regional Manager, copy to Mesdquarters Management Committes (Room 128,

Hesith & Weifere Buliding, Herrisbury.)

—
PATIENT'S NAME SEX BIRTHDATE MA OR SS NUMBER
PATIENT'S HOME ADDRESS C.A.O. NUMBER
MARITAL STATUS RELIGION

SINGLE D MARRIED D WIDOWED D OIVORCED

o

NAME AND ADDRESS OF RELATIVE OR GUARDIAN

PHONE

PHYSICIAN IN CHARGE AT TIME OF TRANSFER

T

PHYSICIAN TO WHOM TRANSFERRED

TRANSFERRED FROM
Fecility
Address

TRANSFER TO
Fecility
Addrees

ADDMISSION DATE TELEPHONE NUMSER

TRANSFER DATE TELEPHONE NUMBER

CLINICAL INFORMATION

Disgnosis - Primery:

Secondery:

Does patient know d

Renabilitation Potential (Prognosis)

Tranet

ot _time Trestment at time of Transfer
T ——— A iy
OPERATION (IF ANY) DATE

COMPLICATIONS AND/OR DISABSILITIES - IF ANY

MENTAL STATUS
(CJacent  [[]accmessive[ |coneusen [ |rassive

MENTAL STATUS ASSESSED 8Y

ALLERGIES - IF ANY

(] mo [Jan Jeen [Jaoe ] necocaTion seeciaList

Significant Laborstory, X-Ray snd Consuitation Findings

AMBULATION:
D WHEELCHAIR

[ inoersnoEnT ] cane or waLxen

[T witn Human assistance | sioe mais

Cves

[ seo or cHain BounD

Cwne

DIET

APPETITE

CONTINENCE - BLADDER
conTinent [ occasionaL mistace [ inconTinenT

CONTINENCE - BOWEL
NTiNeNT [Joccasional mistace [ inconTinen

m«nn-nmmmw

Cie Reverss for Additionsl Information

BIGNATURE OF PHYSICIAN OR NURSE

DATE
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. Attachment COMMONWEALTH OF PENNSYLVANIA
: DEPARTMENT OF PUBLIC WELFARE
. RELOCATION DATA

(Evaluation)

INSTRUCTIONS: Complete in duplicate - send original to Evalustion Project Director (Room 322, Hesith & Welifare Building, Harrisburg) and copy

Committes. (Same sddres)

v
Ters Manag

SOURCE OF INFORMATION

sut [_]

-

Family D

Recards D
' SEX

i)

NAME OF PATIENT

BIRTHDATE RELIGION

lecD

RACE

DIAGNOSIS

pimary (] seconaery [ ]

MARITAL STATUS

Single |_| Divorced ||  Widowed [] merriea []

LENGTH OF TIME IN NURSING HOME (date of last admission)

ADMITTED FROM (name of old facility)

ADMITTED TO (name of new facility) PHONE

MENTAL STATUS (most of time)

atert [ contuses [] agremsive [ | Passive [ | i

ASSESSED BY

MD D RN D LPN |:| Aide D Reloc. Specialist Q

MOVEMENT DURING PREVIOUS YEAR

once [] Twice [[] other tpecity) |

PHYSICAL MOBILITY

Ambulstory [:] Wheeichair [:l

Cane or walker D With human smistance D

Chair/bed fast D

INDEPENDENCE OF PATIENT (most of time)

Independent D

Requires some human assistance D

Requires much human assistance D

CONTINENCE (most of time)

Bladder: Conti D o | mistakes D Incontinent D
Bowel: Continent D Occasional mistekes D Incontinent D
VISITORS

Number of visits per week_____ per month

By souse [ | temity [ | owner [ ]

AN/LPN PROGNOSIS

PATIENT'S SPECIAL INTERESTS AND/OR SKILLS

PW 46D - 4-74
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NUMBER OF SITE VISITS

OVER WHAT PERIOD OF TIME

ACTIVITY DURING SITE VISITS

MllmﬂD

MMD

PR

Participated In sctivity E_J

SduunnmmmD s-nnuroomD

NUMBER OF GROUP DISCUSSIONS

NUMBER OF PERSONAL COUNSELING SESSIONS

COUNSELING SESSION INVOLVEMENT

Ola facility staff: heavy D some D littie D
New tacility statt: haavy [ | some [ | ievie Cl
neswy [] some [] tiewe [ ]

Family:

mr_]
mD
rene [

SITE VISIT INVOLVEMENT

Old facility statf: heavy D WD lirtte r_] none D

little D none D

tittie D nore D

FINAL PATIENT TRANSFER
Old tacility statf: heavy D some D
New facility statf: heavy D some D

heavy (] some []

Family:

none [
none [
rone []

ATTITUDE TOWARD RELOCATION
Old facility staff: positive D negative D indifferent 1[ [
New facility staff: positive D negative | | indifferent !___ I

mng muD indifferent [:l

Family:

NUMBER OF TRAINING SESSIONS
.

Oid facility maff:
Statt invol sdmini

2] 3] other (swecitn [}
sors [ ] AN [ v [ sides [ otner (swecin [

NUMBER OF TRAINING SESSIONS

New tacitiey matt: 1 [ | 2[ | 3 [] other omity) [
Sttt invoived: sdministrators | ANs [ LPNs [ | eides [| other (specity) [ ]

PATIENT'S EXPRESSED ATTITUOE TOWARD RELOCATION (before move)

e ] s (] s [ oo [ et ] s somin ] et

PATIENT'S EXPRESSED ATTITUDE TOWARD RELOCATION (after move)

TS S R Y o B P s Y

ROOM AT OLD FACILITY

¢ :I @ -'D m(umlm

ROOM AT NEW FACILITY

single D double D ather (specify) D

SIZE OF NEW FACILITY

m-meD smailer D wEl

TRANSPORTATION TO NEW FACILITY

smbuisnce G car D raxi I] taemity D athar (expiamn) I:j

WAS PATIENT MOVED IN A GROUP

a7 ] g

DISTANCE BETWEEN OLD AND NEW FACILITY

PW 46D - 4-74



Department of Public Welfare
Nursing Home Relocation Program

Organization of Relocation Effort

Secretary of Public Welfare

Executive Deputy
Secretary for Operations

Central Management Committee

- operations
licensing

aging

medical programs
management

Consultants

-Iz-

N.E. Regional Dep. Secy.

S.E. Regional Dep. Secy.

Central Regional Dep. Secy.

Western Regional Dep. Secy.

Regional Mgmt. Comm.

Regional Mgmt. Comm.

Regional Mgmt. Comm.

Regional Mgmt. Comm.

Relocation Coordinator

Relocation Coordinator

Relocation Coordinator

Relocation Coordinator

Relocation Team

Relocation Team

Relocation Team

Relocation Team

!
|
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150 nursing homes and relocate 2,000 to
6.000 people. Pastalan and Bourestom
nole the effect such a move could have:
"A transfer of 2,000 persons could in-
Crease the normal death rate for this pop-
ulation by 250 10 450 people. By conffast.
only 16 institutionalized eideriy 'were
known to have died in nursing-home fires
in Pennsyivania in 1972."

in 1974, Pastalan and other re-

s S€ArChers started a program in Pennsyl-

" The Elderly

A Change of Scene

Can Be Fatal

Moving from familiar surroundings to
strange ones is not only unsettiing for el-
derly nursing-home patients. it can be
fatal

Leon Pastalan and Norman Bourestom
of the University of Michigan's Institute of
Gerontology found that the mortality rate
increased sharply among eiderty per-
sons forced to transfer from one institu-
tion to another. Part of the research
project, which began in 1971, compared
two groups of elderly nursing-home pa-
tients, matched in age, sex, and physical
and mental heaith. One group was
moved after four preparatory visits to
their new home; the other was moved
after only one visit. Within one year, 52
percent of the latter group died. com-
pared o only 27 percent of the better-ori-
ented oid people.

Stricter federal enforcement of safety
and medical regulanons in nursing
homes, particularty of the fire code. have
forced many eiderly persons o relocate.
Pennsyivania, for instance, had to cicse

32 oo oW aRaeY wrY B

vania to prepare the elderly panents for
their move. Nurses. social workers, and
other professionals familarize patents
with their new environments before they
move, through counseling sessions,
Qroup discussions, and visits (0 the new
homes. A recent study of 400 reiocated
nursing-home patients who participated
in the preparatory program showed a 22
percent annual mortaity rate. This was
lower than both the national rate of 28 per-
cent and the Pennsyivania rate of 27 per-
cent for patients who did not move.

The researchers aiso noted that the
pecpie who moved more than 45 mules
had a mgher mortality rate than those
who moved a shorter distance. And those
who either definilely accepted or rejected
the move died al a lower rale than those
who didnt seem to care, though this may
“...be a refiecton of the very oid. sick,
and confused persons’ inability o ex-
press a clear reaclion to an anticipated
event.”

As a result of these studies. public-in-
terest lawsuits requinng a state to con-
duct preparatory programs before
reiocation of patients have been won in

Page 1 of 6
EXHIBIT 6

Rnhode Isiand, New Jersey, and New York:
one is pending in Florida. The federal Ag-
ministration on Aging has also urged
states 10 adop!t preparation programs for
elderly persons. —Sherda Bush

Leon Pastalan is at the Institute of
Gerontology. University of Michigan, Ann
Arbor, Michigan 48109.

—— )
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ﬂnnnmmndunhnh&o-luhdnu&cdmdmnmmdddﬂrm
n.ﬂncﬂ'uho‘ommdom- inveluntary relocation that invelved

enly a change in the ph

t. Efects are described in ferms of mortality rates,

salf- pm-nd chlsgu in heaith, relatiomhips with others, and activity patterns
as well as changes in level of behavioral eumpkniy Cn all measures the radical-chenge group

ared more poeriy than did the moderate-change group.

which suggests that o weighty sourde of the varience in relocation effects

is the degree of envirenmental change llnind.

