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Presentation Notes
We want to welcome you to our 3rd presentation in our All About ALZ Monthly Series where we hope to bring you useful information that you can take back with you to your respite and support groups and/or those you might be caring for in your family or social support system. It’s a pleasure to be here with you today. For those of you I haven’t met, My name is Joan Asseff and I am a licensed clinical social worker here in the state of Texas. I have spent most of my career working with older adults in a wide array of settings, including skilled nursing, hospice, home health, psychiatric care and private clinical practice. I now teach clinical social work at the Steve Hicks School of Social Work at UT Austin. I have worked extensively with individuals and caregivers going through the extreme challenges of Alzheimer’s Disease and other dementias and I want to recognize the selfless and painstaking work you do in various ways to support those impacted by this very difficult disease. I am honored and humbled to be with you today as we problem solve together to support those with Alzheimer’s Disease, their caregivers, and their families. We want you to know that we are recording this session to others can benefit from it in the future amd we invite your participation and questions at the end when we will have plenty of time for discussion. So, with that, we will get started. 



Alzheimer’s Texas 
 
A privately funded voluntary health organization 

formed in 1982 to serve Central Texans with 
Alzheimer’s disease and their caregivers. 

 
MISSION 
 To eliminate Alzheimer's disease and related 

disorders through the advancement of research 
and to enhance care and support for individuals, 
their families, and caregivers. 

 
VISION 
 To create and sustain a dementia capable Texas 

in which persons with Alzheimer’s and related 
disorders, and their families, receive quality 
care, effective treatments, and meaningful 
support. 
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Presentation Notes
Just a quick note about Alzheimer’s Texas before we get started. As I am sure many of you know, Alz TX is an independent local nonprofit that used to be known as the Alzheimer’s Association Capital of Texas Chapter. They have been a privately funded, voluntary health organization since 1982 serving central Texans with Alzheimer’s disease and their caregivers.  About 3 or 4 year ago, Alz TX broke away to form their own nonprofit and decided to focus 100% of their funds and efforts here in Central Texas. However, Alz TX maintains the same level of commitment providing support, education, and advocacy for those affected by Alzheimer’s in our community. Currently, Alz TX reaches about 12 to 16 counties, though the pandemic has allowed them to reach a broader population in Texas through a virtual platform.  Alz TX continues to carry out its vital mission: to eliminate Alzheimer’s disease and related disorders through the advancement of research and to enhance care and support for individuals, their families, and caregivers. 

I always tell my gerontology focused students that Alzheimer’s and other dementias are an increasingly urgent public health issue and one of the most significant health crises of our lifetime, especially as the baby boomers are aging and the life expectancy is increasing.  1 in 9 people over 65 and nearly 50% of people over 85 have a form of dementia. Many people will live with these diseases for longer, creating unprecedented demands on our society and our healthcare system. This is why conversations like the one we are having today are so important as we mutually support one another. 




• Understand key aspects of a short-term rehabilitation stay, 
including admission, patient needs, and discharge planning. 
 

• Learn strategies for self advocacy and effective communication 
with various individuals and departments within a skilled nursing 
facility.  
 

• Formulate key questions to help caregivers develop a well-
informed discharge process for their loved one with dementia.  

 

• Think about and share ways we are supporting ourselves or others 
who are experiencing a short-term stay in a skilled nursing facility.  

Learning Objectives 
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I would like to just briefly go over the learning objectives for our time together today. 

We want to:

Understand key aspects of a short-term rehabilitation stay, including admission, plans of care, and discharge planning.

Learn strategies for self advocacy and effective communication with various individuals and departments within a skilled nursing facility. 

Formulate key questions to help caregivers develop a well-informed plan of care for thier loved one with dementia. 

Think about and share ways we are supporting ourselves or others who are experiencing a short term stay in a skilled nursing facility. 


We absolutely welcome you sharing your experiences, ideas and questions at the end of the presentation and we look forward to that.  




