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WORKSHOP GOALS AND OBJECTIVES
Living and Working with Grief and Loss
• Explore loss from death of loved ones and non-death experiences
• Learn the varied responses and needs people have in times of loss
• Identify how the pandemic adds complications and new layers of loss
• Challenge the popular idea of closure
• Explain how people need freedom to grieve in their own ways
• Analyze social barriers that restrict people’s ability to grieve
• Inspire new narratives for the importance of grief
• Understand how to carry joy and grief together
• Offer practical responses for supporting others in grief
• Consider additional self-care strategies
Working Effectively with Residents and Family Members in LTC
• Describe how what we think about and label residents and families can impact our work with them
• Discuss three responsibilities that many families hold themselves to once a loved one is admitted to a longterm care setting
• Describe how dialogue is different from conversation
• Discuss the 5 components of relationships and the opportunities they present for opening dialogue with
residents and families
• Describe the fundamental role that trust plays in working effectively with residents and families
Communicating with Families When a Loved One is Dying
• Discover ways to assist families who are anticipating the loss of a loved one
• Learn how to assess family situations during illness and work toward closure and acceptance
• Become knowledgeable about words and gestures that are helpful to families going through loss, and
those to avoid
Admission, Transfer and Discharge
• Understand all the elements with an Admission Policy
• Learn the requirements for permitting residents to return to facility
• Be able to describe the difference between Facility Initiated versus Resident Initiated Discharge/Transfer
• Understand all the elements of an involuntary/emergency discharge
• Requirements for a safe and orderly transfer/discharge
• Understand Bed Hold Policy
Movement as Self-Care
• Recognize how COVID-19 has increased stress levels and feelings of burnout
• Learn how movement works as a self-care tool; including the science behind why exercise boosts our
mood, improves our sleep, and reduces anxiety
• Identify ways to incorporate movement for elders in the facility
• Practice movement as self-care with gentle Pilates exercises

About Our Presenters...
Nancy Berns, is a professor of sociology at Drake University where she teaches classes on grief, death, emotions, violence, and justice.
Mercedes Bern-Klug, PhD, MSW, is the Director for the School of Social Work at the University of Iowa.
Jan Mathews, BSW, MDiv, is a Community Support Specialist for Iles Funeral Homes in Des Moines.
Mindla (Mindy) White is a LTC Bureau Chief for the Department of Inspections and Appeals. She has a B.S. in Nursing from Mercy College in Des Moines.
Vicki Worth, RN, BSBA has worked as a CNA, LPN, RN, and then DON. She is a LTC Bureau Chief for the Department of Inspections and Appeals.
Cassie Cumings-Peterson, JD, MA, NCPT, is a Nationally Certified Pilates Teacher and owner of Northwoods Pilates in Ankeny, Iowa.
Long Term Care Social Workers of Iowa

1040 Market Street, Carlisle, IA 50047 ltcswi@mchsi.com

www.ltcswi.com

515-989-6068

The Weight of Social Expectations
What can you unpack during the grief journey?
The weight of social expectations is a starting point to lighten the load.
You need closure.
Shouldn’t you be…
Are you not over that yet?
Am I normal?
If only I had…
What is wrong with me?

What is Grief? What is Loss?

Life is full of losses. We grieve the ending of
things that we wanted to keep longer.

Life, loved ones, marriage,
health, home, mental abilities,
physical abilities, friendship,
job, treasured possessions, pets, safety, childhood, career, trust, innocence, dreams,
security, independence, freedom, money, memory, identity, social role, or children at
home.
Added Layers of Loss from Covid-19 Pandemic
Loss of… time, celebrations, routine, social interactions, funeral rituals, family
gatherings, mobility, school, childcare, predictability, work situations

Disenfranchised Grief: Disenfranchised grief is grief that is not publicly recognized or
acknowledged by society. (Kenneth Doka)
Ambiguous Loss: Ambiguous loss is defined as having no verification of death or no
certainty that the person will come back. (Pauline Boss)
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Common Misconceptions about Grief
Myth #1: People grieve in predictable ways and go through stages of grief.
Reality: Research does not support the “stages of grief” model. Grief has no time
schedule and no predictable progression.
Myth #2: You need closure after a loss.
Reality: The intensity and experience of grief changes over time and people usually
learn how to integrate a loss into their lives. However, for many people grief for
a loved one is something they learn to carry rather than end.
Myth #3: You have to completely detach from the one who died in order to move on.
Reality: Most people develop continuing bonds with a close loved one who died.
Myth #4: Grief is a disease that needs to be cured.
Reality: Grief is a normal reaction to loss that varies widely for individuals.
Myth #5: Everyone struggles with grief and most need grief therapy.
Reality: Most people have effective coping skills for grief and progress with their life
with the help of their own social support network.
Myth #6: When around those grieving, it is better not to mention the loss or say the
name of the person who died.
Reality: Most people want opportunities to talk about their loved one who died.

Reflecting on why we grieve.
Grieving allows us to express what is wrong.
Grieving releases pain and pressure that builds.
Grieving helps identify what matters most.
We grieve because we love.

Carrying Grief
You do not need closure to heal.
You can carry joy and grief together.
Everyone grieves differently.
A loved one who died can help you live.
Find beauty in imperfect people and situations.

© Nancy Berns
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More helpful
(but also individual in responses)
I’m sorry.
I don’t know what to say.
I can’t imagine what you are going
through.

Sit down and tell me about it.
What was he/she like?
Would you like to talk?

