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Minimum Data Set 3.0 Overview

+ Omnibus Reconciliation Act of 1987 required a
! comprehensive assessment tool for planning and
i delivering care to nursing facility residents.” =~

. . » The Minimum Data Set was developed in 1995.
+ Required by all long term care facilities cartified -

to provide care to Medicare and/or MEdiCald
re5|dents throughout the U Si L




Minimum Data Set 3.0 Qverview

« Frequency of MDS completion:

- Admission - completed by the 14t day of the stay

- Annually - completed within 366 days of the
comprehenswe assessment

- —Quarterly e\.re‘ 92 days

i

3

. -
=, Slgnlf cant Change.,— ompleted by the end of the 14th 3
day_ followmg a cleterm ation that a slgmﬂcan SR o
= i

Minimum Data Set 3.0 Overview ;

i« Whyis It all so important? :
- Legislation such as the Americans with Bisabilities Act
in 1990 and the Olmstead Decision In 1599
= Multiple CMS demonstrations to balance the Iong term’
‘ services and sUpports system |
i .= Broadening tha defirition of “dlscharge planning =
L Nursing” facmtles Lo

s P i Expandlng the: range of home and communlty based = j
. 0Dt|ons D ST e

Minimum Data Set 3.0 Overview |

» Progress is being made......

—In 2003, 67 percent of Medicaid expenditures
were for institutional LTC — according to

. national data. !

~=1In 2008, the' number dropped to 57.3 percent. !
-+~ Nursing facility use has declined among oldar .
. aduilts in 2/3 of States, however utilization did

. increagse for ages 31 to 64 inall buit two o

'-.‘states RO o R




: Minimum Data Set 3.0 Overview

- Nationally, there is a substantial increase in
persons with psychiatric disorders at admission.
For ages 31 fo 64, there is more likely to be a
stay in a psychiatric facifity prier to admission.

» The revised Section Q Is a-critical step toward

i+ . continued progress providing more choice and
“options to meet care needs based on ;7
' preferences.and within a least restrictive setting.

Minimum Data Set 3.0 Overview

«MDS version 3.0 includes an expanded Section Q. Section Q is designed to
collect Information reganding a resident’s potential return te community living.

Discharge potential item asked the assessor If - Return to Communlly referral item asks the

the resident expressed a preference to return  resident if s/he is interested In speaking with

to community living someone about the possibifity of returning to
) the community

Assessor findings recorded In databese with  1f the resident responds “yes”, the facility
; no fallow-up required must Initiate care planning and refer the
£ individual to a lacal contact agency

i
;
£

[ Determined IF the resident has a support A more extensive series of guestions for
person who is positive toward discharge aszessment and Investigation for care
planning are asked
Asked anly upon admission and annually Asked at admissien, annually, quarterly, and

on significant change assessment

e et e o s G L e g

Minimum Data Set 3.0 Overview

i« Section Q requires discharge planning collaboration

f ~ Meaningfully engages residents

— Directly asks the resident if s/he wants information
§ about community living opticns

= Promotes linkagé and information exchange between
: nursing facilities, local agencies, and community
{7 - based providers .




Minimum Data Set 3.0 Overview

+ Section Q broadens the traditional definition of discharge
planning by the nursing facility including a care plan that
is individualized and person centered.

» The care plan must include preferences and needs,
connections with community providers, continued
contact with the nursing facility during discharge,
medication education, prevention and disease

- management who to call in-an emergency

" Discharge plannmg now |nc|udes a55|stance ‘with locating o
. housing, employment as well as. social engagement ;
: opportunltles . - .

Minimum Data Set 3.0 Overview

+ Relationship between MDS 3.0 and PASRR
- PASRR ensures that individuals with serjous mental iness
andfor developmental disabilities are not slaced In nursing
-facilities inappropriately
- Nursing facilities may not admit a person-until a PASRR. . . :
determination by the State MH and/or DD authorities is made .
;. - Nurglhg facillties may. also not retaln persons determlned -

.inappropriate for | placement by the State:MH &ndjfor DD
: authoritles. Fallure to'fiieet PASRR requuremenls does’
“ Medicaic payment recoupment and deficiencies. -
ASRR is'a powerfui tool for diversion anid transitio and

tates compiywth the Olmstead declsion, * -

Questions?