• Must meet medical criteria for rehabilitation therapy (able to participate) 
• 3 midnight hospital stay rule and you must enter the SNF within 30 days of discharge from the hospital 
• Short-term stay/inpatient rehab: PT, OT, ST, Skilled Nursing, Dietary, SW, recreational activities 
• Must be able to continue participating to remain covered 
• Long-term care in skilled nursing is only covered by Medicaid or a patient’s individual LTC insurance.  
• Benefit Period: Starts on day one in a skilled nursing facility 
• Days 1-20:        100%  
• Days 21-100:   80%   

• Many pts use supplemental insurance or Medicaid for coinsurance after day 20 
•  Copayment per day of each benefit period-varies per year and usually increases slightly each year 

• Days 100+:        0%  
• pts can utilize their Part B benefit for rehab at this point but room and board is no longer covered 

• Benefit period resets after 60 days of no hospital or SNF admission 
• Once a patient has been discharged from the SNF for 30 days, they must have a new 3 night hospital stay 

to qualify for a new benefit period.  

 

Medicare Part A: Skilled Nursing Facility Care 
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We don’t have time today for a comprehensive review of Medicare coverage, but I wanted to provide an overview of Medicare funding for a short-term skilled nursing stay. First, a patient must meet medical criteria for rehabilitation in a skilled nursing facility to be eligible for a short term stay. This means they must be able to participate in rehabilitation services (physical, occupational, and/or speech therapy) for their stay to be funded by Medicare. Some brief skilled nursing care, without rehabilitation services, can be covered under medicare but it’s usually limited to two weeks or less. Patients must also have a three night hospital stay to activate their skilled nursing benefit under Medicare. This means they must spend 3 midnights admitted to the hospital. If a patient spends time in the ER for observation, that time does not count toward the three night hospital stay requirement. After the 3 night hospital stay, the patient has up to 30 days to admit to a skilled nursing facility and use their Medicare Part A benefit. So, if the patient goes home, it’s important to keep track of how long they have been out of the hospital, especially if there is some question about whether they could benefit from a short term rehab stay in a skilled nursing facility. When admitted for a short term stay, patients are eligible to receive physical, occupational,and  speech therapy, along with skilled nursing, dietary, social work and recreational services. It’s also important for patients and caregivers to know that their loved one must be able to continue participating in rehabilitation to remain covered by Medicare Part A. This fact is especially important for caregivers of those living with dementia because they might have more limitations to fully participating in rehabilitation therapy. Patients must be able to make what’s called “functional progress”, meaning they are gaining skills related to activities of daily living. For example, a patient who was only walking 5 feet last week can now walk 15 feet next week. This type of functional progress must be made for a patient to remain covered under Medicare part A for the short term rehab stay. Something many caregivers and patients don’t realize is that Meciare does not cover a long-term stay in a skilled nursing facility. This means that if a determination is made that a patient needs to transition off of rehab therapy because they are not making functional progress, they will no longer be funded by Medicare and will transition into a long-term care status within the facility. Only Medicaid or long-term care insurance covers long-term care in a skilled nursing facility. Here you can see a synopsis of the Medicare Part A skilled nursing facility benefit period. The first 20 days are covered at 100% but after day 20, the coverage drops to 80%. The co-pay after day 20 goes up slightly each year and is currently $185.50 per day after day 20. Many patients use supplemental insurance or Medicaid to cover this co-payment but not all patients carry this insurance. It’s really important to assess a patient’s insurance coverage upon admission to determine whether they are able to afford staying after day 20. 20 days can go by quite quickly when you are recovering from a surgery or significant medical event, such as a stroke. After day 100, Medicare no longer covers the short-term rehab stay. Medicare part B might continue to cover the rehabilitation services but the room and board becomes the patient’s responsibility. I have included a few more important coverage details to remember. A patient with Medicare coverage resets their skilled nursing facility benefit after 60 days of what Medicare called “wellness”, meaning no admission to a skilled nursing facility for 60 days. Once a patient has been discharged from the SNF for 30 days, they must have a new 3 night hospital stay to qualify for a new benefit period. I know it’s complicated and I hope this slide can be a sort of quick guide for caregivers as they consider this level of care for their loved one. 




Changes Due to COVID19 

Some people may be able to get renewed SNF coverage without first 
having to start a new benefit period.  

If you’re not able to be in your home during the COVID-19 pandemic 
or are otherwise affected by the pandemic, you can get SNF care 
without a qualifying hospital stay. 

1-800-MEDICARE & Medicare.gov 
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With the passage of COVID19 support legislation, there is now additional flexibility for some people to get renewed SNF coverage without first having to start a new benefit period. This language comes directly from Medicare.gov and I recommend contacting 1800 Medicare or researching these changes on Medicare.gov. These changes are new and might not be universally applied across skilled nursing facilities. A social worker or case manager in the hospital should be able to educate caregivers on these changes prior to transitioning to the skilled nursing facility. 