© Nancy Berns
2021
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Supporting Others:
Freedom (for you and them) in knowing what NOT to do
• Don’t try to “fix” or take away their pain and grief.
• Don’t worry about finding “the right words.” (There are no “right words.”)
• Don’t minimize grief by trying to “look on the bright side.” (Avoid saying “at
least.”)
• Don’t assume people grieve a certain way based on gender, age, or other
factors.
• Don’t be afraid of tears—yours or theirs. (It is also okay if someone does not
cry.)
• Don’t hurry people through their grieving.

Supporting Others:
Walk beside them (without pushing, pulling, or taking their bag)
•
•
•
•
•
•

Listen. Be a witness to their pain.
Give space and grace for differences.
Invite them to do things with you or to talk. Even if they say no, being
remembered is important. Ask months later too.
Say the name of the person who died. Ask questions. (“What were they like?”)
Trust that healing and positive growth will come for others, but likely not on your
timeline.
Know other resources in community if they need additional support. (Clergy,
counselors, support groups, organizations.)

Caring for Yourself
When we don’t have enough time and care for ourselves, we can begin to show cracks
mentally, emotionally, physically and spiritually.
•
•
•
•
•
•

Nourish your body
Stretching, Exercise, Relaxation
Take a break before you break.
Find or create a space for beauty and grace.
Take time away from technology and social media.
Practice gratitude (tears optional)

Sometimes it feels like our lives are in the season of winter and that it will never end.
Spring does not come all at once. Healing takes time too.
There is beauty along the way. Thank you for all you do!!
Nancy Berns, Ph.D.
Drake University
www.nancyberns.com
© Nancy Berns
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Working Effectively with Residents and Families in
Long‐term Care

Long Term Care Social Workers of Iowa
Virtual Conference
April 2021

Working Effectively with Residents and Families in
Long‐term Care
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Objectives

Social work degrees:
BASW ‐ Undergraduate degree
MSW ‐ 5 MSW programs
Sioux City, Des Moines, Iowa
City, Quad Cities, and Online
PhD ‐ Only one in Iowa

• How we think and talk about families
• Context facing families

Certificates:
* Aging and Longevity Studies
* Critical Cultural Competence
* Trauma and Resilience

Mercedes Bern‐Klug, PhD, MSW
Professor and Director, School of Social Work

• Relationship Components
• TUBA Approach to working effectively with families
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Oppositional

‐

O.D.D.

• Ongoing, defiant, hostile behavior toward authority
• “But if your child or teenager has a frequent and persistent
pattern of anger, irritability, arguing, defiance or vindictiveness
toward you and other authority figures, he or she may have
oppositional defiant disorder (ODD).”
https://www.mayoclinic.org/diseases-conditions/oppositionaldefiant-disorder/symptoms-causes/syc-20375831
5
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Mercedes Bern‐Klug Univ of Iowa School of
Social Work
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State or Trait?

Families Feel Responsible

• Is this behavior an episodic event? In response to a
trigger? Temporary? Occasional? Unusual for the
person?

• Work to ensure access to BASIC
CARE
• Explain the resident to the staff

• Is this behavior a consistent trait of the person’s
personality.

• Demonstrate on‐going
commitment

• Assume STATE. Change the conditions, change the
behavior.

Bern‐Klug & Thompson, (2008). She’s the only mother I have. J
Gero Nursing
7
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I sat with my anger
long enough, until
she told me her real
name was grief....

Context: Residents and Families
• Pandemic
• Loss of functional health
• Loss of “home”
• Death of people and pets and some dreams
• Relationship roles
• Privacy and solitude
• Loneliness and emotional distance
• Sense of responsibility
• Sense of safety shaken
• Pandemic

Don Miguel Ruiz, Jr.
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Mercedes Bern‐Klug Univ of Iowa School of
Social Work
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Avoid Labeling People
• Stick to labeling the behavior or the interaction.
• Notice when you label them in your head.
• Approach them with curiosity and compassion and clarity.

13
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Relationships Components

15

•
•
•
•
•

*

Identity ‐ life experiences that bring a person to this moment
Interest ‐ what a person cares about
Power ‐ coercion or more broadly influence
Perceptions and misperceptions ‐ stereotypes
Patterns of interaction ‐ how have these persons habitually interacted with each
other?

• The mix of these components is constantly changing. [Either party can influence a
change in relationship]
• Can we think of conflict as revealing unmet human needs?
Source: Source: Saunders, H. (2009). Dialogue as a process for transforming
relationships. Berkovitch, Kremenyuk & Zartman (eds). The SAGE Handbook of
Conflict Resolution.
16
This Photo by Unknown Author is licensed under CC BY‐SA
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Approach ‐ Build and Sustain Trust

Social Work Relationships

Trust is fundamental
Trust is prevention and can help heal hurt
Trustworthiness is a trait

• Unconditional positive regard. Period. [Think back to role responsibilities.]
• Choose to respond to anger with curiosity and compassion.
“Please tell me what you were expecting........”
“How has Melissa handled disappointment in the past?”

Trust in you as the social worker and trust in the
organization ‐
Clarity in what you/org can provide –group setting.

• Breathe ‐ to steady self. “I’m going to take a moment to catch my breathe and
think about what you just said.”
• Clarify: “This is what I have noticed, this is why I am bringing this up, can you
help me understand?”

Trust you will not judge them harshly
Trust you are there to help

17
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Mercedes Bern‐Klug Univ of Iowa School of
Social Work
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Building Trust

Trust in Words and Deeds

• Start on Day 1 ‐ introduce to others
• Be available ‐ walk the halls get on the phone offer to ZOOM
• Show interest ‐
• Listen and share information –
• Do what you say you will do
• Follow‐up ‐ ask for feedback
• Don’t over promise
• Keep communication channels open
• Plan events for families to get to know you

How preferences and possessions are
treated.
How privacy is respected.
How residents are regarded.