Alterations in Life Patterns Followlng

Nursing Home Relocation'

Norman Bouresiom. PhD,! and Sandra Tars. PhD’

In recent years a number of studies have ap-
peared conceming the effects of relocation on
\‘ho aged and disabled. While many of these
studies have reported deleterious effects, usually
in terms of higher than expected mortality rates
(Aldrich & Mendkeff, 1963: Aleksandrowicz,
1961; Jasnau, 1967; Killian, 1970; Markus, Blenk-
ner, Bloom, & Downs, 1971;: Shahinian, Gold-
farb, & Tumer, 1968), other research has failed
fo substantiate these findings (Lawton & Yaffee,

1. This work wer spoerted by NIMH Greet § ROZ MM 20746
@2, Normen C. Boursstom, PhD, Project Director. Tabuler date
mhmmimmwwmur

Service, Veterons Administratien Hespitel,
O-d HN.& "
1 Hutchiags Pwychiatric Conter, Syrecmes, NY.

1970: Milles & Lieberman, 1965; Ogren & Linn,
1971; Watson, 1973). In attempting to account
for these variations Blenkner (1967), Lawion &
Nahemow (1973), and others have called atten-
tion to methodological shortcomings end differ-
ences among the various studies, noting par~
ticularly “differences in characteristics of the
populations under study and the conditions under
which the relocation was carried out, e.g.
whether the move was voluntary or involuntary,
and the degree of environmental change in-
volved.

In addition to ambiguity concering potential
sources of variation in relocation effects, little
sttention hes been paid to the survivors of relo-

The Gerontologist



Photogrephs from Philsdeiphia Geriatric Center illustrate the
conatinuum of activities in @ multi-service agency.

Facilities are provided for residents to engage m many cre-
ative activition

cation experiences. [f involuntary relocation is
conceptualized as an externally imposed stress-
inducing situation, its effects may be manifested
among survivors in such well-known stress reac-
tions as impaired physical health and various
behavioral and interpersonal anomalies.

The data to be presented are partial findings
from a 2-year study in progress that bear on
these issues. The study concerns a longitudinal as-
sessment of elderly patients in two county medi-
cal care facilities in Michigan who were being in-
voluntarily relocated. A third facility in Ohio
provided a matched nonrelocated control group.

In one of the Michigan facilities, patients
were o undergo a radical environmental change
from the county facility to a new and much
larger proprietary nursing home in a nearby
community. For these patients the change was
fotal, 'and adjustments had to be made to a
new staff, a8 new program, & new physical en-
vironment, and a new patient population. By
contrast, patients in the other Michigen facility
had many fewer adjustments to make. Although
the move was also involuntary, these patients
experienced a moderate change in their physical
environment only, namely 2 move to a new
building several hundred yards away. Staff and
patient groups remained intact as did the nature
ond structure of their program. In the Ohio
facility no environmental change was to occur.

" These situations afforded an excellent oppor-
tunity to study relocation effects in terms of the
degree of environmental change involved, while
holding constant one of the important conditions
of relocation, i.e.. the involuntariness of the
moves.

Page 3 of ¢
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Tin Study Populations and Measures

A total of 98 patients in the two relocated
groups were matched for age. sex, length of
hospitalization, and primary diagnosis with a like
number in the control facility. Although perfect
pairings were not slways possible, each experi-
mental group was highly similar to its control
on these variables. In addition, ratings of each
patient's physical condition, based upon eval-
uation of medical records by a consulting physi-
cian, indicated that the experimental and con-
trol groups were highly comparable, particularly
slong the dimensions of prognosis and vulner-
ability to death. In the radical change group
patients had a median age of 76 and two-
thirds of them were women. - Almost half of the
patients in this group had been hospitalized over
3 years and all of them had some form of cardio-
vascular, neurological, or musculoskeletal pathol-
ogy that required long-term care. On the
other hand, patients in the moderate change
group were older (median age 82), and there
was a somewhat higher proportion of women
in this group. In terms of pathology and length
of hospitalization, however, the moderate-change
group was nearly identical to the radical-change
group.

Data were collected | mo. prior to relocation
and at intervals of |, 4, 8, and 12 mo. following
relocation. On these occasions each patient
was interviewed extensively and time-sampled
observations of his behavior were made, using
a measure developed by Ciarlo and Gottesman
(1968). The interview probed for changes in
the patient's evaluation of his health, perceived
changes in relationships with staf members
and other patients, and for self-reported changes
in activity patterns. Observations of patient
behavior were classified in terms of level of
complexity, ranging from low-level behaviors
such as sitting and staring, to purposeful be-
havior such as actively working on a task, per-
forming & chore. or interacting with others. On
the basis of these classifications, a single score
was derived which represented level of behav-
ioral complexity for each patient in the study.
All measures'were intercorrelated, and a subset
of items which proved to be relatively inde-
pendent of sach other was selected from the
larger set for the initial analysis.

Although data were collected for & I-year
period following relocation, we will report here,
with the exception of death rates, only those
changes which occurred between the pre-move
assessment and the |-mo. follow-up. The reason

Decomber 1974 . BO7



for this is mainly methodological in that mortality

caused the sample sizs to decrease beyond the
int of meaningful statistical analysis in the
ter stages of the ressarch.

Differentisl Outcomes 2

the most dramatic finding was a strik-
ingly higher mortality rate for the relocated
groups than for their nonrelocated counterparts.
This effect, however, was notably greater for
the redical-change group than for the moderate-
change group. Of the radical-change group,
43%, died in the & mo. preceding and the yesr
following relocation compared with a rate of
219, among their controls, a difference which
was statistically significant. By contrast, the
moderate-change group experienced a 379,
death rate compared with a 249, rate among
their controls, a difference which could have
occurred by chancs. In terms of mortality ex-
perience, therefore, it appears that the degree
of environmental change involved in relocation
is & potent factor influencing mortality rates.

Of interest also is the fact that death rates
for the radical-change group were highest in
the 3 mo. preceding and 3 mo. following relo-
cation. The findings are consistent with those
reported by Aldrich & Mendkoff (1963) and con-
firm their suggestion that anticipation of reloca-
tion has effects which are nearly as lethal as
the relocation itself. On the other hand, the
moderate-change group showed a different pat-
tern. While death rates for this group were rela-
tively high during the 3 mo. preceding reloca-
fion, the pesk in desth rates occurred during
the 7- to 9-mo. period following relocation,
much later than was the case in the radicak
change group.

As noted, the experiences of the survivors of
both relocations as well as their control counter
parfs wers assessed in terms of self-perceived
changes in health status, changes in relationships
with staff members and other patients, changes
in activity patterns, and observed changes in
levels of behavioral complexity. Of the 13 items
which made up these content areas, patients in
the redical-change group showed significant de-
cline on 4 items and trends toward significant
decline on 4 other items, whereas patients in
moderate-change group showed significant
on only | item. Likewise, as would be
the nonrelocated controls showed little
. declining significantly on only | item
following the move.

In the redicalchange group the most marked

Hi:

- ——

shifts occurred in the way patients viewed their
heaith and in their levels of psychosocial activity.
Following relocation, these patients became
more pessimistic about the state of their health.
Sefore the move 379 of the surviving sample
felt that their heslth would be better in the
future, whereas only 219, were this optimistic
following the move. Likewise, the percentage
of patients who eveluated their current heeith
condition in positive terms dropped from 65%
pre-move fo 289, post-move. In the moderate-
change group, the only shift toward increasing
pessimism was in the patient's self-perceived
ability to care for himself in the future.
Following the move, patients in the radical
change group slso showed a marked decline in
the number of psychosocial activities engaged
in such as occupational therapy and recreational
therapy, wherses patients in the moderate-
change group showed little or no change in
participation in these activities. Paralleling this

- decline in psychosocial activity was a correspond-
behavior in

ing incresse in observed low level i
the radical-change group as reflected in the ob-
servation weighted score.

Although the pre- and post-move differences
did not reach statistical significance; there was
a trend for petients in the radical-change group
to be less intimate with staff and fellow patients
following relocation, a trend which was not evi
dent in the moderate-change group. Following
relocation, radical-change patients were less
likely to report that staf members were inter-
ested in them and were less likely to find other
ﬂmu they trusted fo talk over personal prob-

In contrast to the many-faceted decline in

Commuaity Howting for the Eiderly is located screms the rtreat
bwiidings,

frem PMGC main

Page 4 of 6
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integratfing the person in his new environment o
a3 fo prevent the development of disabling life
patterns such as we have noted in this study.
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the radical-change group. nonrelocated patients,
like the moderate-change group, experienced
fittle change. Only one pre-post difference was
statistically significant for these patients, and
that was in terms of a reduced likelihood fo re-
port that there were staff whom they trusted to

discuss ‘personal problems.

Interpretations and Implications of Results

* The findings are consistent with the hypothesis
that a weighty factor influencing the outcomes
of involuntary relocation among elderly patients
is the degree of environmental change i

in the transfer. When environmental change is
total, involving changes in established routines,
in the persons who provide care and service,
and in the physical environment, higher than
expected mortality rates can be anticipated as
well as decrements in heaith cutlook and behav-
joral functioning of survivors in the months im-
mediately following the move. On the other
hand when the environmental change is partial,
involving a change in the physical environment
only, the destructive effects are minimal in these
areas and no grester than would be expected
among eiderly patients whose environments re-
main stable. ;

It is interesting to note the way in which the
stress of relocation exacted its foll on the sur-
vivors in the radical-change ‘group. Follewing
relocation, patients in this group grew increas-
ingly pessimistic regarding the state of their
health, withdrew from activities in which they
hed formerly engaged, exhibited lower levels of
behavior, and wers somewhat less inclined to
perceive interest or trust on the part of these
with whom they came into contact. Coleman
(1973), reviewing studies of siress, has pointed
out that the sequela of stress may be manifested

high—isa spartment retidences, pre-

York Non-a“i
wda veraty wrvices, acleging twa main mesls saily.

Decomber 1974

Exhibit 6

in such forms as hyperirritability, sleep disturb-
ances, disturbed interpersonal relationships. and
ego-defense oriented reactions including emo-
tional insulation and detachment. For example.
Bowlby's (1960) study of children’s reactions to
separation experiences involving hospitalization
revealed that most children show an initial re-
sponse of acute distress and crying followed by
a phase of misery and apathy and, finally, &
stage when the child loses interest and appeers
detached. '

Similar reactions have been observed in newly
blinded persons (Cholden, 1954), in reaction to
both amputation and bereavement (Parkes, 1972),
and in persons with terminal illness (Kubler-Ross,
1969). In many respects, the patterns of. be-
havier adopted by the survivors in our radical
change group resemble those seen in these other
studies. The increased insulation and detachment
from the world and activities of the institution
which these survivors showed may have repre-
sented an ego-defense reection against the pos-
sibility of future disruption and stress.