Selecting a Skilled Nursing Facility 

• Referrals from the hospital social worker or case manager 
 

• Visiting facilities to assess patient to caregiver ratio, staff interactions, 
appearance of residents, activities offered, and overall impressions 
 

• Compare 5 star ratings of skilled nursing facilities on Medicare.gov 
 

https://www.medicare.gov/care-compare/ 
Reflects health inspections, staffing, and overall quality measures 

 
• Unfortunately, caregivers are often given less than 48 hours to make this decision 
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When a loved one is in the hospital with a change in condition, it can be especially stressful to go through the process of selecting a skilled nursing facility. There are some supports and resources in place for caregivers in this position, but the responsibility for completing this task falls mostly on the caregiver. The hospital social worker or case manager should make referrals to at least a few skilled nursing facilities and they should be reach out to those facilities on the caregiver’s behalf to determine if they have a bed available for the patient. It’s important for caregivers to remember that they are not limited to the skilled nursing facilities referred to them by the hospital social worker. Caregivers can consider any skilled nursing facility in their community, as long as they have a bed available, take the patient’s insurance, and assess that they can meet the patient’s care needs.  The hospital social worker should be able to send the patient’s records to any facility are caregiver has identified. If at all possible, it’s important for caregivers to visit the skilled nursing facilities they are considering. Even nursing facilities that have a good rating through Medicare might not be the best fit for a specific person, especially folks living with dementia. For example, if a patient with dementia is triggered by crowded places with loud noises, then a lively nursing facility with lots of constant hustle and bustle might not be the best fit. For a patient with these needs, a smaller facility that’s more spread out with quitter areas might be a better fit. During their visit or tour, caregivers should inquire about the ratio of caregivers to patients and the types of activities and services provided for patients. Caregivers can also note how staff are interacting with residents, the appearance of residents, and their overall impression of the facility. Are residents well groomed and dressed? How clean does the building appear? How much time did an administrative staff member take to answer their questions? All of these details can help a caregiver make a decision about whether a specific facility is the right fit for their loved one. Additionally, Medicare.gov provides a 5 star rating system that caregivers can reference to see how specific facilities rate in terms of health inspections, staffing, and quality measures. These rankings are important to consider and I always remind caregivers that these rankings only reflect one point in time during a state or federal survey that was conducted. While this ranking is a helpful piece of information to inform a caregiver’s decision, it shouldn’t be the only factor caregivers consider when deciding which facility would be the best fit for their loved one. Unfortunately, hospitals don’t give caregivers much time to make these decisions. They often need to know where to send a patient within 24 to 72 hours, which can be hard on caregivers. If possible, caregivers can ask family members and friends who know the patient well to help them with their search by pre-screening buildings to see if the caregiver should spend time making a visit.  I recommend calling in advance to see if you can receive a full tour of the building and time to ask questions. 

https://www.medicare.gov/care-compare/


Helpful Information for Caregivers To Access 

Visiting policies, 
especially COVID specific 

policies 
Meal schedules Rehab schedules 

Various activities offered 

Assistance with 
completing advance 

directives and Referrals 
to Community Resources 

Names of nurses and 
nurse aides working with 

the patient 

Names of Facility 
Administrator, Social 
Worker, Director of 

Nursing, Dietary Director, 
Housekeeping Director  

Additional services 
available to patient: 

psychological, psychiatric, 
music therapy, pet 

therapy, etc.? 