19
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Approach ‐ Encourage Dialogue
• Dialogue – as a probing way of talking and listening.
• Involves listening with empathy.
• It is not something you do to another person‐‐ it is something
you do WITH another..
• The object of dialogue is a changed [strengthened] relationship.
Source: Saunders, H. (2009). Dialogue as a process for transforming relationships. Berkovitch, Kremenyuk & Zartman (eds).
The SAGE Handbook of Conflict Resolution.

21
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TUBA Approach
T
U
B
A

Trust ‐ build it from day 1
Understanding ‐ demonstrate it
Believe – voice it
Accept – and validate

Continue tapping imagination
There are ways to connect
We keep learning

• Unconditional positive regard.
• Curiosity instead of conflict.
• Family: Ensure basic care
• Family: Explain resident to staff
• Family: Show on‐going commitment
23
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Admission, Transfer,
Discharge
PRESENTED BY: DIA HFD
Mindla White, LTC Bureau II Chief mindla.white@dia.iowa.gov
Vicki Worth, LTC Bureau I Chief
vicki.worth@dia.iowa.gov

Objectives
● Understand all elements of an Admission Policy
● Be able to describe the difference between Facility Initiated
versus Resident Initiated Discharge or Transfer
● Understand all the elements of an involuntary or emergency
discharge
● Requirements for a safe and orderly transfer or discharge.
● Learn the requirements for permitting residents to return to
the facility
● Understand Bed Hold Policy

Federal Regulations pertaining to Admission, Transfer, Discharge

➢
➢
➢
➢
➢
➢
➢

F620
F621
F622
F623
F624
F625
F626

-

Admissions Policy
Equal Practices Regardless of Payment Source
Transfer and Discharge Requirements
Notice Requirements Before Transfer/Discharge
Preparation for Safe/Orderly Transfer/Discharge
Notice of Bed Hold Policy Before/Upon Transfer
Permitting Residents to Return to Facility

F620 - §483.15(a) Admissions Policy
§483.15(a)(1) The facility must establish and implement an admissions policy.
§483.15(a)(2) The facility must—
(i) Not request or require residents or potential residents to waive their rights as set
forth in this subpart and in applicable state, federal or local licensing or certification
laws, including but not limited to their rights to Medicare or Medicaid; and
(ii) Not request or require oral or written assurance that residents or potential residents
are not eligible for, or will not apply for, Medicare or Medicaid benefits.
(iii) Not request or require residents or potential residents to waive potential facility
liability for losses of personal property.

F620 - §483.15(a) Admissions Policy
§483.15(a)(3)
The facility must not request or require a third party guarantee of
payment to the facility as a condition of admission or expedited
admission, or continued stay in the facility. However, the facility may
request and require a resident representative who has legal access to a
resident’s income or resources available to pay for facility care to sign a
contract, without incurring personal financial liability, to provide facility
payment from the resident’s income or resources.

F620 - §483.15(a) Admissions Policy
§483.15(a)(4) In the case of a person eligible for Medicaid, a nursing facility must not
charge, solicit, accept, or receive, in addition to any amount otherwise required to be
paid under the State plan, any gift, money, donation, or other consideration as a
precondition of admission, expedited admission or continued stay in the facility.
However,—
(i) A nursing facility may charge a resident who is eligible for Medicaid for items
and services the resident has requested and received, and that are not specified
in the State plan as included in the term ‘‘nursing facility services’’ so long as
the facility gives proper notice of the availability and cost of these services to
residents and does not condition the resident’s admission or continued stay on
the request for and receipt of such additional services; and
(ii) A nursing facility may solicit, accept, or receive a charitable, religious, or
philanthropic contribution from an organization or from a person unrelated to a
Medicaid eligible resident or potential resident, but only to the extent that the
contribution is not a condition of admission, expedited admission, or continued
stay in the facility for a Medicaid eligible resident.

F620 - §483.15(a) Admissions Policy
§483.15(a)(5)
States or political subdivisions may apply stricter admissions
standards under State or local laws than are specified in this section,
to prohibit discrimination against individuals entitled to Medicaid.

F620 - §483.15(a) Admissions Policy
§483.15(a)(6) A nursing facility must disclose and provide to a resident or
potential resident prior to time of admission, notice of special
characteristics or service limitations of the facility.
§483.15(a)(7) A nursing facility that is a composite distinct part as
defined in §483.5 must disclose in its admission agreement its physical
configuration, including the various locations that comprise the
composite distinct part, and must specify the policies that apply to room
changes between its different locations under paragraph (c)(9) of this
section.

Guidance
➢

Residents must not be asked to waive facility responsibility for the loss
of their personal property or be unable to use personal property
because it is only permitted in the facility if safeguarded by the
facility in a manner that makes the property essentially inaccessible
to the resident.
➢ Examples of reasonable facility policies, establishing a process to
document high value personal property, Establishing a process to work
with residents, and their representatives to ensure safety as well as
availability to the cash and other certain items.
➢ A resident cannot be discharged for nonpayment while their Medicaid
eligibility is pending.

F621- §483.15(b) Equal access to quality care
§483.15(b)(1) A facility must establish, maintain and implement identical
policies and practices regarding transfer and discharge, as defined in
§483.5 and the provision of services for all individuals regardless of
source of payment, consistent with §483.10(a)(2);
§483.15(b)(2) The facility may charge any amount for services furnished
to non-Medicaid residents unless otherwise limited by state law and
consistent with the notice requirement in §483.10(g)(18)(i) and (g)(4)(i)
describing the charges; and

F621- §483.15(b) Equal access to quality care
§483.15(b)(3) The State is not required to offer additional services on
behalf of a resident other than services provided in the State plan.
§483.15(c)(9) Room changes in a composite distinct part.
Room changes in a facility that is a composite distinct part (as defined in
§ 483.5) are subject to the requirements of § 483.10(e)(7) and must be
limited to moves within the particular building in which the resident
resides, unless the resident voluntarily agrees to move to another of the
composite distinct part’s locations.