Our findings are slso consistent with Rahe's
(1969) studies on the relationship between ex-
tent of life crises and subsequent changes in
health. Rahe has shown that frequency and
severity of illness increases in proportion to the
extent of life change among Navy personnel on
extended cruises. Paralleling these findings. our
results show that more radical environmental
changes are associated both with higher mortal-
ity rates and with more negative changes in life
petterns. It would appear then that the sheer
amount of forced change overloads the organism
to such an extent that negative consequences
can be anticipated.

The poorer adjustment of the survivors of the
radical relocation in this study indicate that the
destructive effects of environmental change are
not limited to higher mortality rates. Effects
which are more insidious in nature results in dis-
abling life patterns for those who survive such
moves. In a previous paper (Bourestom, Pastalan,
& Ters, 1973) we described the results of two
different programs of preparation for relocation.
Those results indicated that proper planning and
preparation were helpful in reducing fatalities
and in facilitating adjustment. It is our conten-
tion that preparetion programs should become
mandatory policy in all situations which con-
template radical and involuntary relocation of
elderly individuals.

Furthermore, follow-up programs after reloca-
tion should be implemented to further assist
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EXHIBIT 7

OLDER AMERICANS ADVOCACY ASSISTANCE PROGRAM NEUS

DISTRICT OF COLUMBIA District of

AND ATTORNEYS FOR Columbia Long-

RESIDENTS WORK QUT Term Care

RELOCATION FOR CLOSING Coordinator,
and the

District's Legal Services Developer,
Michael R. Schuster, recently met with
District of Columbia officials and staff
of the National Senior Citizens Law
Center to discuss how to deal with the
persistent health care problems in a
local nursing home, Mar-Salle Conva-
lescent Center. (As a result of these
persistent health care deficiencies,

HEW discontinued all Medicare and
Medicaid payments in November 1979, to
eligible residents of Mar-Salle).
Subsequently, the District of Columbia
filed a lawsuit against Mar-Salle seeking
receivership, and in the alternative,
an injunction. A Temporary Restraining
Order was issued enjoining the nursing
home from permitting certain health
care deficiencies to persist, including
insufficient nursing staff, improper
preparation and administration of medi-
cations and inattention to "stop orders"
on medications. After the Temporary
Restraining Order was issued, attorneys
from the National Senior Citizens Law
Center, Legal Counsel for the Elderly,
and the George Washington University
Institute on Law and Aging applied for
leave to intervene on behalf of several
residents of the nursing home; the
application was granted. Intervenors'
attorneys were especially concerned

that relocations may not be done in a
manner to minimize the effects of "trans-
fer trauma."

After the District filed its complaint
and the Temporary Restraining Order

was issued, Mar-Salle informed the
District of Columbia that it intended
to cease operating as a nursing home.
On April 10, 1980, the parties agreed
to the entry of a preliminary injunction
vhich would be effective for six months
and which would require the nursing
home to remain open during the duration
of the preliminary injunction. This
time period is necessary to ensure

the "reasonably expeditious, safe and
orderly transfer" of all residents of
the home to other appropriate health
care facilities, "given the extreme
shortage of nursing home beds in the
District of Columbia."

The preliminary injunction contains, among
other things, the following provisions:

1) The defendant nursing home shall
immediately bring the home into
compliance with the DC Health Care
Facilities Regulation, 74~15;

2) In particular, it shall agssure that
adequate, competent nursing staff,
assistants and aides will be on
duty at all times;

3) The District and intervenors intend
to jointly develop a relocation plan
in consultation with the defendants,
dealing with the involuntary transfer
of residents. The parties intend to
address site visits, pre - and post -
transfer counseling and intra - and
inter - facility transfers;

4) The defendants shall not transfer
ownership of the nursing home (or
its premises) except to a buyer who
shall provide uninterrupted nursing
home services, until all current
residents have transferred in
accordance with paragraph 4 of the
Order, which states:

"Patients shall not be involuntarily
transferred within the Center or
from the Center except:

a4, Pursuant to the unopposed trans-
fer plan of the District of
Columbia or, if the District of
Columbia transfer plan is opposed,
pursuant to the final transfer
plan approved by the Court; or

b. 41if pecessary for emergency hos-
pitalization and medical care,
or to respond to other emergency
situations; or

c. as otherwise agreed by all the
parties in writing. Defendants
shall continue to maintain a
daily census report which shall -
be made available to all parties
upon request."

A Relocation Task Force has been created
consisting of Intervenors' attorneys, District
officials, and representatives from both
Mar-Salle Convalescent Center and other
long-term care facilities. This Task Force
has developed the Relocation Plan and is
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completing the guidelines for the

counseling sessions. Members of the
Task Force have met with resideats, and
it has scheduled additional meetings
with both residerts and either their
legal guardians or relatives, to discuss
the Relocation Plan in detail. The
District government has identified
svailable beds for all District Medicaid
residents, and 4t will assist private-
pay residents in identifying alternative
placenents.

Any one interested in more information
regarding this case may contact the
District's Legal Services Developer,
Michsel R. Schuster, at Legal Counsel
for the Elderly, 1016 16th Street, N.W.,
6th Floor, Washingtom, DC 20036.
Telephonme: (202) 234-0970.

T T ]

NURSING BOME The Kansas Department

OMBUDSMAN NEWS on Aging Te s that
a bill establishing

the Office of Long=Term Care Ombudsman
and granting access to facilities L
records,at any time, was signed °
4{n Kansas on April 16, 1980

On May 14, the Illir-
created a commis-
adults 60 ye-
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Other reports from Florida concern passage
by the House Committee of a bill authori-
ging appointment of a receiver if a nursing
home is closing or cannot meet its finan-
cial obligations. Another bill would make
it mandatory for nursing homes to honmor
their declared intent to serve a certain
number of Medicaid patients as a condition
of receiving a Certificate of Need.

POSITIONS AVAILABLE

The Urban Elderly Coalitiom I3~ n
Fxecutive Director for ir- =e

in Washington, DC to - _ s
chief administrar’
responsible t-

Appli-
. L4
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: LONG-TERM CARE
NOTICE

THIS MATERIAL MLY BZ PROTECTED BY
COPYRIGHT LAW. TITLE 17 U.S. CODE,

SUBSECTION 108(Al (3

At thi« home for aged chrunically
disubled patients, the exccutives had
read all the literuture, and it was dismal
indeed. When old people are relocated
the mortality rate rises sharply. The
authur tells of the months spent in pre-
paring the oll people of Montreals
Maimonides Hospital for the new home
they helped plan. The move was masle,
and the mortality rate actually fell. the
author reports. ¢

ELOCATING 125 aged patients
into a new structure in a
totally different area of the island
of Montreal took place in late No-
vember 1964. None of these pa-
tients of Maimonides Hospital for
the Aged were less than 70 years
old and their age us a group aver-
aged 81.7 years. -

During the course of planning
this move, much anxiety was
aroused by reports of studies made
elsewhere! which indicated that
relocation of sick aged people had
resulted in a high rate of mortal-
ity. Indeed, the incidence of mor-
tality among the patients of one
large home for the chronically dis-
abled had been 38 per cent at the
termination of the first year fol-
lowing relocation, with the pre-
ponderance of deaths occurring
during the first three months of
the year.

The move of Maimonides Hos-
pital was dictated by the fact that
the land on which its old building
was located was insufficient in size
to permit an expansion of physical
facilities from 132 to 247 beds.
Maimonides Hospital, an institu-
tion offering long-term care to
aged chronically disabled patients,
is recognized by the Province of
Quebec as a public hospital. As

(Please turn to page 69)
Louls J. Novick s executive director,

Maimonides Hospital and Home for the
Aged, Montreal, . Canada,

[+ ]

EASING THE STRESS
OF MOVING DAY .+, tous . wovex
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(ABOVE) PATIENTS receive @ word of entourogement frem the tive h k

wail io be trensperted ta the new facilities of the Maimenides Hespital and Home fer the Age
Meontrenl. Many of the patients brought shopping begs conteining their mest prized perene
pessessions. (BELOW) Three busioads of petients lined wp in frent of the eld building &
rendy to depart fo the new Maimonides Mespital. Each bus beers patients for o specific Fre
of the new building, with petients baving similer nursing needs assigned te the same flowr
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require additional adjustments at
a time of life when they possessed
the smallest reserves of strength
required for such adjustments.

Patients asked many questions
reflecting their anxiety. Would
they be permitted to retain their
old belongings? Would the present
stuff accompany them to the new
building? Would they continue to
live in bedrooms that must be
shared with others?

As the issues that provoked
anxiety were defined and the
patients’ questions answered, anx-
jety was visibly reduced. Of enor-
mous help was the patient’s knowl-
edge that they were playing an
active and direct role in the process
of decision making on important
problems. The entire club member-
ship met with the new building
committee of the board of directors
to express a desire for single bed-
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tients’ expression of feeling was
decisive in helping the board rec-
ognize that gingle bedrooms were
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structure. The {feeling generally
expressed by paticnts was that
watching the building grow was
like watching their children grow.

By asking patients to experi-
ment with various fixtures of the
model bedroom, we were able to
determine with accuracy what
particular type of fixture in each
case was best suited to serve them.
Thus we found that patients pre-
ferred a window that opened on
a horizontal rather than on a ver-
tical plane. They preferred a con-
ventional door to a folding door.
They preferred the bar type of
water faucet to the circular one

.ordinarily used. v "

When wheelchair patients sat in
their chairs next to the sink in the
model toilet room, the physical
therapist was able to establish a
sink height that permitted the pa-
tients’ knees to slide . beneath it.
When patients with little strength
in their legs sat on the toilet bowl,
the physical therapist found that
if the bowl unit were placed on a
four-inch base, the patients could
use it with comfort and ease.

When all the experimentation
was completed, not only was the
unknown made known to a large
extent, but the patients believed
with good reason that the known
and the established were in part
the product of their creative ac-
tivity.

FAMILIAR RELATIONSMIPS PRISERYID

Great efforts were taken to en-
sure that familiar relationships in
the old building would be carried
over into the new building. Re-
taining old staf members was
considered crucially important.
Every attempt was made to see
that salary scales weis equal to
the best that existed in other hos-
pitals in Montreal. New workers
who had to be added to the staff
in order to serve the increased
population in the new building
were engaged well in advance of
the actual relocation in order that
they could become thoroughly fa-
miliar with the residents in the
old building.