When the first care plan 
meeting will be held with 
the interdisciplinary team  
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I wanted to provide a list of helpful information for caregivers to access once their loved has admitted to the skilled nursing facility. Sometimes, much of this information is covered in the admissions process by an admissions coordinator and/or a nurse. However, there are many circumstances that might cause a caregiver to receive less information, such as the admissions coordinator being out of the building at the time the patient is admitted, a facility with a less thorough admissions process, a patient transferring to the facility after 5pm, and so forth. A social worker or nurse manager can often provide this information for caregivers and I suggest that caregivers keep a notebook or electronic record with this information so they can easily ask for the appropriate person when they have questions. Especially in the time of COVID19, it’s very important for caregivers to know the facility’s visiting policies, meal schedules, rehab schedules, and various activities offered. This information can help caregivers plan their visits appropriately and decide if they wish to be present during certain tasks, such as physical therapy, if possible. Caregivers can also ask the facility social worker for assistance with completing advance directives, such as a medical power of attorney or out of hospital DNR, and they can ask about referrals to various community resources, such as support groups or medical equipment companies. I will also go over important discharge planning information in just a few minutes. It’s also helpful to have names of those working with the patient, such as nurses, nurse aides, the administrator, social worker, Director of Nursing, Dietary Director, and Housekeeping Director. This information helps the caregiver know who they can call regarding various questions or concerns. It’s also important to know about various additional services the patient could receive, such as psychological, psychiatric, music therapy, and pet therapy. Last, but not least, caregivers should ask when the first interdisciplinary care plan meeting will be held. This meeting is when the caregiver learns about the patient’s progress in rehabilitation therapy, their overall health status, and recommendations for discharge planning. I have more information on care plan meetings on the following slide. 



 Request an Interdisciplinary Care Plan Meeting 
 Social worker 
 Physician/Nurse Practitioner/Charge Nurse 
 Rehab Therapists (Physical, Occupational, Speech Therapy) 
 Activities Director/Aide 
 Nurse Aide 
 Dietician/Food Service Manager 
 Psychologist/Psychiatrist  

 

 Request a meeting with the social worker 
 

 Plan ahead with health care providers (Home Health, Hospice, Durable Medical 
Equipment Company, Assisted Living, Personal Care Home) 

 

How Can Caregivers Access Information? 
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When I was a director of social services for many years, I often heard from caregivers and family members that it was difficult to get clear information about how their loved one was doing overall. Here are some of the best ways to access information about a patient’s progress when they are in a skilled nursing facility for a short-term stay. One of the best ways to get this information is to request an interdisciplinary care plan meeting.  This meeting can include all of the professionals listed here and is usually scheduled within one to two weeks of a patient admitting the the facility. While all of the professionals listed here should attend a care plan meeting if they are working with a patient, many care plan meetings are only attended by the professionals you see in green. I mention this point so caregivers can request the professionals they wish to be in attendance for their care plan meeting. While these meetings are held around the time of admission and once every 90 days if a patient ends up staying in the facility longer, a caregiver can request a care plan meeting at any time. Another great way to access information within the facility is to schedule a meeting with the social worker. While the social worker can’t answer every question, they can point the caregiver in the right direction in terms of how to access information, help them access community resources, and provide brief supportive counseling around various stressors related to their loved one’s change in condition. It’s best to schedule a meeting with them because they are very busy. While their office door might be open, they are running 90 miles an hour in those buildings. Caregivers can also begin to plan ahead by speaking with various providers they will be working with upon discharge. For example, if their loved one will be using home health services, caregivers can get the referral information for the home health agency from the social worker and reach out to them questions about their services. Caregivers can begin to get a sense of how those services will impact their routine and schedules once their loved one returns home or discharges to another level of care. 



Why is the Discharge Happening?  

Rehabilitation therapy is ending 

Patient and/or caregiver wishes for the patient to return home 

Patient is moving to a different level of care or another facility 

The skilled nursing facility can no longer meet the patient’s needs 
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Whether it’s two weeks after admission or two months after admission, discharge planning can take caregivers by surprise. The first question that can help inform the caregiver is “Why is the Discharge Happening?” I know this sounds pretty basic, but I have seen a lack of clarity provided to caregivers around exactly why their loved one is leaving the facility at a specific time. For the most part, these are the four reasons a patient receiving short-term rehab serves might be discharging from a facility. First, rehabilitation therapy might be ending due to a patient reaching their fullest potential or what rehab therapist call “plateauing” or because their insurance coverage has run out. The patient or caregiver might decide they are ready for discharge, even if the patient has not completed their therapy regimen. This sometimes happens when a patient is experiencing emotional distress from staying in the facility. For people living with dementia, the skilled nursing facility might be overstimulating or they might feel isolated being away from their loved ones. Even though a patient could benefit from more inpatient rehab, the caregiver might decide to take them home earlier for their overall well being. Sometimes the patient is moving to another level of care due to a specialized need, such as a patient that needs intensive wound care for a wound that is not healing properly or a patient who needs psychiatric care due to a significant increase in behavioral and mood symptoms that can’t be properly treated in the skilled nursing facility. Finally, there are times when a SNF can no longer meet a patient’s needs, such as situations when a patient is engaging in aggressive behaviors towards other residents without any improvement from medication and social interventions. This type of discharge is usually reserved for serious situations when all other interventions have been tried. No matter what the reason is for discharge, a facility social worker should assist the caregiver or family with finding appropriate resources to support the patient’s care needs. 