F622 - §483.15(c) Transfer and discharge
§483.15(c)(1) Facility requirements(i) The facility must permit each resident to remain in the facility, and not transfer or
discharge the resident from the facility unless—
(A) The transfer or discharge is necessary for the resident’s welfare and the
resident’s needs cannot be met in the facility;
(B) The transfer or discharge is appropriate because the resident’s health has
improved sufficiently so the resident no longer needs the services provided by the
facility;
(C) The safety of individuals in the facility is endangered due to the clinical or
behavioral status of the resident;
(D) The health of individuals in the facility would otherwise be endangered;
(E) The resident has failed, after reasonable and appropriate notice, to pay for (or
to have paid under Medicare or Medicaid) a stay at the facility. Nonpayment
applies if the resident does not submit the necessary paperwork for third party
payment or after the third party, including Medicare or Medicaid, denies the claim
and the resident refuses to pay for his or her stay. For a resident who becomes
eligible for Medicaid after admission to a facility, the facility may charge a
resident only allowable charges under Medicaid; or
(F) The facility ceases to operate.

F622 - §483.15(c) Transfer and discharge
§483.15(c)(1) Facility requirements(ii) The facility may not transfer or discharge the resident while the appeal is
pending, pursuant to § 431.230 of this chapter, when a resident exercises his or
her right to appeal a transfer or discharge notice from the facility pursuant to §
431.220(a)(3) of this chapter, unless the failure to discharge or transfer would
endanger the health or safety of the resident or other individuals in the facility.
The facility must document the danger that failure to transfer or discharge would
pose.

F622 - §483.15(c) Transfer and discharge
§483.15(c)(2) Documentation
When the facility transfers or discharges a resident under any of the
circumstances specified in paragraphs (c)(1)(i)(A) through (F) of this
section, the facility must ensure that the transfer or discharge is
documented in the resident’s medical record and appropriate
information is communicated to the receiving health care institution or
provider.

F622 - §483.15(c) Transfer and discharge
(i) Documentation in the resident’s medical record must include:
(A) The basis for the transfer per paragraph (c)(1)(i) of this section.
(B) In the case of paragraph (c)(1)(i)(A) of this section, the specific resident need(s) that
cannot be met, facility attempts to meet the resident needs, and the service available at
the receiving facility to meet the need(s).
(ii) The documentation required by paragraph (c)(2)(i) of this section must be made by—
(A) The resident’s physician when transfer or discharge is necessary under paragraph (c)
(1) (A) or (B) of this section; and
(B) A physician when transfer or discharge is necessary under paragraph (c)(1)(i)(C) or (D)
of this section.
(iii) Information provided to the receiving provider must include a minimum of the following:
(A) Contact information of the practitioner responsible for the care of the resident.
(B) Resident representative information including contact information
(C) Advance Directive information
(D) All special instructions or precautions for ongoing care, as appropriate.
(E) Comprehensive care plan goals;
(F) All other necessary information, including a copy of the resident’s discharge
summary, consistent with §483.21(c)(2) as applicable, and any other documentation, as
applicable, to ensure a safe and effective transition of care.

DEFINITIONS
“Facility-initiated transfer or discharge”:
A transfer or discharge which the resident objects to, did not originate
through a resident’s verbal or written request, and/or is not in alignment
with the resident’s stated goals for care and preferences.

DEFINITIONS
“Resident-initiated transfer or discharge”:
Means the resident or, if appropriate, the resident representative has
provided verbal or written notice of intent to leave the facility (leaving
the facility does not include the general expression of a desire to return
home or the elopement of residents with cognitive impairment).

DEFINITIONS
“Transfer and Discharge”:
Includes movement of a resident to a bed outside of the certified facility
whether that bed is in the same physical plant or not. Transfer and
discharge does not refer to movement of a resident to a bed within the
same certified facility. Specifically, transfer refers to the movement of a
resident from a bed in one certified facility to a bed in another certified
facility when the resident expects to return to the original facility.
Discharge refers to the movement of a resident from a bed in one
certified facility to a bed in another certified facility or other location in
the community, when return to the original facility is not expected.

Guidance for F622
In the following limited circumstances, facilities may initiate transfers or
discharges:
1. The discharge or transfer is necessary for the resident’s welfare and the
facility cannot meet the resident’s needs.
2. The resident’s health has improved sufficiently so that the resident no
longer needs the care and/or services of the facility.
3. The resident’s clinical or behavioral status (or condition) endangers the
safety of individuals in the facility.
4. The resident’s clinical or behavioral status (or condition) otherwise
endangers the health of individuals in the facility.
5. The resident has failed, after reasonable and appropriate notice to pay,
or have paid under Medicare or Medicaid, for his or her stay at the facility.
6. The facility ceases to operate.

Guidance for F622
Surveyors must ensure that for discharges related to circumstances 1, 3, or 4
above, the facility has fully evaluated the resident, and does not base the
discharge on the resident’s status at the time of transfer to the acute care
facility. See additional guidance at F626, §483.15(e) (1),
Permitting Residents to Return. Facility-initiated transfers and discharges must
meet all transfer and discharge requirements at §483.15(c) (1) - (5).

Guidance for F622
Section §483.15(c) (1) (i) provides that “The facility must permit each resident to
remain in the facility, and not transfer or discharge the resident from the facility
unless….” This means that once admitted, for most residents (other than
short-stay rehabilitation residents) the facility becomes the resident’s home.
Facilities are required to determine their capacity and capability to care for the
residents they admit. Therefore, facilities should not admit residents whose
needs they cannot meet based on the Facility Assessment. (See F838, Facility
Assessment). There may be rare situations, such as when a crime has occurred,
that a facility initiates a discharge immediately, with no expectation of the
resident’s return.