The social service staff spoke {0
all patients individually, in order
to determine whom each one pre-
ferred to have as his immediate
neighbor in the new building. The
children of the patients were con- .
tacted individually, too, in order .



. (Continwéd from page 64)

*such, it res full remuneration
for the per diem cost of each of
its resident patients.

The program in the old building
included medical, nursing, x-ray,
laboratory, pharmaceutical, social
casework, social group work, oc-
cupational therapy, physical ther-
apy, and sheltered workshop ser-
vices of high caliber. The medical
program was enhanced by an ex-
cellent cooperative relationship
with a local general hospital. Re-
lationships between resident pa-
tients and staff and among staff
members themselves, both inter-
departmentally and intradepart-
mentally, were marked by warmth
and mutual respect.

Of major concern, however,
were inadequacies in the alloca-
tion of space in the old building,
which made it exceedingly diffi-
cult to meet some important emo-
tional needs of the patients. By
allocation of space is meant the
setting aside of specific floor areas
for the purpose of serving specific
needs. What these inadequacies
were will be discussed later.

EFFECTS OF mOVE STUDUD

Long before the patients of Mai-
monides Hospital were relocated
in their new setting, it was as-
sumed that the following negative
and positive factors in the reloca-
tion situation might have a bear-
ing on mortality rate: (1) fear of
the unknown, (2) preservation of
satisfying relationships, (3) re-
tention of emotionally meaningful
belongings, and (4) arrangement
of space in the building with due
regard for the emotional needs of
patients. With respect to each of
fhesa factors, specific action was
instituted to ensure that anxiety
among the patients would be re-
duced to a minimum.

Of the 125 resident patients who
were relocated, 78 were mentally
alert, though physically disabled,
“while 47 were classified as men-
l'ally confused or senile. We shall
:arst discuss the action taken in
felation to the 78 mentally alert
“esident patients. -

For a period of four years prior
:D relocation, there had existed at
“laimonides Hnspital an organiza-
:t‘-On called the Patients’ Club.
-Tembership in the club was open
'0 all patients willing and able to

T .

participate in its nctiv!ﬁu. One of

. the chief aims of the club was for

patients to participate, together
with members of the staff, in the
process of evaluating existing ser-
vices and in planning improve-
ments in program.

The club elected an executive
committee, which met with the
administrator and members of his
staff on a regular basis. All rec-
ommendations of the executive
committee had to be submitted to
the total membership for consid-
eration and approval at monthly

.qe 3 of 5 _Exhibit 8'1.

meetings of the club.

The club and its executive com-
mittee offered excellent channels
of communication between staft
and patients for a thorough and
continuous discussion of the lat-
ter’s reactions, needs, and aspira-
tions with respect to the new
building and the prospect of relo-
cation. Initially patients expressed
a fear of moving into an unknown
situation. The building in which
they lived, while it contained de-
fects, was at least known to them.

Moving to a new location would
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WITH THE BEST PARTNER IN ELECTROSURGERY

The Bovie has been a valued member of electrosurgical “teams™ for over
three decades. Now, it is the recognized standard for electrosurgery in the
world's hospitals.

Today's CSV Bovie further strengthens this position, providing positive
patient safety with its exclusive Circuit Sentry...a feature which auto-
matically cuts all power to the active electrode, if there’s a disconnect in the
patient circuit during surgery. The chance of detrimental high concentration
of current is eliminated.

Other CSV Bovie exclusive features include Active Cord Tester, Visumatic
Control, alternate spark-gap or tube cutting with four-way cutting circuits,
All are impressive additions to Bovie's well-established unique advantages.
You couldn’t find a better partner to back your sales pitch to electrosurgical
equipment prospects.
In electrosurgery...if it's Bovie it's Best.
Now! A new Bovie Liquid Conductor mads expressly for use with Bovie and other
electrosurgical units. Ten times more conductivity than most presently used *jellies.”
Order 6 oz borttles in cartons of 12, cases of 36, only from your Ritter dealer. -

RITTER EQUIPMENT COMPANY
RITTE

Rochester, N.Y. 14603
» drvinion of Ritter Pleudier Corparstion

- —— . ————— - 4 & P M 4 by —

e

i = 3 0 S g




- AL s -

.

|

Bl el

unusual lmporunee ltath
ngular visils with their parents
in the new building, particularly
during the first few months fol-
lowing relocation. Similar inter-
pretation was given to the staff
of volunteer workers.

Belongings hold unusual mean-
ing for old people. Their personal
possessions may be associated with
a significant social role the person
played during an earlier period of
his life. They may be associated
with a loved one who is no longer

living or with living members of -

the family. Familiar belongings
are like a bridge helping a person
to move from one location to an-
other. Therefore, the executive
housekeeper or her staff met with
each resident individually to as-
certain which belongings he or she
wished to take along.

Each patient was encouraged to
participate actively in the physical
work of packing his belongings.
As these were placed in specially
provided cartons, the cartons were
sealed in_the patient’s presence,
and the latter’s name and room
number in the new building were
written on them. Because long-
term patients often complain that
their belongings are lost when
they have been removed from
their rooms, the sealed cartons
were left in the rooms until two
days preceding the move,

Among the criteria we used to
determine how space in the new
building should be arranged, the
following are listed: (1) the im-
portance of privacy to an old per-
son, (2) the importance of small
groups in encouraging intimate
and warm relationships, (3) the
importance to old people of partic-
ipating in social activity, and (4)
~the importance of providing sepa-
rate living areas for individuals
whose physical and mental needs
differ so markedly that living in a
commeon area is mutually destruc-
tive.

When an old person enters a
long-term care facility, he is com-
pelled to give up one of his last
remaining important social roles—
that of maintaining his own house-
hold in which he alone decides
what time he shall retire at night
and rise in the morning; whether
a window ghall remain open or be
closed; whether his radio shall

n

Occupying a ro;m "'lt.ﬁ-lu

person limits severely the range -

of independent action within the
room and emphasizes sharply for
the patient how small a role he
plays in life. A private room
therefore helps an aged person to
feel a greater sense of self-respect.
In the old building, only four of
the 125 patients lived in single
rooms. Most of the rooms con-
tained two beds. Altercations be-
tween room partners occupied a
major portion of the caseworkers’
time. '
In the new structure of Maimo-
nides Hospital, 163 of its 247 beds
are located in single rooms, each
room containing its own toilet. Of
the 78 mentally alert patients
among the 125 who were relocated,

. only two chose to share a room in

the new building. Were it not for
limitations of money, an even
greater proportion of the beds
would have been located in single
rooms.

LIVING-AREA OROUPS KEPY SMALL

Experience in social group work
indicates that when & group is
small, interaction among its mem-
bers tends to be more intimate,
warm and meaningful According-
ly, no corridor section of bedrooms
in the new building contains more
than 18 beds. Each floor on which
patients live is shaped like the
letter H, with the two perpendic-
ular bars bent at their centers.
Thus each floor consists of five
sections containing 16, 15 or 8
beds.

In all, there are 70 beds per floor
divided into two 35-bed nursing
sections, each section being pro-
vided with an identical complex of
nurses’ stations and other nurses’
work rooms for nurses. At the two
ends of each perpendicular bar
and at the center of the perpen-
dicular bars, where they bend, is
a living room. Thus each floor con-
tains six living rooms. Since each
living room has space for approx-
imately 16 patients, groups that
gather in them are always small
Individuals living in different sec-
tions have the opportunity of min-
gling in the centrally located liv-
ing rooms. In the old building,
each floor consisted of one undif-
ferentiated corridor on which as
many as 40 patients lived. There
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room and a group activities room,
each lurge enough to seat all 70
patients at once. These rooms en.
able patients“to participate in so-
cial activities involving larger

’

numbers of people. In the old .

building, these rooms were not
provided on each floor but were
centrally located. Therefore, pa-
tients who were too feeble to move
from one floor to another had to
eat in their own rooms and could
pot visit the group activities room.

Because the new building con-
tains 18 individual bedroom sec-
tions in the various floors of resi-
dence, it is possible to separate,
by section, patients whose medical
conditions would make their liv-
ing in close proximity inimical to
their benefit. Before we relocated
them, all patients were carefully
classified according to their physi-
cal and mental conditions. As ex-
plained, if patients fell within the
same classification, they were
placed near one another if they
so preferred. Thus, the fifth or
topmost floor contains mentally
alert patients in need of moderate
nursing care. The fourth floor con-
tains mentally alert patients in
need of maximum nursing care.
The third floor contains mentally
confused patients who require a
great deal of nursing care. Because
of the existence of five sections on
this floor, it was possible to sepa-
rate those who were maximally
confused from those who were
moderately confused.

The second floor, which contains
only 37 beds, has been set aside
for mentally alert patients, mos!
of whom are unable to get cut o!

a bed or a chair without the help

of a purse. Of the 37 beds, 10 haw
been set aside for use on a tempo
rary basis by patients from th
upper floors when they becom
acutely ill. These arrangemen!
are much superior to those in th
old building.

With respect to the 47 mentall
confused patients, while they wer
mot sufficiently in contact wit
reality to understand advance ¢
planations of the move, it was &
sumed that they were sufficien
ly eware of familiar positive

HOSPITALS, JAH.
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come disturbed when they were

no longer at hand, and that they
werc also sufficiently aware of fa-
miliar but negatively charged en-
vironmental cues to become more
relaxed when these cues were no
lcnger at hand.

Among the negative cues, the
following may be listed: (1) a
room partner whose behavior is
upsetting (confused room partners
in the old building were constant-
ly upsetting each other); (2) a
nearby neighbor whose behavior

is upsetting. In the old building,

the mentally alert patients who
lived on the same floor expressed
continuous hostility toward the
mentally confused patients. The
same was true of moderately con-
fused patients, who expressed an-
noyance with those more confused
than they. In turn, the latter
exerted a negative influence on
the former.

Among the positive cues, the
following may be listed: (1) a
positive relationship with mem-
bers of the staff, both paid and
volunteer; (2) a positive relation-
ship with family members; (3)
activilies which follow one an-
other in a specific pattern on a
daily basis and which are pleas-
ant. Such a stable pattern gives a
great feeling of safety to the con-
fused patient.