What are the Patient’s Needs at Discharge? 

Medication regimen 
 

 Appropriate level of care  
(Skilled Nursing-24 hour care, Assisted Living/Memory 
Care, Personal Care Home, Long Term Acute Care, Home 
Health, Hospice/Palliative care, Outpatient Rehab) 

 

 Assistance with Activities of Daily Living 
(ADLs): bathing, incontinence care, etc. 

 

 Equipment needs: walker, wheelchair,  
     Hoyer lift . . . 

 

Wound care/infection control 
 

 

Mobility restrictions/activity level (weight 
bearing status, exercise, driving . . .    

 

Mental health/emotional support needs 
 

 Dietary needs/restrictions 
 

 Level of care covered by 
Medicare/Medicaid/insurance 

 

 Care needs not covered by 
Medicare/Medicaid/insurance 
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Here is a checklist to help caregivers determine their loved one’s care needs at the time of discharge. This is a helpful list to have when discussing discharge planning with various members of the care team or during a are plan meeting. Briefly touch on each one. 



Which Level 
of Care is 
Most 
Appropriate? 

 
*Depends on level of care needed, patient/caregiver 
preferences, and insurance coverage 
 

Inpatient/Acute: 
 

• Skilled Nursing Facility (SNF) 
• Inpatient Hospice Care 
• Long-term Acute Care 
• Inpatient Psychiatric Care 
• Free standing Short-Term Rehab Centers 

 

Outpatient:  
 

• Independent Living/Retirement Community 
• Assisted Living/Memory Care (AL/MC) 
• Personal Care Home (PCH) 
• Home with attendant care and/home health or hospice 

care services as needed 
 

Presenter
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One of the most important questions for caregivers is which level of care is most appropriate for my loved one? The answer to this question really depends on three factors, the level of care needed, the patient and caregiver’s preferences, and insurance coverage. For example, the interdisciplinary team might recommend that a patient stay in skilled nursing for long-term care due their lack of safety awareness and their inability to safely ambulate with a walker. However, the caregiver might decide that they would prefer for their loved one to live in a smaller personal care home with only 4 residents and closer supervision. If this particular patient has Medicaid covereage, they will be covered to stay in the long-term care facility but Medicaid might not cover the personal care home they select. Another example would be when the interdisciplinary team recommends hospice services for a patient, but the family does not feel ready for this level of care. Since Medicare covers both hospice or home health upon discharge from the SNF, then the family can decide which level of care they prefer at that time. They could transfer to hospice care in the near future if they wish to do so. These examples are meant to help demonstrate why it’s so important for caregivers to advocate for as much information as possible about the appropriate level of care for their loved on upon discharge. 



My Loved One is Going Home. Which Services Do They Need? 

*Depends on level of care needed, patient/caregiver abilities & preferences, and insurance 
coverage 
 
 Home Health 

 

 Hospice 
 

 In Home Attendant Care 
 

 Mental Health Services: Psychological/Psychiatric Care 
 

 Outpatient Rehabilitation Therapy 
 

*Who will tend to each caregiving task? 
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Based on the recommendations from the care team and what is in their loved one’s best interest, the caregiver might decide that their loved one should return home. At this point, it’s crucial to consider exactly which services will best meet the patient’s needs. This decision depends on the level of care needed by the patient, the patient’s abilities (such as ability to dress and groom themselves) and the insurance coverage the patient has for various services. For example, Hospice care is covered by medicare but in home attendant care is only covered by long-term care insurance or VA funding. Most patients have neither long-term care insurance or VA benefits, meaning extra attendant care is often an out of pocket expense for patients and caregivers. Some caregivers would prefer for their loved ones to attend outpatient rehab therapy, rather than being home bound with home health services. However, then there is an additional task of transporting the person with dementia to and from the outpatient clinic. All of these factors should be considered, but one of the most important questions for caregivers to ask themselves before deciding on a level of care is “Who will tend to each caregiving task?” For example, if the patient is now incontinent after leaving the skilled nursing facility, who will be assisting the patient with changing their adult brief each day? Answering these questions helps caregivers think comprehensively about what services they will need to be successful at home and grapple with the difficult question about whether returning the patient to the home setting is the best decision. It’s certainly a personal and complex decision for every caregiver. I hope this information will help caregivers make more informed decisions during this care transition. 