Guidance for F622
NOTE:
In reviewing complaints for facility-initiated discharges that do not honor a
resident’s right to return following a hospitalization or therapeutic leave, surveyors
would review both transfer and discharge requirements because the situation
begins as a transfer and then changes to a discharge when the facility decides it
will not permit the resident to return.
If transfer is due to a significant change in the resident’s condition, but not an
emergency requiring an immediate transfer, then prior to any action, the facility
must conduct and document the appropriate assessment to determine if revisions
to the care plan would allow the facility to meet the resident’s needs. (See
§483.20(b) (2) (ii), F637 for information concerning assessment upon significant
change.)

Guidance for F622
Nonpayment as Basis for Discharge
Non-payment for a stay in the facility occurs when:
• The resident has not submitted the necessary paperwork for third party (including
Medicare/Medicaid) payment; or
• After the third party payor denied the claim and the resident refused to pay.
It is the responsibility of the facility to notify the resident of their change in payment
status, and the facility should ensure the resident has the necessary assistance to
submit any third party paperwork. In situations where a resident representative has
failed to pay, the facility may discharge the resident for nonpayment; however, if
there is evidence of exploitation or misappropriation of the resident’s funds by the
representative, the facility should take steps to notify the appropriate authorities on
the resident’s behalf, before discharging the resident.
For a resident who becomes eligible for Medicaid after admission to a facility, the
facility may charge a resident only allowable charges under Medicaid. Additionally,
conversion from a private pay rate to payment at the Medicaid rate does not
constitute non-payment.

Guidance for F622
Emergent Transfers to Acute Care
Residents who are sent emergently to the hospital are considered
facility-initiated transfers because the resident’s return is generally
expected.
Residents who are sent to the emergency room, must be permitted to
return to the facility, unless the resident meets one of the criteria under
which the facility can initiate discharge. In a situation where the facility
initiates discharge while the resident is in the hospital following
emergency transfer, the facility must have evidence that the resident’s
status is not based on his or her condition at the time of transfer) meets
one of the criteria at §483.15(c)(i)(A) through (D).

Guidance for F622
483.15(c)(1)(ii) Discharge pending appeal
When a resident chooses to appeal his or her discharge from the facility, the
facility may not discharge the resident while the appeal is pending.
Additionally, if a resident’s initial Medicaid application is denied but appealed,
the resident is not considered to be in nonpayment status. Thus, an appeal
suspends a finding of nonpayment. Appeal procedures vary by State.
If the resident, or if applicable, their representative, appeals his or her
discharge while in a hospital, facilities must allow the resident to return
pending their appeal, unless there is evidence that the facility cannot meet
the resident’s needs, or the resident’s return would pose a danger to the
health or safety of the resident or others in the facility. If there are concerns
related to a facility’s determination that it cannot meet a resident’s needs,
surveyors should assess whether the facility has admitted residents with similar
needs. A facility’s determination to not permit a resident to return while an
appeal of the resident’s discharge is pending must not be based on the
resident’s condition when originally transferred to the hospital.

F623 - §483.15(c)(3) Notice before transfer
§483.15(c)(3) Notice before transfer.
Before a facility transfers or discharges a resident, the facility must—
(i) Notify the resident and the resident’s representative(s) of the
transfer or discharge and the reasons for the move in writing and in a
language and manner they understand. The facility must send a copy
of the notice to a representative of the Office of the State
Long-Term Care Ombudsman.
(ii) Record the reasons for the transfer or discharge in the resident’s
medical record in accordance with paragraph (c)(2) of this section;
and
(iii) Include in the notice the items described in paragraph (c)(5) of
this section.

F623 - §483.15(c)(3) Notice before transfer
§483.15(c)(4) Timing of the notice.
(i) Except as specified in paragraphs (c)(4)(ii) and (c)(8) of this section, the notice of
transfer or discharge required under this section must be made by the facility at least 30
days before the resident is transferred or discharged.
(ii) Notice must be made as soon as practicable before transfer or discharge when—
(A) The safety of individuals in the facility would be endangered under paragraph
(c)(1)(i)(C) of this section;
(B) The health of individuals in the facility would be endangered, under paragraph
(c)(1)(i)(D) of this section;
(C) The resident’s health improves sufficiently to allow a more immediate transfer
or discharge, under paragraph (c)(1)(i)(B) of this section;
(D) An immediate transfer or discharge is required by the resident’s urgent medical
needs, under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30 days.

F623 - §483.15(c)(3) Notice before transfer
§483.15(c)(5) Contents of the notice.
The written notice specified in paragraph (c)(3) of this section must include the following
(i) The reason for transfer or discharge;
(ii) The effective date of transfer or discharge;
(iii) The location to which the resident is transferred or discharged;
(iv) A statement of the resident’s appeal rights, including the name, address (mailing and email),
and telephone number of the entity which receives such requests; and information on how to
obtain an appeal form and assistance in completing the form and submitting the appeal hearing
request;
(v) The name, address (mailing and email) and telephone number of the Office of the State
Long-Term Care Ombudsman;
(vi) For nursing facility residents with intellectual and developmental disabilities or related
disabilities, the mailing and email address and telephone number of the agency responsible for
the protection and advocacy of individuals with developmental disabilities established under Part
C of the Developmental Disabilities Assistance and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and
(vii) For nursing facility residents with a mental disorder or related disabilities, the mailing and
email address and telephone number of the agency responsible for the protection and advocacy
of individuals with a mental disorder established under the Protection and Advocacy for Mentally
Ill Individuals Act.

