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Re: Transitional Coordination and Adult Residential Options for Residents of Skilled Nursing Care Facilities for Children (SNCFCs)
Thank you for the opportunity to provide testimony regarding discharge and transfer planning requirements for residents of Skilled Nursing Care Facilities for Children (SNCFCs) who are approaching adulthood.

The current regulatory framework appropriately requires that discharge or transfer planning begin at age 20, with the objective of transition to adult services by age 22, and that referrals be made under Massachusetts General Laws Chapter 688. These provisions have played an important role in preventing abrupt aging-out without planning and ensuring that an adult service agency is identified prior to exit from pediatric care.

My testimony does not seek to alter that framework. Rather, I respectfully offer two related considerations: first, modest enhancements to strengthen transitional coordination; and second, the need to examine whether the adult residential options available at the point of transfer are sufficiently aligned with long-term developmental needs.

I. Strengthening Transitional Coordination

The current system successfully establishes timelines and referral requirements. However, there is an opportunity to strengthen coordination between SNCFC discharge planning and Chapter 688 adult service planning to reduce service gaps during transfer.

I recommend three measured enhancements:

1. Transitional Coordination Record

Beginning at age 20, facilities should document not only that a Chapter 688 referral has been made, but also:
· The anticipated adult service agency;
· The status of eligibility determination;
· The anticipated adult service array;
· The anticipated housing setting, if known; and
· The designated adult care coordination contact, once assigned.

This would not create new obligations, but would ensure that coordination is structured and visible.

2. Pre-Transfer Coordination Review

Within 60 days prior to transfer, a documented review should confirm:
· Adult agency assignment;
· Service authorization status;
· Identification of an adult primary medical provider; and
· Transmission of medical records and care plans.

This review would serve as a structured checkpoint to minimize avoidable service disruption.

3. Post-Transfer Follow-Up Communication

Within 30 days of transfer, the facility should make reasonable efforts to confirm that services have initiated as planned and that adult care coordination responsibilities have been assumed. Documentation of these reasonable efforts would satisfy the requirement. This is not intended to extend facility liability, but to promote continuity during the early transition period.

These enhancements are modest. They preserve the age-based transfer requirement, do not alter Chapter 688 statutory obligations, and do not create new sanctions. They strengthen communication and accountability at a critical moment of handoff.

II. Adult Residential Options: Institutional Default vs. Community Design

I offer the following comments based on direct administrative experience.

I previously served as the administrator of a skilled nursing–based pediatric unit with twenty-four residents. Many of those residents were chronologically adults, though they remained in a pediatric setting due to medical complexity and system capacity constraints. During my tenure, most were ultimately transferred to less restrictive skilled nursing or community-based settings.

When the early deinstitutionalization efforts and related directives were first implemented in Massachusetts, I was skeptical that individuals at this level of care could transition successfully to community settings. That skepticism was grounded in practical experience. However, over time, I observed that with sustained planning, appropriate staffing, and careful coordination, many individuals could and did transition successfully. In most cases, individuals and families ultimately reported greater satisfaction in smaller, community-based environments than in institutional settings.

My concern is not a criticism of the quality of care in pediatric skilled nursing facilities. Many provide exceptional, compassionate services. The issue is structural.

Pediatric skilled nursing facilities remain institutional environments. Regardless of programming, their architecture, staffing hierarchies, and regulatory frameworks are institutional in nature. Even when made as home-like as possible, they are not homes.

When individuals remain in institutional models into adulthood, we risk perpetuating institutional care as the default because it is safe, secure, and available—not necessarily because it is developmentally optimal.

For medically stable young adults who require ongoing supports but not hospital-level intervention, the development of small adult homes serving three to four residents warrants serious consideration. Such models could:
· Provide individualized care in a more normalized setting;
· Reduce reliance on larger institutional placements;
· Improve geographic accessibility for families;
· Support long-term community integration.

At present, availability of such small-scale adult residential options is uneven across the Commonwealth. In some regions, institutional placements remain the practical default due to limited community-based capacity.

As we refine transitional coordination mechanisms between SNCFC discharge requirements and Chapter 688 planning, we should also examine whether the adult residential inventory itself is sufficiently diversified. Without expansion of appropriate small-home options, transition planning may result in movement between institutional settings rather than a genuine shift toward community-based adulthood.

Conclusion

The transition from pediatric to adult services is one of the most consequential structural shifts in the life of a medically fragile young adult. Strengthening coordination at the point of transfer is necessary. Ensuring that appropriate adult residential options exist is equally important.

This testimony does not propose dismantling existing systems. It proposes modest coordination enhancements and thoughtful expansion of community-based residential alternatives, building on reforms the Commonwealth has successfully implemented in prior eras.

Transitions are not merely administrative events; they are decisions about how adulthood is structured for individuals with lifelong disabilities. We have an opportunity to align process, placement, and long-term dignity.

Thank you for your consideration.

Respectfully submitted,
James Lomastro