How Does the Discharge Process Happen? 
 Interdisciplinary team recommends that patient be discharged or patient/family requests discharge 

 
 

 Interdisciplinary Care Plan meeting is held with patient and/or caregiver 
 
 

 Physician writes orders for discharge, health care services and medical equipment 
 
 

 Orders for health care services and medical equipment are sent to health care agencies and durable medical equipment providers 
  

 

 Health care agencies and durable medical equipment provider contact patient or caregiver to coordinate start date for services or 
equipment delivery 
 
 

 Patient and caregiver are notified of  date and time of  discharge  
 
 

 Charge nurse prepares discharge instructions, medications and other equipment to go home with patient 
 
 

 Charge nurse goes over discharge instructions and medication list with patient and/or caregiver prior to discharge 
 
 

 Caregiver or medical transport brings patient to home or receiving facility  

Presenter
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It’s also important for caregivers to know how the discharge process happens so they can be actively involved in the process. The process begins with the interdisciplinary team recommending that the patient be discharged based on one of the reasons I mentioned earlier. When this decision is made, an interdisciplinary care plan meeting should be held with the caregiver to inform them of the reasons for discharge and the recommendations for the appropriate level of care. The physician writes apporpraite orders for home health, including orders for the level of care and all needed medical equipment. The social worker or nurse then sends those doctor’s orders to the various service providers chosen by the family, such as home health, hospice, and durable medical equipment companies. Often, the health care providers and durable medical equipment companies will contact the caregiver to coordinate a start date for services or equipment delivery but I encourage caregivers to reach out to these agencies if they do not hear from them within 48 hours of the referrals being made. The caregiver will be notified of the date and time of discharge, which should allow for preparation of the home and transportation. The charge nurse on the patient’s floor is usually in charge of preparing the discharge paperwork, including instructions, medications, and other equipment to be sent home with the patient (such as syringes or wound care equipment). When the patient is actually discharging, the charge nurse will go over the discharge instructions and medication list with the caregiver and then the caregiver or medical transport brings the patient home or to the receiving facility. The social worker is often the person who coordinate transportation and prepares the nurses with a schedule of patients discharging that day. 



SNF Discharge Planning Toolbox 
Why is the patient being discharged? 

 

May we have an interdisciplinary care plan meeting to discuss the discharge? 
 

What are the patient’s care needs at this time? 
 

What is the appropriate level of  care that meets the patient’s needs, honors the patient’s wishes and is covered 
by the patient’s insurance or private funding?   
 

What health care services are being ordered by the physician, what care needs are covered by the patient’s 
insurance and when will they begin? 
 

Which health care service providers will be contacting me?  
 

When will the patient be discharged and what will happen on the day of  discharge?  
 

What medical equipment is being ordered by the physician, what percentage of  the equipment cost is 
covered by insurance, and when will it be delivered?  
 

What care needs will the patient and/or caregiver be responsible for?  
 
 

Presenter
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This is a quick SNF discharge planning toolbox for caregivers with questions they should ask regarding the discharge planning process. This list incorporates all of the information I just covered on discharge planning from the SNF, but it can be helpful to have a list of questions to make sure the caregiver feels as prepared as possible for their loved one’s transition out of the skilled nursing facility. A couple of these questions ask about insurance coverage and I want to end by emphasizing how important it is for caregivers to ask about co-payments as they are authorzing services. For example, home health and hospice are often covered at close to 100% for people using medicare who are discharging from a skilled nursing facility. However, there are often copayments of 20% on various types of medical equipment and attendant care services are not covered at all by Medicare. Asking about fees for various services as soon as possible can help caregivers understand how changes to their loved one’s care will impact their household budget and help them make informed care decisions. 



 

Questions? 
 

What do you want us to know? 
 

Presenter
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I want to invite all of you to ask questions, share experiences and/or let us know about ways you have supported folks transitioning out of a respite care group. Maybe you have gone through this transition yourself. 

We would love to hear from you about what you are currently doing and what would be helpful. 
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