F623 - §483.15(c)(3) Notice before transfer
§483.15(c)(6) Changes to the notice.
If the information in the notice changes prior to effecting the transfer or
discharge, the facility must update the recipients of the notice as soon
as practicable once the updated information becomes available.

F623 - §483.15(c)(3) Notice before transfer
§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is the administrator of
the facility must provide written notification prior to the impending
closure to the State Survey Agency, the Office of the State Long-Term
Care Ombudsman, residents of the facility, and the resident
representatives, as well as the plan for the transfer and adequate
relocation of the residents, as required at § 483.70(l).

Guidance for F623
The requirements at §483.15(c)(3)-(6) only apply to facility-initiated transfers and
discharges, not resident-initiated transfers and discharges. This guidance will address
the requirement to send a notice in situations where the facility initiates a transfer or
discharge, including discharges that occur while the resident remains in the hospital
after emergency transfer.
Facility-initiated transfers and discharges generally occur when the facility determines
it should not, or cannot provide needed care or services to a resident in accordance
with F622, Transfer and Discharge Requirements. Whether or not a resident agrees
with the facility’s decision, the requirements at §483.15(c)(3)-(6) apply whenever a
facility initiates the transfer or discharge.

Guidance for F623
A resident-initiated transfer or discharge is one in which the resident has provided
written or verbal notice of their intent to leave the facility, which is documented
in the resident’s record. A resident’s expression of a general desire to return home
or to the community or elopement of a resident who is cognitively impaired should
not be taken as a notice of intent to leave. When a resident initiates his or her
transfer or discharge, the medical record should contain documentation or
evidence of the resident’s or resident representative’s verbal or written notice of
intent to leave the facility, a discharge care plan, and documented discussions
with the resident or if appropriate his/her representative, containing details of
discharge planning, and arrangements for post-discharge care (See F660, Discharge
Planning Process). Additionally, the comprehensive care plan should contain the
resident’s goals for admission and desired outcomes, which should be in alignment
with the discharge if it is resident initiated. Therapeutic leave is a type of
resident-initiated transfer. However, if the facility makes a determination to not
allow the resident to return, the transfer becomes a facility-initiated discharge.

Guidance for F623
Notice of Transfer or Discharge and Ombudsman Notification
For facility-initiated transfer or discharge of a resident, the facility must notify
the resident and the resident’s representative(s) of the transfer or discharge and
the reasons for the move in writing and in a language and manner they
understand. Additionally, the facility must send a copy of the notice of transfer or
discharge to the representative of the Office of the State Long-Term Care (LTC)
Ombudsman. The intent of sending copies of the notice to a representative of the
Office of the State LTC Ombudsman is to provide added protection to residents
from being inappropriately discharged, provide residents with access to an
advocate who can inform them of their options and rights, and to ensure that the
Office of the State LTC Ombudsman is aware of facility practices and activities
related to transfers and discharges. Notice to the Office of the State LTC
Ombudsman must occur before or as close as possible to the actual time of a
facility-initiated transfer or discharge. The medical record must contain evidence
that the notice was sent to the Ombudsman. While Ombudsman Programs vary
from state to state, facilities must know the process for ombudsman notification
in their state.

Guidance for F623
Facility-Initiated Transfers and Discharges
In situations where the facility has decided to discharge the resident while the
resident is still hospitalized, the facility must send a notice of discharge to the
resident and resident representative, and must also send a copy of the discharge
notice to a representative of the Office of the State LTC Ombudsman. Notice to the
Office of the State LTC Ombudsman must occur at the same time the notice of
discharge is provided to the resident and resident representative, even though, at the
time of initial emergency transfer, sending a copy of the transfer notice to the
ombudsman only needed to occur as soon as practicable as described below.
For any other types of facility-initiated discharges, the facility must provide notice of
discharge to the resident and resident representative along with a copy of the notice
to the Office of the State LTC Ombudsman at least 30 days prior to the discharge or
as soon as possible. The copy of the notice to the ombudsman must be sent at the
same time notice is provided to the resident and resident representative.

Guidance for F623
Emergency Transfers
When a resident is temporarily transferred on an emergency basis to an acute care
facility, this type of transfer is considered to be a facility-initiated transfer and a
notice of transfer must be provided to the resident and resident representative as soon
as practicable, according to 42 CFR §483.15(c)(4)(ii)(D). Copies of notices for
emergency transfers must also still be sent to the ombudsman, but they may be sent
when practicable, such as in a list of residents on a monthly basis.

Guidance for F623
Resident-Initiated Transfers and Discharges
A resident-initiated transfer or discharge means the resident or, if appropriate, the resident
representative has provided verbal or written notice of intent to leave the facility. The medical
record must contain documentation or evidence of the resident’s or resident representative’s
verbal or written notice of intent to leave the facility. While a resident’s expression of a general
desire or goal to return home or to the community or the elopement of a resident who is
cognitively impaired should be taken into consideration for the purposes of discharge planning
and community placement, it should not be taken as notice of intent to leave the facility and
does not constitute a resident-initiated transfer or discharge. For resident-initiated transfers or
discharges, sending a copy of the notice to the ombudsman is not required because the notice
requirement does not apply to resident-initiated transfers or discharges.
Surveyors must determine whether a transfer or discharge is resident or facility-initiated. The
medical record should contain documentation or evidence of the resident’s or resident
representative’s verbal or written notice of intent to leave the facility, a discharge care plan, and
documented discussions with the resident or, if appropriate, his/her representative, containing
details of discharge planning and arrangements for post-discharge care (See F660, Discharge
Planning Process, and F661, Discharge Summary). Additionally, the comprehensive care plan
should contain the resident’s goals for admission and desired outcomes, which should be in
alignment with the discharge if it is resident-initiated. If a surveyor has concerns about whether a
resident-initiated transfer or discharge was actually a facility-initiated transfer or discharge, the
surveyor should investigate further through interviews and record review.

