 
Transfer Trauma 

The condition termed relocation stress or transfer trauma refers to a set of symptoms and outcomes that result from a transfer from one environment to another.[i]
Researchers since the 1960s studied transfers of elderly people from one community residence to another, from a community residence to an institution, from an institution to a community residence, from one institution to another, and within institutions. 

Although voluntary transfer of healthy people from one community residence to another does not always result in functional decrement,[ii] the preponderance of evidence from studies with adequate statistical power and methodological control shows adverse effects associated with all types of transfer.[iii] 

The breadth and quality of this evidence was sufficient to convince the North American Nursing Diagnostic Association to approve a diagnosis called relocation stress syndrome in 1992 and for the United States Administration on Aging to include transfer trauma in its Emergency Preparedness Manual for the Aging Network [iv] in 1995. 

This manual is in current use in many states and complements the United States Nursing Home Reform Act of 1987 that guarantees stability of residence for reasons other than insufficient medical provision, danger to health and safety, or nursing home closure. 
The severity and scope of transfer trauma effects vary with the symptoms and outcomes observed, the type of transfer, the mental and physical frailty of the elderly movers, and their readiness for relocation. 

Table 1 shows some of symptoms and outcomes found by researchers to result from residential transfers of elderly people.[v] 
 
Table 1: Symptoms and Outcomes of Transfer Trauma
	Emotive Symptoms
	Cognitive/Functional Symptoms and Outcomes
	Health Outcomes

	Depression
	Decreased vigour
	Mortality

	Anxiety
	Thought intrusion
	Morbidity

	Anger
	Perceived loss of control
	Weight loss

	Fearfulness
	Sleep disturbance
	Pressure sore formation

	Loss of trust
	Change in eating habits
	Medical visits

	Excess need of reassurance 
	Increased falls
	Loss of immunocompetence 

	Insecurity
	 
	Delirium

	Withdrawal 
	 
	 


      
      The most severe outcome is death. Based on large-scale controlled studies of up to 134,200 elderly movers, authors reported that transferred residents have mortality rates 2-4 times higher than in otherwise comparable residents without transfer.[vi] 
Further findings from these studies showed that death was frequent within hours or days of transfer and that the mortality risk was higher following inter-facility rather than intra-facility transfer.[vii] 
Other studies of fatal transfer trauma found disproportionately higher mortality in residents with cognitive impairment. These studies were of geriatric residents with dementing disorder[viii] and geriatric residents following deinstitutionalization from psychiatric facilities.[ix] 
Non-fatal outcomes include deterioration in health status, increased health risks (e.g., weight loss, loss of immunocompetence, frequent falling), lowered cognitive and physical functioning, and symptoms of emotional distress. One study found that elderly people at risk to pressure sores before transfer to a nursing home were more likely to develop sores if their post-relocation cortisol levels were high (i.e., cortisol increases because of stress).[x] 
This finding illustrates how the body’s reactions to stress can moderate effects on health outcomes. Likewise, transfer trauma effects such as depression and anxiety can predispose or exacerbate conditions of ill health.[xi]
Most studies of non-fatal transfer trauma limited the period of observation to a few weeks after transfer. Consequently, such studies may underestimate the incidence of adverse health outcomes that develop over longer durations. 
An increased frequency of falls following transfer illustrates this point. Falls are the leading cause of injury and death through accidents in the elderly (e.g., 90% of elderly hip fractures are the result of falls; half the persons so afflicted never show full recovery, and many die because of complications and concomitant illness). Falls that do not result in serious injury contribute to a fear of falling; this causes many older persons to reduce their physical activity; this in turn contributes to a higher risk of falls and injury.[xii] A study of brief duration is unlikely to apprehend such a sequence of events. 
 
Despite such limitations, however, several studies showed that transfer trauma affected sizeable proportions of relocated persons. 
A study of mentally vulnerable Australians found that 25% met relocation trauma criteria despite extensive premove preparation.[xiii] Such effects are not necessarily limited to the mentally most vulnerable. A study of intra-facility transfer within a nursing home showed that the movers had significant declines in physical health relative to non-movers regardless of cognitive status.[xiv]
Psychosocial factors that affect the severity of transfer trauma include the residents’ readiness to move. An institution can help prepare residents for relocation in many ways, with recommendations made in several studies for comprehensive monitoring and the use of specialized transfer teams.[xv] 
Residents report the experience of relocation to include strong feelings of loss of control, with an aim of most relocation programs being to restore that control through familiarization and other means.[xvi] 
A key issue concerns whether or not the resident is amenable or hostile to the relocation. If a resident or family is hostile (e.g., thinks the move is unreasonable, unfair, inappropriate), it is less likely that the efforts of a relocation team to alleviate trauma will meet with success. 
 
A potential measure of transfer trauma risk
Because the most significant outcome of transfer is mortality risk, it is important to assess such risk. A tool used to evaluate risk of mortality in elderly institution residents is the Changes in Health, End-Stage Disease and Symptoms and Signs (CHESS) measure. The CHESS derives from the Minimum Data Set (MDS) family of health assessment instruments federally mandated for use in all licensed nursing homes in the U.S.A., all complex continuing care facility in Ontario, and used in over twenty countries across the world. 
Validation of the CHESS measure included analyses of data from over 29,000 Ontario chronic care residents, of which over 8,000 died during the period of the study.[xvii] The CHESS is a composite measure that addresses changes in health, end-stage disease, and symptoms and signs of medical problems. 
It is a strong predictor of mortality independent of the effects of age, sex, activities of daily living impairment, cognition, and do-not-resuscitate orders. It is also strongly associated with physician activity, complex medical procedures, and pain. The CHESS includes items on symptoms (e.g., shortness of breath, eating, weight loss), changes in cognition and activities of daily living, and end-state disease. Completion of the CHESS should be by a Registered Nurse, with the scores subsequently reduced to a 6-point scale (i.e., 0-5). In the validation study the relative risk of mortality at the upper extreme of the scale was 
·       13.5 times higher than at the lowest level 
·       10.5 times higher after control for demographics, cognitive and physical competences, and do-not-resuscitate orders. 
 
 It is important to reiterate that the CHESS measures mortality risk independent of the criteria for levels of care recognized in most provinces. 
 
Such classification refers to cognitive and sensory impairments, activities of daily living, specific medical needs, and disruptive behaviour to evaluate requirements for care. Indexes of cognitive, sensory, and activities of daily living competences are not strong risk indicators for short-term mortality.[xviii]  
Conclusions
 
Because the effects of transfer trauma include excess mortality and damage to health, the conclusion is inescapable that relocation can put health and life at considerable risk. Residents may show sufficient risk of mortality that transfers without good cause should be inconceivable. Good cause according to the 1987 United States Nursing Home Reform Act only includes extreme medical necessity, threat to health and safety, or nursing home closure. Canada has no such provisions in any province. It’s time it did. 
 
http://flash.lakeheadu.ca/~mstones/transfertrauma.htm
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