CONFUSED PATIENTS PRIPARID

In preparing the confused pa-
ticnts for relocation, the following
actions were taken: With the ex-
ception of two maximally con-
fused patients who expressed a
deep offection for each other, all
others among the total of 47 con-
fused patients werc assigned to
single rooms. Fuithermore, the
maximally and moderately con-
fused were placed in geographi-
cally distinct bedroom sections on
the same floor, where contact was
minimal. The few mentally alert
patients who used to share the
same floor with them were as-
signed to a totally different floor
In the new building.

No effort was spared to have
staff members who had cared for
the confused patients in the old
building continue to care for them
in the new structure. This effort
was directed particularly toward
the nurse aides and orderlies who
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tics of daily living, such as toilet
care, grooming, bathing, feeding,
walking and being helped into and
out of bed. Members of their fam-
ilies, too, were urged to make fre-
quent visits, particularly during
the period immediately following

. the relocation.

In the old building, a unique
program of activities that in-
cluded simple games, music, sim-
ple arts and erafts, and even
simple conversation had been es-
tablished for the confused pa-
tients.? This program, when added
to the daily routines of nursing
care, provided them not only with
a stable pattern of activities that
met their need for safety and pro-
tection, but also met their need
for enjoyable recreation.. In the
new building. the members of the
social group work, social case-
work, nursing, occupational ther-
apy, and physical therapy stafls
and the volunteer workers as-
signed to help them bent every
effort to ensure the successful con-
tinuation of this program.

On the day when the relocation
actually took place, every patient
wore a tag bearing his name, floor
number and room number in the
new building. Stafl members also
wore jdentification tags so that
patients would not feel different.
Buses, each one identifed by a
number corresponding to a specific
floor in the new building, stood
ready to receive the patients. On
each floor, staff members thor-
oughly familiar with the patients
led them via elevator to the buses.

The strongest and ablest pa-
tients were brought down first be-
cause they would be better able
to bear whatever strain might be
involved in waiting in the bus
until the last patient had left the
old building and the trip to the
new building could begin. Pa-
tients’ belongings, marked by
name and room number, had been
placed in the appropriate rooms of
the new building two days earlier.
They were left there completely
sealed, to be opened by the pa-
tients themselves, who would thus
be assured that nothing had been
lost or stolen.

Awaiting the patients at the
new building were additional
members of the staff, also thor-
oughly familiar with them. As the
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feeblest patienis were the first tp
be taken to“ihar jrooms, where ,
they were helped to unpack ang !
make themselves comfurtable. The °
entire operation of moving was -
carried out in an atmosphere o
efficiency and calm.

At the end of a year after the
move, the mortality statistics
among the 125 patients who had
been relocated were startling
Only 19, or 15.2 per cent, of the
group had died. Not only was tkis
22.8 per cent below the mortality
rate of 38 per cent experienced
elsewhere! during the first year
following relocation, but it wa.

.also 9.8 per ceat below the nor-

mal annual mortality rate of 23
per cent which had been experi-
enced by Maimonides Hospital in
its old building. Furthermore,
during the crucial first three
months following relocation only
one patient died. ’

EMOTIONAL SHOCK LISSEINED

It would seem that removal of
fear of the unknown, the preser-
vation of satisfying relationships,
and the retention of emotionally
meaningful belongings, all of
which were involved in the pro-
cess of relocating the patients of
Maimonides, lessered the em-=-
tional shock of relocation and t'
prevented this shock from i%:°
ing their raic of mortal.iy. °
factors, however, did not ex.
the unusual decrease in the ru.
of mortality among pat.ients aftc.
their relocation.

The only new element d sig-
nificance that can be detected in
the environment of the new build-
ing is arrangement of space with
due regard to the emotional need:
of the patienis. It would seem,
therefore, that this mew arrange-
ment of space that provides pri-
wvacy, makes possible small grouf

‘experiences, offers a variety of

larger group experiences to all pa-
tients, and enables the separation
of patients whose medical condi-
tions render their living together
mutually destructive eonstitutes
the factor that actually decreased
the rate of mortality. .

Aldrich, C. Personality factors 2
the nloeuuen of the uo'? Geroniol™™

the
ol e TR S g P

eare hemt;-. Mospitals, JAHA, M3
1. 1965,
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The Division of Medical Assistance and Health Services will implement,
effective vcon adoption on March 1, 1977, the following procedural
guidelines which affect the involuntary transfer of Medicaid patients
from a long term care facility.

Iy
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. N\
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100. Purocse

A. The Division of Medical Assistance and Eealth Services
. recognizes that there may be problems in relocating infirm

aged persons from a long term care facility. The purpose
of these regulations is to specify the circumstances in
which the involuntary transfer of a Medicaid patient in a
long term care facility is authorized and to establish
conditions and procecdures designed to minimize the risxs,
trauma and discomfort which may accomrany the involuntary
transfer of a MMedicaid patient from a lecng term care
facility.

B. These regqulations shall be inte r:re*ed consistent with the
Federal regquirement that care and services under the Madicaid
program be provided in a manner consistent with the best

. interests of the patient.

200. Avpvlicazbilitw

" A. These regulat -ions shall apply to the involuntary transfer
of a Medicaid patient at the request of a long term care
facility and not as part of the Division's utilization

. review process, except as indicated in Section 300. ¥

B. Definitions:

-» 1l. An ipvoluntary transfer is any transfer of a Medicaid
patient which was not consented to or requested by
2 the patient or by the patient's family or authorized
representative.

2. Medicaid patient includes (a) a Medicaid patient residing
in a long term care facility which has a Medicaid provicer
agreement in effect, including patients over the minimun
number stipulated in the agreement, and (b) a patient who

-
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had entered the facility as a non-Medicaid patient

and becomes a Medicaid patient or is awaiting resolution
of Medicaid eligibility, except for a patient who

enters the facility under a signed admission acreement
for private payment and then ccnverts to Medicaid within
six months from the date of admission.

3. Division means the Division of Medical Asszstance ard
Health Services.

C. Internal Relocaticn., These reculations shall not az-ly to
the internal relocation of a Medicaid patient within a facility.

300. roands for Involuntarvy Transfer

A, A ﬁedzca id patient may be transferred anoluntarzly
only for the folloding reasons: 2

1. The transfer is reguired by madical necessity.

2, The transfer is necessary to protect the physical
welfare or safety of the patient or other patients,

3. The transfer is required becauvse of non-payment for the
patzent s stay in the facility, or

[

is suspanded or terminated as a Medicaid provider by

; 4. The transfer is recuired by the State Dapartment of
Gg§ﬁ53 m\_ Health pursuant to licensure action or if the facility
a@rﬂﬁj the bivision.

A Medicaid patient shall only be involuntarily transferred
when adesguate alternative facilities accﬂuhabla to the .
Division are available.

400, Criteria for Determinaticn ) 2

A. In any determination as to whether a transfer is authorized
. by these regulations, the burden of proof by a preronderance
of the evidence shall rest with the party requesting the
" transfer, who shall be required to aprear at a hearing if one
is requested and scheduled.
B. Wrere a transfer is proposed, in addition to any other
relevant factors, tbe followxng factors shall be taken into

account-
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‘1. The effect of relocation trauma on the patient.

2. The proximity of the procossd facility to the
present facility and to the family and friends
of the patient.

3. The availability of necessary madical and social
services at the propnsed facility.

4, Conpliance by the proposed facility with all
Federal and State regulations.

500. Procedure for Involuntarv Transfer

A.

The facility shall submit to the Division a written notice
with documentation of its intention to and reason for

the involurntary transfer of a lMedicaid patient from the
facility.

If the Division's Mediczl Evaluation Team determines that
an involuntary transfer is warranted, the patient and/or
the patient's authorized representative, shall be given
30-¢ays prior written notice by the Division that a transifer
is proposed by the facility and will take effect uson com-
pletion of the relocation program specified in Saction 600,
unless the patient requests a hearing within 30 éays of the
date of the written notice, in which-cazse the transier is
stayed pending the decision following the hearing, excent
in instances where the Division determines that an acute
situation or emergency exists,

The written notice to the patient and/or authorized recre-
sentative will advise of tha richt to a hearing which shall
include a simple form prepared bv the Division for requesting
a hearing.

The Division will endeavor to comply with the hearing tixme

" requirements in State and Federal regulations, unless an

adjournment is requested by the appellant.

The hearings will be conducted at a time and place convenient
to the patient. Notification shall be sent to all parties
concerned. J

All hearings ‘shall be conducted in accordance with the
Fair Hearing procedures adopted by the Division.

-
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600. Relocz2tion Procadure

A. In the event the relocation of a patient is a final Division
determination, the Division shall afford relocation counselling
for all prospective transferees in order to reduce 2s much as
pessible the impact of transfer traura.

B. The staff of the transferring and receiving long term care
facilities shall assist in the transZer process, although
responsibility and authority for the cocordination and transfer
rests with the Division and shall incluce:

: % Hgdical evaluation review by Division medical, nursing

and social service staff.

2. Initial ELSA__SJ fanily or authorized rep.esentatzve
counselling.

3. Involvement of the patient, family or authorized
representative in the placement procass with recognition

of a patient's right to freedom of choice.

4. Patient preparation and si isit for all patients
able to do so within the capabzlztj of the transferring
agent.

5. Unless the patient otherwise raauésts, the patient shall
be acccmpanied on the transfer day by a family ra":er,
authorized representative or attendant,

6. Follow-up counselling at the new location.

C. There shall be no administrative hearing on a claim of failure
to implema2nt the requiraments of this section for relocation
cecunselling.

700. No owrer, administrator or employee of a lomg term care facility
shall attempt to have patients seck relocation by harrassment or
threats., Such action on behalf of the facility may be cause for
the curtailment of future admission of Medicaid patients to the
facility or for termination of the Medicaid provider agreemant

. with the facility.

800. Any complaints regarding the handling of patients relative to their

transfar shall be referred to the Division for investigation and
corrective action.




EXHIBIT 10

Interpersonal networks of 56 residents in a home for the aged were studied before and after
relocation. Close primary relationships were associated with successful adjustment to relocation
as measured by changes in life satisfaction, ,hdwndﬂnﬂ'wnm,h ical deterioration

and agitation. Further study is needed to focus on the

quality and nature of intimate

ties in the friendship, kinship, and caregiving sectors of the network and to determine how

helpful interactions can be fostered.