Guidance for F623
Timing of the Notice
Generally, this notice must be provided at least 30 days prior to the transfer or
discharge. Exceptions to the 30-day requirement apply when the transfer or
discharge is effected because:
• The resident’s welfare is at risk, and his or her needs cannot be met in the
facility (i.e., emergency transfer to an acute care facility); or
• The health or safety of others in the facility is endangered.
In these cases, the notice must be provided as soon as practicable and notice to
the ombudsman in these situations can be sent when practicable, such as a list of
residents on a monthly basis.

Guidance for F623
Changes to the Notice
If information in the notice changes, the facility must update the recipients of the
notice as soon as practicable with the new information to ensure that residents
and their representatives are aware of and can respond appropriately. For
significant changes, such as a change in the destination, a new notice must be
given that clearly describes the change(s) and resets the transfer or discharge
date, in order to provide 30 day advance notification.
Notice in Advance of Facility Closure:
Refer to §483.70(l), F845 for guidance related to evaluating Notice in Advance of
Facility Closure.

F624 - §483.15(c)(7)
Orientation for transfer or discharge
A facility must provide and document sufficient preparation and
orientation to residents to ensure safe and orderly transfer or discharge
from the facility. This orientation must be provided in a form and
manner that the resident can understand.

F624 - Definition
“Transfer and Discharge”:
Includes movement of a resident to a bed outside of the certified facility
whether that bed is in the same physical plant or not. Transfer and
discharge does not refer to movement of a resident to a bed within the
same certified facility. Specifically, transfer refers to the movement of a
resident from a bed in one certified facility to a bed in another certified
facility when the resident expects to return to the original facility.
Discharge refers to the movement of a resident from a bed in one
certified facility to a bed in another certified facility or other location in
the community, when return to the original facility is not expected.

F625 - §483.15(d)
Notice of bed-hold policy and return
§483.15(d)(1) Notice before transfer. Before a nursing facility transfers a
resident to a hospital or the resident goes on therapeutic leave, the
nursing facility must provide written information to the resident or
resident representative that specifies—
(i) The duration of the state bed-hold policy, if any, during which the
resident is permitted to return and resume residence in the nursing
facility;
(ii) The reserve bed payment policy in the state plan, under § 447.40
of this chapter, if any;
(iii) The nursing facility’s policies regarding bed-hold periods, which
must be consistent with paragraph (e)(1 ) of this section, permitting
a resident to return; and
(iv) The information specified in paragraph (e)(1) of this section.

F625 - §483.15(d)
Notice of bed-hold policy and return
§483.15(d)(2) Bed-hold notice upon transfer. At the time of transfer of a
resident for hospitalization or therapeutic leave, a nursing facility must
provide to the resident and the resident representative written notice
which specifies the duration of the bed-hold policy described in
paragraph (d)(1) of this section.

F625 - §483.15(d)
Notice of bed-hold policy and return
DEFINITIONS
“Bed-hold”: Holding or reserving a resident’s bed while the resident is
absent from the facility for therapeutic leave or hospitalization.
“Reserve Bed Payment”: Payments made by a State to the facility to
hold a bed during a resident’s temporary absence from a nursing facility.
“Therapeutic Leave”: Absences for purposes other than required
hospitalization.

Guidance for F625
Notice of Bed-Hold Policy
All facilities must have policies that address holding a resident’s bed
during periods of absence, such as during hospitalization or therapeutic
leave. Additionally, facilities must provide written information about
these policies to residents prior to and upon transfer for such absences.
This information must be provided to all facility residents, regardless of
their payment source.
These provisions require facilities to issue two notices related to
bed-hold policies. The first notice could be given well in advance of any
transfer, i.e., information provided in the admission packet. Reissuance
of the first notice would be required if the bed-hold policy under the
State plan or the facility’s policy were to change.

Guidance for F625
Notice of Bed-Hold Policy
The second notice must be provided to the resident, and if applicable
the resident’s representative, at the time of transfer, or in cases of
emergency transfer, within 24 hours. It is expected that facilities will
document multiple attempts to reach the resident’s representative in
cases where the facility was unable to notify the representative.
The notice must provide information to the resident that explains the
duration of bed-hold, if any, and the reserve bed payment policy. It
should also address permitting the return of residents to the next
available bed.

Guidance for F625
When a resident residing in a skilled nursing facility under Medicare is
hospitalized or takes therapeutic leave, Medicare will not pay to hold the
bed. Facility policies may allow the resident to pay privately to hold his
or her bed. While the provisions of this requirement specifically address
bed-hold under Medicaid law, facilities must make all residents aware in
writing of their policies related to holding beds during absences from the
facility.

F626 - §483.15(e)(1)
Permitting residents to return to facility
§483.15(e)(1) Permitting residents to return to facility.
A facility must establish and follow a written policy on permitting residents to return
to the facility after they are hospitalized or placed on therapeutic leave. The policy
must provide for the following.
(i) A resident, whose hospitalization or therapeutic leave exceeds the bed-hold period
under the State plan, returns to the facility to their previous room if available or
immediately upon the first availability of a bed in a semi-private room if the
resident—
(A) Requires the services provided by the facility; and
(B) Is eligible for Medicare skilled nursing facility services or Medicaid nursing
facility services.
(ii) If the facility that determines that a resident who was transferred with an
expectation of returning to the facility, cannot return to the facility, the facility must
comply with the requirements of paragraph (c) as they apply to discharges.

