Opposition to:
105 CMR 150: Department of Public Health Standards for Long-Term Care Facilities Regulations

[bookmark: _GoBack]Thank you for the opportunity to provide testimony on the proposed amendments to 105 CMR 150.000. My name is Sarah Attridge, PT, DPT, and I serve as the Director of Therapy at Seven Hills Pediatric Center. I oversee a team of physical, occupational, and speech therapists who work every day with some of the most medically complex children and adults in the Commonwealth. 

I am submitting this testimony because several elements of the proposed regulations, particularly those that could mandate age‑based transitions at 22, pose significant risks to the health, stability, and long‑term outcomes of the residents we serve. 

The Clinical Reality of Our Residents 
The young adults in our care are not simply “aging out” of a pediatric system. They are individuals with lifelong, high‑acuity medical and developmental needs that require: 

· Intensive, specialized therapeutic interventions 
· Close interdisciplinary collaboration 
· Pediatric‑trained clinicians who understand their unique profiles 
· Continuity of care built on years of observation, trust, and clinical familiarity 

The population we serve is fundamentally rooted in pediatric skilled care across physical, occupational, and speech therapy despite chronological age. To illustrate the level of clinical complexity and individualized intervention required, our current therapy caseload includes: 

· 40 individualized supported standing programs, each performed twice weekly 
· 5 assistive communication devices, used daily 
· 2 sensory integration diets, implemented daily 
· 17 alternative safety beds, used daily to ensure the safest and least restrictive environment 
· 20 thoracic‑lumbar spinal orthoses, medically necessary to support spinal curvature and respiratory function 
· 35 ankle‑foot orthoses, essential for joint integrity and positioning 
· 10 Individual Feeding protocols 
 
These interventions represent only a fraction of the comprehensive care plans developed for each resident. Our therapy teams assess, modify, coordinate, and implement these individualized programs in collaboration with nursing, medical providers, families, and programmatic instructors.  

All individuals we serve are non‑ambulatory and dependent for all care and mobility. Every resident requires overhead Hoyer lift transfers and custom wheelchairs tailored to their specific orthopedic, neuromotor, and respiratory needs. Pelvic belts, chest harnesses, trays, and other positioning devices are not optional—they are essential for safety, postural alignment, and functional engagement due to significant cognitive and safety‑awareness limitations.  
Most of the clinical realities described above are rarely, if ever, seen in a typical skilled nursing facility (SNF). Because our residents have lived with their disabilities since childhood, they require clinicians with highly specialized training and experience. Traditional SNFs are designed to support individuals with medical diagnoses such as Parkinson’s disease, multiple sclerosis, Alzheimer’s disease, dementia, and age‑related conditions. Mixing these two very different and distinct populations does not create an environment that supports long‑term success. It compromises quality of life, medical stability, emotional well‑being, and overall longevity for both groups. 

Traditional Adult Facilities Are Not Equipped for This Population 
The proposed regulations could emphasize adults to leave a pediatric skilled nursing settings solely because they reach a chronological age, regardless of clinical readiness or the availability of appropriate adult placements. From a therapeutic and clinical standpoint, this is deeply concerning.

This highly specialized population cannot simply be “mixed” into a traditional adult long‑term care environment, even if the setting is still considered a skilled nursing facility. Adult long‑term care settings, through no fault of their own, are not designed to support individuals with this level of acuity. They often lack: 

· The staffing ratios required for complex therapeutic and medical needs 
· Clinicians trained in pediatric neuromotor disorders, sensory processing, or augmentative communication 
· The equipment, space, and interdisciplinary infrastructure necessary to manage high‑acuity, medically fragile young adults 

Forcing transitions without ensuring appropriate placements exist does not improve care—it jeopardizes it. 

Conclusion and Suggestion 
For the safety, stability, and dignity of the young adults we serve, I respectfully urge the Department to: 

· Preserve the Interdisciplinary Care Team’s discretion to allow continued residence beyond age 22 when clinically appropriate 
· Ensure that transition planning remains individualized and clinically driven 
· Recognize the significant differences in acuity, staffing, therapeutic needs, and clinical infrastructure between pediatric skilled nursing facilities and adult long‑term care settings 
· Pursue discussion with the appropriate players to identify appropriate facilities for young adults to transition to from pediatric long-term care  

Our shared goal is to protect vulnerable residents and ensure that regulatory changes strengthen, not weaken, the systems that support them. Thank you for your consideration and for your commitment to the Commonwealth’s most medically fragile individuals. 
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