Interpersonal Networks and
Post-Relocation Adjustment of the
Institutionalized Elderly’

Lilian Wells, MSW? and Grant Macdonald, MSW?

Involuntary relocation creates major disrup-
tions in the lives of elderly people. For many
in this particularly vuinerable group, relocation
constitutes a threatening event which may mani-
fest itself in undesirable physical, emotional
and social consequences. Much of the literature
on relocation reflects the seriousness of the
problem. A number of researchers have reported
that extensive environmental change can lead
to behavioural, psychological and physical de-
terioration in elderly people (Aldrich & Mend-
koff, 1963; Bourestom & Tars, 1974; Kasteler,
1968; Killian, 1970; Markus et al., 1972; Miller
& Lieberman, 1965; Pablo, 1977). On the other
hand, there is evidence to suggest that a stimu-
lating new environment may increase life satis-
faction and functioning for those people who
are able to cope with the change (Gutman &
Herbert, 1976; Novick, 1967; Zweig & Csank,
1975).

Since relocation of the elderly is often un-
avoidable, it is essential to explicate factors
which might reduce undesirable effects. Social
supports have been shown in a number of
areas other than gerontology to be critical to
the function and adaptation of the individual in
times of stress (e.g., Boswell, 1969; Caplan,
1973; Coelho et al., 1974). The availability of
social resources has proven to be particularly

"Rnancial for it project was prowded by 8 Faculty Developmant
Cram, Faculty of Social Work, Unev. of Tosoneo.

Yagsoc. Prol., Faculty of Social Work, Univ. of Toromio, 246 Bloor 5L,
Toworeo, Ontano, Canada M55 1A1.

Wniv. of Torono, Faculty of Social Work, M6 Bloor 5, Tovonm,
Owano, Conada M55 1A1.
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important to successful adaptation in a wide
range of stress-evoking transitional situations,
such as the loss of a spouse (Silverman, 1972;
Walker et al., 1977), severe illness (Croog et al.,
1972; Finlayson, 1976) on return to the com-
munity from a mental health setting (Caplan,
1974). Surprisingly little research has been con-
ducted on the relationship between interperson-
al networks and response to crises in elderly
populations. There is copious literature on the
importance of family and personal relationships
to regular daily life, happiness and a sense of
well-being in the elderly (e.g., Moriwaki, 1973;
Spark & Brody, 1970; Troll, 1971; York &
Caslyn, 1977), but to date, there have been
relatively few studies of the relationship of these
social factors to successful adaptation to relo-
cation (Brand & Smith, 1974; Kasl, 1972).

This study attempts to help fill the gap. Its
objective is to explore the extent of disruption
in close interpersonal networks created by inter-
institutional relocation and to determine if there
is a link between close relationships prior to
the move and successful physical and psycho-
logical adjustment following it.

Context of the Study

The relocation which forms the basis of this
study was brought about by the closure of Hilltop
Acres which, having been constructed in 1902,
no longer met safety standards. The building
was one of eight Homes for the Aged, owned
and operated by the Municipality of Metropol-
itan Toronto's Dept. of Social Services.
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The home accommodated a maximum of 180
residents and provided two levels of service.
“Residential care” was primarily supervisory
with some assistance with activities of daily
living. “Extended care’ provided up to 90 min
per day of additional, skilled nursing and per-
sonal care. Forty percent of the residents re-
ceived this level of service.

Residents opposed the closure and petitioned
Metro Council to undertake renovations instead.
However, this was not feasible.

Studies of relocation indicate that the impact
is related to the choice, nature of preparation,
degree of environmental change and the heaith
of those involved (Kasl, 1972; Schuitz & Bren-
ner, 1977; Yawney & Slover, 1973; Zweig &
Csank, 1975). While the closure of the home
meant that the relocation was involuntary, the
residents did have a range of alternative choices
of where to move. A special program, described
elsewhere (Wells, 1979), was developed to
prepare and help them through the relocation.
The goals of this program were to provide sup-
port and information, deal with emotional dis-
tress and enhance autonomy and self esteem.
The home was phased out over 4 months with
transfers of residents and staff occurring through-
out this period. Usually, two to four residents
were moved at a time with most residents de-
ciding to move to ancther of the seven homes
within the system. These other homes were
larger with more modern facilities but with fewer
private rooms; however, the policies, programs,
services and staffing patterns were similar.

We provided some control to assure uni-
formity of the health and environmental var-
iables. The study sample was restricted to those
residents requiring “extended care’’ and those
who chose to move to other homes within the
system. There were 74 residents who met these
criteria, but 3 refused to participate, 8 were
unable to complete the structured interview, 2
did not speak English and 5 moved before we
could interview them.

The socio-demographic characteristics of
these 56 residents are presented in Table 1. As
indicated, 47 were females and 9 were males.
All subjects were Caucasian except one and
their ages ranged from 65 to 100 years (mean
age was 85 years). The majority (71%) of the
subjects had been residents at Hilltop Acres for
4 years or more. Most (73%) were ambulatory.

178

Instrumentation

Network information. — Residents were
asked to identify other residents, staff, family
and friends outside the home with whom they
feit “close.” It has been assumed for this study
that the notion of “‘closeness” is an acceptable
translation of the sociological concept of a pri-
mary relationship, or a personal tie involving
support and affectional concern. This method of
determining primary relationships has been

" used by Wellman et al. (1971), Hagarty (1975)

and others. Unlike Wellman et al. (1971), this
study did not limit the number of persons the
subject could name as being close. Using this
method, the total range of primary relationships
was obtained for the three network categories:
(1) close residents; (2) close staff; (3) close family
and friends.

Life satisfaction. — The Life Satisfaction Index
Z (LSk-2), a 13-item questionnaire (Wood et al.,
1969), was used as a measure of general life
satisfaction or morale.

This index, a shortened version of Neugarten
etal. (1961) 18-item index, has been used exten-
sively in research with eiderly populations
(Bloom, 1975). The subject may respond with
an agreement, uncertain or disagreement re-
sponse to each statement about the respondent’s
perception of his or her well-being. Wood et al.
(1969) recommendation that a trichotomous

Table 1. Socio-Demographic Characwristics.

Number Percent

SEX
Males 9 16.1
Females 47 839
Total 56 100.0
MARITAL STATUS
Singe 7 125
Widowed 48 as.7
Divorced 1 1.8
Total 56 100.0
ACE*
65-70 years 4 7.1
7180 8 14.2
81-90 30 53.7
91-100 14 25.0
Total 56 100.0
“Mean = 85 years
The Gerontologist
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scoring system be adopted has been taken for
this study. Responses indicating high life satis-
faction are allocated two points, while responses
reflecting low satisfaction are allocated zero
points. Uncertain or intermediate responses are
given one point. Consequently, the theoretical
range of scores is 0 to 26. Wood et al. (1969)
have found the shortened version to have accep-
table reliability and validity.

Physical and mental deterioration. — The
widely used (Bloom, 1975) PAMIE Scale (Phy-
sical and Mental Impairment-of-Function Eval-
uation) was employed as a measure of physical
and psychological deterioration. Developed
by Gurel et al. (1972), the scale consists of 76
items designed to assess impairment in elderly
populations. Assessments were made by a nur-
sing staff member who had the best knowledge
of the subject’s overall health.

Examples of several items are: ‘“When left
alone, sits and does nothing’; “Walks flight
of stairs without help”’; “Looks worried or sad.”
A “yes/no” response format is used with scores
of 1 given to responses reflecting impairment.
Thus, higher scores reflect greater impairment.
An overall measure of physical and mental
impairment consists of the sum of all items (re-
verse scored where necessary). In addition,
three PAMIE factors developed and described
by Gurel et al. (1972) are also used to explore
different dimensions of impairment.

(1) Physical Infirmity was composed of four
sub-scales: ambulatory; sensorimotor impaired;
self-care dependent and bedfastmoribund.
(2) Psychological Deterioration was composed
of five subscales: mentally disorganized/con-
fused; withdrawn/apathetic; behaviorally dete-
iorated; self-care dependent and bedfastmori-
bund. (3) Psychological Agitation was reflected
in the scores of items composing three sub-
scales: paranoid/suspicious; belligerent/irri-
table and anxious/depressed.

Complete baseline information on the 56
subjects’ network of primary relationships and
life satisfaction prior to relocation was obtained
during the course of a structured interview with
each subject. Some additional socio-demo-
graphic information was obtained from the files.
All interviews were conducted by social work
students who had both research interviewing
skills and experience working with the institu-
tionalized elderly. In addition, the nursing staff
was asked to complete the PAMIE ratings soon
after the pre-move interview was completed.

The subjects were followed-up 8 to 12 weeks
after they were relocated. A PAMIE was com-
pleted at that time. Life satisfaction and network
information was again obtained by interview.
Where possible, the same interviewer was used
to conduct the follow-up interview,

For the PAMIE and LSI-Z variables, change
scores were computed by subtracting scores
prior to the move from scores after the move.
These scores reflected changes in the function-
ing or life satisfaction which occurred between
the first and second interview.

Results

Sample attrition. — At the time of follow-up,
5 subjects (9% of the sample) had died, 3 refused
to be interviewed and 9 were disoriented and
unable to participate. Complete follow-up data
were obtained for 45 (80%) of the subjects for
the PAMIE ratings, 39 (69%) for the network
information and 35 (62%) subjects for the life
satisfaction ratings. Analysis of PAMIE and LSI-Z
scores comparing residents who were reinter-
viewed and those lost to follow-up, revealed
no significant differences although the latter
group tended to have somewhat higher impair-
ment scores and lower life satisfaction scores.

Primary-relationship network prior to relo-
cation.— Prior to the move, all 56 subjects were
asked to signify residents, staff, family and
friends to whom they felt close. On the average
they named less than one (0.8) resident per
subject. A total of 52% did not name any resi-
dents as close. The total sample named an aver-
age of less than one (0.7) staff member per
resident, with 68% not naming any staff. It is
interesting to note that one particular staff mem-
ber was named by 10 residents. Finally, the
results indicated that most residents (82%) had
at least contact with one family member or friend
outside the home. As a group, they averaged
about two close relationships outside the home
per person.

Disruption of primary relationship networks.
— The results indicate that relocation substan-
tially disrupts the primary relationship networks
of many of the residents. The 39 subjects, for
which there was network information available
before and after the move, showed a significant
loss in terms of their range of close ties. As a
group, these 39 subjects identified, prior to the
move, a total of 165 persons whom they de-

Vol. 21, No. 2, 1981 179
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Table 2. Comparison of the Mean Number of

Primary Relationships in Different Network Categories

Before and After Relocation (N = 39).