F626 - §483.15(e)(1)
Permitting residents to return to facility
§483.15(e)(2) Readmission to a composite distinct part. When the facility
to which a resident returns is a composite distinct part (as defined in §
483.5), the resident must be permitted to return to an available bed in
the particular location of the composite distinct part in which he or she
resided previously. If a bed is not available in that location at the time of
return, the resident must be given the option to return to that location
upon the first availability of a bed there.

Guidance for F626
Not permitting a resident to return following hospitalization or therapeutic
leave requires a facility to meet the requirements for a facility-initiated
discharge as outlined in §483.15(c)(1)(ii). A facility must not discharge a
resident unless:
1. The discharge or transfer is necessary for the resident’s welfare and the
facility cannot meet the resident’s needs.
2. The resident’s health has improved sufficiently so that the resident no
longer needs the services of the facility.
3. The resident’s clinical or behavioral status endangers the safety of
individuals in the facility.
4. The resident’s clinical or behavioral status endangers the health of
individuals in the facility.
5. The resident has failed to pay for (or to have paid under Medicare or
Medicaid) his or her stay at the facility.
6. The facility ceases to operate.

Thanks for having us!

4/6/21

Movement as Self-Care
Cassie Cum ings-Peterson, Northwoods Pilates & W ellness
www.northwoodspilates.com
cassie@northwoodspilates.com

1

Brief Biography

 Cassie Cum ings-Peterson, JD, M A, NCPT, is a
Nationally Certified Pilates Teacher and the owner
of Northwoods Pilates in Ankeny, Iowa. She studied
law at the University of Iowa, obtained a M aster’s
Degree in Political Science, and spent several years
as the Assistant Director of a local non-profit
assisting victim s of dom estic and sexual assault.
 During these stressful tim es as a student, advocate,
and business owner, Cassie practiced and taught
Pilates as a way to m aintain her physical and
m ental health.
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Objectives

 Participants will
 Recognize how COVID-19 has increased stress levels and feelings of burnout
 Learn how movement works as a self-care tool; including why exercise boosts our mood, improves
our sleep, and reduces anxiety
 Identify ways to incorporate movement for residents in the long-term care facility
 Practice movement as self-care with gentle Pilates exercises
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COVID-19 and Burnout
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“A year of uncertainty, of being whipsawed
between anxiety and depression, of seeing expert
predictions wither away and goal posts shift, has
left many people feeling that they are existing in a
kind of fog, the world shaded in gray.”
Sarah Lyall, New York Tim es
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“Malaise, burnout, depression and
stress – all of those are up
considerably.”
Todd Katz, Vice President of Group Benefits at MetLife, quoted in the New York Tim es
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Movement as a Self-Care Tool
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Your Brain on
Exercise
 Incre a se s short-te rm e up horia
 Slow s d ow n a ging
 Im p rove s m e m ory
 D e cre a se s b ra in fog
 Incre a se s e ne rgy, focus, a nd a tte ntion
 D e cre a se s stre ss
 Im p rove s e m otiona l p roce ssing

 Source : http s://p ositive p sychology.com /e xe rcise ne urologica l-b e ne fits/
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Additional
benefits to regular
exercise
Keep and improve your strength
Keep and improve your
balance
Build strong bones
Manage and prevent some
diseases
Sleep better
Source:
https://www.nia.nih.gov/health/re
al-life-benefits-exercise-andphysical-activity
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The Pilates Method
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Joseph Pilates, 1883-1967
 Joseph Pilates was a G erm an-born
inventor and creator of the Pilates
M ethod of exercise.
 Interned during W W I on the Isle of M an in
England.
 Im m igrated to the U.S. around 1925.
 Opened his gym in NYC and taught
“Contrology” along with his Clara until his
death.
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 Better posture
 Control over the body’s m ovem ents

Benefits of Pilates

 Core strength
 Less back pain
 Better flexibility
 Injury prevention
 Increased athletic perform ance
 Enhanced m indfulness
 More relaxed state
 Better m ood
 Less stress

 Source: https://tim e.com /4676903/pilates-benefitsworkout
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“Change happens
through movement, and
movement heals.”
Joseph Pilates
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Movement Strategies
to Prioritize Your
Wellness

 C hoose e xe rcise you e njoy
 Exe rcise w ith a frie nd
 Use m ove m e nt b re a ks w he n you’re fe e ling fra zzle d
 Use e xe rcise a s a signa l to e nd your w orkd a y
 Sche d ule your m ove m e nt tim e
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By continuing with the following exercises, I consent that I am voluntarily participating in an
exercise program based on the Pilates Method with the certified instructors at Northwoods
Pilates & W ellness (“NPW ”). I knowingly and voluntarily assum e any and all risks of, and take full
responsibility for any personal injury, death and/or dam age that m ay arise from services
received by m e in connection with NPW instructors. This includes m y use of any third-party
equipm ent and prem ises, such as I would encounter during a long-distance online Pilates
session.
I understand that the Pilates Method is a form of physical activity with the purpose of increasing
m y body awareness, core strength, balance, overall strength and flexibility, and postural
alignm ent. The exercises m ay be done on the m at or with equipm ent. I do not hold m y Pilates
instructor responsible for any physical ailm ents that m ay result from workouts in the studio, or
from any exercises perform ed outside the studio under the recom m endation of NPW . I
recognize that exercise carries som e risk to the m usculoskeletal system and the
cardiorespiratory system . I hereby acknowledge and accept these risks.
I agree to listen to m y instructor and heed all warnings, cautions and instructions during all
workouts to ensure m y safety. I hereby affirm that I am in good physical condition and do not
suffer from any disability that would prevent m y participation in this exercise program . NPW
recom m ends obtaining a physician’s approval prior to involvem ent in a progressive exercise
program .
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