] ——

_—
ke Network Before Relocation _After Relocation
i : Mean S.D. Mean S.D. t-value* Significance
b S . Network
Number of = Categorit
- Close Residents 1.00 117 031 0.47 3.69 p < 0.001
i Number of Number
' Close Re
Close Staff 0.90 147 026 o 248 p <005
Number of Number
Close Family & Friends 233 1.78 2.36 158 | =014 NSS» Close 5ta
Total Number of o
Close Relationships 4.23 3.07 2.92 1.98 3.45 p < 0.001 .
&-test between variables for paired samples. g:iﬁ:
bNot statistically significant.
A0One-L
bChans
Table 3. Comparison of Means of Like Satisfaction Index Scores (N = 35) and PAMIE Scores (N = 45) Positive ¢
Before and After Relocation. <Chang
change re
Measures of Before Relocation _Afer Relocation
Functioning Mean S.D. Mean S.D. tvaluer Significance
Life Satisfaction index 156 63 141 60 1.98 p<0.108 *h"hl :
Physical Infirmity _ luvels.
Factor Scores 12,6 44 129 47 -0.55 NSSs
FI sychological Deserioration ¢ Prima
actor Scores 117 5.3 136 74 -2.09 p <005 M adjustm
Psychological Agitation : prior to
Factor Scores 5 i3 i 39 -0.80 NSSs relation:
Total PAMIE Scores 206 ° 7.4 23.0 99 -1.66 p<0.10® poorly t
#-test between variables for paired samples. esis, Pe
bAlthough p < 0.10 is not statistically significant at the traditional 0.05 leve, it has been noted here since it indicates tween ti
a trend toward significant change in the means. network
Not statistically significant. change
The r
scribed as close. Following relocation, these Change in life satisfaction and functioning. estingly,
same subjects named only 114 persons asclose, — Complete before and after scores on the LSI-Z : are not
a reduction in the total number of primary rela- were obtained for 35 of the subjects. Although : .number
tionships of 31%. The mean number of relation- a few subjects’ scores increased, indicating T and fam
ships for this group prior to the move was 4.2 greater life satisfaction, there was a general | significa
compared with 2.9 after, a loss which was sta- trend (t-value = 1,98, d.f. = 34, p < 0.10) to- scores. -
tistically significant (t-value = 3.45, d.f. = 38, wards a reduction in life satisfaction for most the char
p < 0.001). This reduction in range was largely subjects. Similarly, there was a trend towards i -0.36) :
attributable to the loss of close relationships increased impairment of functioning as indi- tion scor
with residents and staff from the former home cated by increases in the overall PAMIE scores. relations
which were not replaced after relocation. The Although there was no statistically significant correlate
number of family and friends outside the home change in scores for the Physical Infirmity and scores (r;
remained constant over the period of the move Psychological Agitation factors, there was signif- logical d
(Table 2). One might speculate that the 31% icantly greater impairment after relocation in (ray = =i
reduction in the total range of primary relation- terms of the Psychological Deterioration factor The ¢
ships will eventually disappear as residents find (t-value = =2.09, d.f. = 44, p < 0.05). ships an
new friends amongst the residents and staff of The results, in Table 3, make it apparent that functioni
their new homes. However, the figure clearly the relocation contributed to mental disorgani- ‘ associatic
reflects the extent of the disruption in their close  zation, confusion, apathy and behavioural dete- ‘ found be'
social interactions created by relocation. rioration of the residents. Again, it is uncertain ! (before a
180 The Gerontologist i Vol. 21, !
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Table 4. Correlations* Between Ranges or Primary Relationships Prior to Relocation and
Change in Life Satisfaction Scores (N = 35) and PAMIE Scores (N = 45).

—— ==
in Change< in Change< in
Changeb Physical Psychological Psychological
Network in LSI-Z Infirmity Deterioration Agitation in Total
Categories Scores Scores Scores Scores PAMIE
Number of
Close Residents 01 -0.05 -0.07 -0.03 -0.04
Number of
Close Staff 24 =0.39* =0.36"° =0.12 -=0.31*
Number of
Close Family/Friends 30 -023 -0.28° -0.26* -0.30*
Total Number of
Close Relationships 30° -0.33* -0.35* -0.21 -0.33*
aOne-tailed Pearson comelation coefficients (*p < 0.05; **p < 0.01).

bChange scores were computed by subtracting the Life Satisfaction Scores prior to the move from scores after move.
Positive change therefore reflects improvement in Life Satisfaction.
<Change scores were computed by subtracting PAMIE scores prior to move from scores after move. Therefore, negative

change reflects improvemnent in functioning.

whether or not, with a longer period of adiusi-
ment, residents’ scores would return to pre-move
levels.

Primary relationships and post-relocation
adjustment. — We expected that residents who,
prior to the move, had fewer close supportive
relationships would be more likely to adjust
poorly to the move. In order to test this hypoth-
esis, Pearson correlations were computed be-
tween the number of primary ties in the various
network categories and the LSI-Z and PAMIE
change scores.

The results are presented in Table 4. Inter-
estingly, the number of close resident friends
are not predictive of adjustment, whereas the
number of close relationships with staff at Hilltop
and family and friends outside the home, are
significantly correlated with most of the change
scores. The number of close staff correlates to
the change in physical infirmity scores (rxy =
-=0.36) and change in psychological deteriora-
tion scores (rxy = —0.39). The number of close
relationships outside the home is significantly
correlated with the change in life satisfaction
scores (rxy = 0.30) and changes in the psycho-
logical deterioration (rxy = —0.28) and agitation
(rey = —0.26) scores.

The connection between primary relation-
ships and changes in physical and mental
functioning is illustrated in Table 5. A significant
association (x? = 6.25,d.f. = 1, p < 0.01) was
found between changes in overall PAMIE scores
(before and after the move) and the existence

Table 5. Number of Close Staff Prior to
Relocation by Change in Total PAMIE.

Number of Close Staff
Change in —Prior to Relocation
Total PAMIE None One or More
No Change/improved 23.3% 66.7%
Deteriorated 76.7% 33.3%

Total % 100.0% 100.0%
(Toal N) (30) s
x'= 625 di.= 1 p= 0.01

of a close staff member prior to relocation. As
indicated, 76.7% of the residents who reported
no close staff relationships “deteriorated” in
terms of their total PAMIE scores, compared
with only 33.3% of the residents who felt close
to one or more staff members.

Thus, it appears that the existence of close
primary relationships with staff and ties outside
the home were associated with successful ad-
justment to relocation in terms of life satisfaction
and physical and mental functioning.

Conclusions and Implications

This inter-institutional relocation created a
major disruption in the lives of those affected.
The study, while limited by the small sample,
demonstrated some of the changes that occur
in terms of life satisfaction, functioning and
primary relationship networks. Although there
was no control group to determine whether or
not relocation itself was the main contributor
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physical and/or mental functioning so that they
were not able to provide data in the post-move
phase of the study. Since life satisfaction and
quality of relationships may be adversely af-
fected by failing health, this attrition could have
masked the level of significance of the findings
(Johnson & Bursk, 1977; Palmore & Kivett,
1977).

Nonetheless, the resuits indicate that inter-,

personal networks are a salient dimension to
consider in relocation. The number and stability
of close relationships with family and with
friends outside the institution is of particular
importance in minimizing undesirable effects
of relocating eiderly people. The findings once
again, point to the importance of maintaining
and strengthening the linkages between the
elderly person in an institution and family and
friends in the community. For those without
family, it is necessary to discover whether it is
possible to provide substitutes for this vital
portion of a social network.

While only 22% of the sample identified a
member of staff as part of their intimate network,
it is interesting that residents who feit they had
such a close personal relationship with a staff
member prior to relocation had good post-relo-
cation adjustments despite the fact that these
relationships were usually disrupted by the
move.

it appears that close relationships with staff
and family provide a sense of security, belonging
and esteem which may facilitate coping with
stress and adaptation to a new situation.

It could be assumed that the presence of these
relationships is based on characteristics or skills
which certain residents possess. The fact that
there was a particular staff member identified
by many residents, however, suggests that char-
acteristics and functions of staff are also impor-
tant. There is clearly a need to clarify those
special characteristics in the relationship with
staff that prove helpful and consideration of the
roles staff can fulfill. While institutions expect
staff to treat residents with kindness and concern,
the idea of personal relationships is usually not
considered and, in fact, objectivity and detach-
ment are more often expected. There is recogni-

182

. Page 6 of 7

. Exhibit 10

tion that the nature of relationships differs in
_acute-care and long-term care facilities but little
attention has been given to what the crucial
elements are.

There are indications that the kinship, friend-
ship and care-giving sectors of the residents’
intimate network had differential impact on
adjustment. That is, the number of close resident
friends, while associated with pre-move life
satisfaction was not associated with any of the
post-move adjustment measures. Ties with
family and friends in the community were asso-
ciated with change in life satisfaction (p < 0.05)
and negatively associated with psychological
deterioration and agitation (p < 0.05). Ties with
staff before the move were associated with
maintenance of physical and emotional heaith
as measured by change in physical infirmity
and psychological agitation scores (p < 0.01).
The meaning and content of friendship anchored
in these different sectors needs further explor-
ation.

The impact and importance of these relation-
ships may be different in periods of stability
and in periods of crisis. Moriwaki (1973), for
example, suggests that with high degrees of role
loss, the individual is much more role dependent
on the affective rather than the instrumental
context of the relationship which, in these situ-
ations, is not as predictable. It would have been
interesting if it had been possible to obtain
baseline data before the intent to close the home
was made public since the pre-move phase was
not a stable period and undoubtedly had an
impact.

The present study was limited to consideration
of the number of primary relationships in dif-
ferent network categories. Further research is
required to focus on the qualitative components
of the interaction between the eiderly person
and the members of his social network. This
should lead to identification of ways to enhance
the establishment and functioning of the suppor-
tive components of social networks and the

development of policies, services and strategies
that foster adaptive capacity and improve the
quality of life of institutionalized, oid people.
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Second Annual Training for Vista Volunteers, Marriottsville, Maryland,

January 20-25, 1980, Questions should be addressed to NCCNHR, 1924 16th
St., N.W., Suite 204, Washington, D.C. 20036, (202) 797-8227
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Rules as Proposed (all new material)
RELOCATION OF RESIDENTS FROM NURSING
HOMES AND CERTIFIED BOARDING CARE HOMES

4655.6810 DEFINITIONS.

Subpart 1. Scope. The terms used in parts 4655.6810 to
4655.6830 have the meanings given them in this part.

Subp. 2. Certified boarding care home. "Certified
boarding care home" means a facility licensed pursuant te
Minnesota Statutes, sections 144.50 to 144.56, and certified as
an intermediate care facility as defined in United States Code,
title 42, section 1396d, as amended through December 31, 1982,

Subp. 3. Facility. "Facility" means a nursing home or
certified boarding care home.

Subp. 4. Nursing home. "Nursing home” means a facility
licensed pursuant to Minnesota Statutes, section 144A.01,
subdivision 5.

Subp. 5. Relocation. "Relocation" means a situation when
residents are to be discharged from a nursing home or certified
boarding care home as the result of the closing of the facility
or the curtailment, reduction, or change of operations or
services offered there.

Subp. 6. Service offered in the facility. "Service
offered in the facility" includes participation in the Medicare
and Medicaid programs, or both programs, pursuant to United
States Code, title 42, sections 1395 et seq., and 1396 et seq.,
as amended through December 31, 1982.

Subp. 7. Social service agency. "Social service agency”
means the county or multicounty agency authorized under
Minnesota Statutes, sections 393.01, subdivision 7 and 393.07,

subdivision 2, for the county in which the facility is located.

4655,.6820 NOTICE TO DEPARTMENT OF HEALTH.

Subpart 1, Notice required. The licensee of the facility
shall notify the Department of Health, in writing, at least 90
days prior to the cessation or the curtailment, reduction, or

change of operations or services which would result in the
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relocation of residents.
Subp. 2. Notice information. The written notice shall

include the following:

A. the date of the closing, curtailment, reduction,
or change of operations or services;

B. the number of residents to be relocated; and

C. the names and telephone numbers of the persons in
the nursing home responsible for coordinating the relocation of

residents.

4655.6830 FACI;ITY RESPONSIBILITIES.

Subpart 1. Cooperation. The licensee of the facility and
facility staff shall cooperate with representatives from the
Department of Health and from the social service agency in
planning for the relocation of residents.

Subp. 2. Interdisciplinary team. The administrator of a
facility shall establish an interdisciplinary team which shall
be responsible for coordinating and planning the steps necessary
to relocate the residents. The interdisciplinary team shall
consist of members involved in providing direct care services to
residents,

Subp. 3. Advance notice. The facility shall send the
written notices in items A to C at least 60 days in advance of
the date by which the relocation of residents is to be completed.

A. Notice shall be sent to the resident who will be
relocated and to the individual responsible for the resident's
care. This notice must include the name, address, and telephone
number of: the individual in the facility to be contacted for
assistance and further information; the social service agency;
and the area long-term care ombudsman, provided under section
307(a) (12) of the Older Americans Act, United States Code, title
42, section 3027, as amended through December 31, 1982,

B. Notice shall be sent to the attention of the
commissioner of human services and to the social service agency.
This notice must include the name of each resident to be
relocated and the name, address, and telephone number of the

individual responsible for the resident's care and the APOROVED IN THE -
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individual in the facility to be contacted for further
information.

C. Notice shall be sent to the attending physician of
the resident to be relocated. The resident"s attending
physician shall be requested to furnish any medical information
needed to update the resident's medical records and to prepare
transfer forms and discharge summaries. This written notice
must include the name and telephone number of the individual in
the facility to be contacted for further information.

Subp. 4. Bed list. A list of available beds to which the
resident can be relocated must be prepared. This list must
contain the name, address, and telephone number of the facility,
the certification level of the available beds, the type of
services available, and the number of beds that are available.
This list must be made available to the resident, the individual
responsible for the resident's care, the area long-term care
ombudsman, and the social service agency.

Subp. 5. Informational mootings; The facility shall
conduct small group meetings for the residents and the
individuals responsible for the care of the residents, to notify
them of the steps being taken in arranging for the transfer.
Individual residents shall be assisted as necessary.

Subp. 6. Resident inventory. The inventory of the
resident's personal possessions must be updated and a copy of
the final inventory provided to the resident, the individual
responsible for the resident's care, or both. A final
accounting of personal funds held in the facility must be
completed in accordance with part 4655.4170. Arrangements must
be made for the transfer of the resident's possessions and
personal funds.

Subp. 7. Site visits. Unless it is medically inadvisable,
as documented by the attending physician in the resident's care
record, the resident shall be assisted in making site visits to
facilities to which they may be transferred.

Subp. 8., Administrative duties. All administrative duties

must be completed prior to the actual relocation of the resident.
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Personnel in the facility to which the resident will be moved
shall be provided with the information necessary to provide care
and services to the resident, in accordance with part 4655.3500.

Subp. 9. Final notice. Unless otherwise agreed to by the
resident or the individual responsible for the resident's care,
at least a l4-day notice shall be provided to a resident prior
to the actual relocation.

Subp. 10. Transportation. The resident shall be assisted
in making arrangements for transportation to the new facility.

Subp. 11. Ease in transition. There must not be a
disruption in the provision of meals, medications, or treatments
of the resident during the relocation process.

Subp. 12. Notice to physician. If not previously
notified, the resident's attending physician shall be informed
of the new location of the resident within 24 hours after the
actual relocation,

Subp. 13. Status reports., Commencing the week following
the relocation notice to the Department of Health required in
part 4655.6820, subpart 1, the facility shall provide weekly
written status reports to the Department of Health as to the
progress being made in arranging for the relocation, The
initial status report must include the relocation plan developed
by the facility, the identity of the interdisciplinary team
members, and a schedule for the completion of the various
elements of the plan. Subsequent status reports must note the
progress being made, any modifications to the relocation plan,
any change of interdisciplinary team members, and must include
the names of residents who have been relocated during the time
period covered by the report. Once relocation has been
completed, a listing of the residents who have been relccated
and the identity of the facilities or other locations to which
the residents were moved must be provided to the Department of

Health.
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Department of Health
Health Resources Division

In the Matter of the Proposed Adoption of Rules of the State
Department of Health Governing the Relocation of Residents from
Nursing Homes and Boarding Care Homes

Notice of [ntent to Adopt a Rule Without a Public Hearing

Notice is hereby given that the State Department of Health
proposes to adopt the above-entitled rules without a public
hearing. The Commissioner has determined that the proposed
adoption of these rules will be noncontroversial in nature and
has elected to follow the procedures set forth in Minnesota
Statutes sections 14.22 to .28.

Persons interested in this rule shall have 30 days to submit
comments. Persons interested in this rule are encouraged to
submit written comments identifying the portion of the rule
addressed, the reason for the comment, and any change proposed.
The proposed rules may be modified if the modifications are
supported by the data and views submitted to the agency and do
not result in substantial change in the rule as proposed.

Unless twenty-five or more persons submit written requests for a
public hearing on this rule within the thirty day comment period,
a public hearing will not be held. Any person requesting a
hearing should state their name and address and should identify:
the portion of the rule addressed, the reason for requesting a
hearing, and any change proposed. The comment period will close
on May 15 , 1985. In the event that a public hearing is
required, the agency will proceed according to the provisions of
Minnesota Statutes sections 14.131 to .20.

Persons who wish to submit comments or a written request for a
public hearing should submit such requests to: Robert Eelkema,
Minnesota Department of Health, P.0. Box 9441, 717 Delaware
Street Southeast, Minneapolis, Minnesota 55440.

Authority for the adoption of these rules is found in Minn, Stat.
§§ 144,56, 144A.02 to .08, 144A.16, and 144A,31, Sudb., 4. A
Statement of Need and Reasonableness has been prepared for this
rule. The Statement of Need and Reasonableness is available for
review at the Minnesota Department of Health Building, 717
Delaware Street S.E., Room 228, Minneapolis, Minnesota, or may be
obtained at a minimal charge by calling (612) 623-5473. A copy of
this Notice and of this proposed rule, may be obtained by calling
(212) 623-5473 or by writing to Mr, Eelkema at the address noted
above,

This rule will not result in any increased expenditure to local
public bodies, Nor will it result ina fiscal impact in excess of
$100,000 annually, See Minn, Stat. §l4.11, Subdivision 1 and



515.065., Promulgation of rules by the Department of Health {s
exempt from Minn, Stat., §14.115, Small Business Considerations in
Rulemaking, by virtue of subd. 7(c) of that 1law.

The following information is being provided to comply with the
provisions of Minn, Stat, §144A.29, subd. 4 which requires that
each rule promulgated by the Department contain a short statement
of the costs and benefits to be derived from the rule.
Development of this rule is required by a mandate given to the
[nteragency Board for Quality Assurance to develop a relocation
plan. See Minn. Stat. §144A.31. Promulgation of this rule will
assure compliance with that mandate as well as with other
relevant provisions of Minnesota Statutes applicable to Nursing
Homes and Boarding Care Homes, A major benefit of this rule is
that specific relocation policies and procedures will be
developed. This rule establishes the procedures to be followed
by a nursing home or boarding care home in the event that
relocation of some or all of the residents becomes necessary.
The rule provisions are designed to ensure that proper and
sufficient notice is given to residents and other affected
parties and to require that the necessary assistance is provided
to properly prepare for the relocation, The costs associated
with this rule will be minimal as many of this rule's
requirements are a compilation of existing requirements of
Minnesota Statutes and Minnesota Rules. The Department believes
that placement of the relocation procedure into one rule will
help assure that the necessary steps are taken to safeguard the
health, safety, and well-being of residents during the relocation

process.

Upon adoption of the final rule without a public hearing, the
proposed rule, this Notice, the Statement of Need and
Reasonableness, all written comments received, i1nd the final Rule
as Adopted will be submitted to the Attorney . neral for review
as to form and legality, including the issue of sgbstant1ql
change. Persons who wish to be advised iﬁ'phe subm1ss1pn of this
material to the Attorney General, or who wish to receive a Copy
of the final rule as proposed for adoption, should submit a

written statement of such request to Mr. Eelkema,

Additional

is Notice.
The text of the proposed rule_follows this
copies may be obtained by calling (612) 623-5473.
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