Minimum Data Set 3.0 Section Q
Ohio Implementation Plan

Nursing Facilities complate Section Q@ Same

Mursing Facillties contact a Local Madified Approach — ODIFS serves as
Contact Agency — LCA starting October a clearinghouse for Section Q -
1 Nursing Facilities do not directly

contact LCAs. ODIFS received
approval to phase-in contact

LCAs respond to referrals by providing  Same
Information to residents In community
hased services and supports

Nursing facility follow-up with LCA Maodified Approach - ODIFS wilt 7
required if no response foliowing reconcile LUA referrals to LCA activity. 3
- referral to LCA The nursing facility retains i
responsibility to develop a persone

e centered plan in accordance with CFR
N ) 483.20(1%3) i

‘Minimum Data Set 3.0 Section Q
Ohio Implementation Plan

Step 1
+ The nursing facility completes MDS 3.0, in accordance
- -with CMS training, at admission, quarterly, annually, and
for-significant changes in status, -and asks the individual
- ifsfheis *interested in speaklng with someche dboiit the
L passmlllty of returnmg to the commumty Answer yes
S 0600 »
If yes, the nursing facdity. |n|t|ates care planning The j ’
nursing: facillty pre-populates the CMS brochure #1477
Wi in-attachment. #7 (and Iocated at

Minimum Data Set 3.0 Section Q |
Ohio Implementation Plan

! Step 2 :

{ '« The ODJFS HOME Choice Intake and Care Coordination i
Unit (HCICCU) will use MDS data received in the ordinary

; course of business as the Nursing Facility submission of

! Section G information, - '

; ~».The HCICCY will pull-a weekly MDS report startmg the
. 'week of November 1 2010 :

., ODJFS will work 0 develop a feedback Ioop to Nursmg
" Facilities. ... at this time, ODIFS does not havé a rehable :
£ et of e:mail addrésses to nutsing faciiity social .-

: warkers/dlscharge planners If-you want to be'in the
' feedback Ioop, please 5|gr| the “nursmg facr ity conta
L SHeet : o




Minimum Data Set 3.0 Section Q
Ohio Implementation Plan

Step 2 Continued....

= The HCICCU will review the weekly report and will first
break out the data into the following three categories: ‘
~ Residents with lass than & 90 day stay wii not be referred to the |

~ Residents with greater than 90 days, Medicaid, wil be referred
. ltothe CLS for a face fo fage visit, i
.~ Residents with greater than 90 days, non-Medicald, will be
referred to the CLS for information and referral via phone as & 1

L ﬁuhimal standard, .

The HCICCU wIII then notify the' appropr ate'Commumty :

‘Minimum Data Set 3.0 Section Q
Ohio Implementation Plan

Step 3
Eqrzesidents receiving Medicaid benefits, the CLS will contact the
_ resident (and guardian as appiicable) by phone W|th1n three days of
.+ HCICCU nofification to:
. _Begln research usinig the Connect Me Ohia website.
o “The'CLS $hall sctiédiile @ Face to'face meeting wlth the resident; .
s "hls/her famlly/guardlan (when.applicable) and the nursing Facility "+~
‘dlscharge plannar (when requested by the person) to-identify
- résources to facifiiate tHe resident’s discharge goalsand preferences -
"(Medmasd and rioh-Medicaid).. This face to face meating should
‘otcar. w:thin-? working days of in[flal phone’contact'unless me
St Is

Minimum Data Set 3.0 Section Q!
Ohio Implementation Plan

Step 3 Continued....
« For residents who are non-Medicaid, the CLS wil contact the

resident by phone within three days of HCICCU notification and
begin research using the Connect Me Ohio website,
¢ a The CLS will identify the resident's discharge goals, previcus efforts
- within the community, and any informal support systems.
i+ The CLS will identify resources to facilitate the resident’s dlscharge
" goals and preferences (Medlcald and non- Medlcaid)
: The €IS will pmwde vig maj, a II5E and source for apphcations fo .

necessaly programs, phone'numbers needed {o.assure continuity of :

are, and any-stéps needed to lncate and secure_housmg and :




Minimum Data Set 3.0 Section Q
Ohio Impiementation Plan

. Step4
.« For residants receiving Medicaid henefits, the CLS will lead the face

{0 face meeling with the vesidant.
+ The €LS will share the resalts of his/her research through Connect i

i Me Ohio (and other website sources).. The CLS will establish next i
steps through the completion of a Community Living Plan (as
popu[ated by the Connect Ma Ohio website) which includes, but.
is not limlited to, & list and source for applications to necessary
..+ programs; phone numbers needed to assure confinuity of care, and

.- any steps needed to locate and secure housing and acccmmodatlons
«. The TS will assnst theé resldent i in makling nitiaf dontacts with
. potential resources durmg and/or fol owlng the face to face meehng
" as.feeded, .,
! I the: resldent requir s
_:Choice elighility require
- completing: the applicatiol

"tran5|tion cocrdlnatlon and meets HOME
ents, the CLS wil!a55|5 i

i

Minimum Data Set 3.0 Section Q
Ohio Implementation Plan

Step S5

« For residents racelving Medicaid benefits, the CLS will
: send the resident, wiz mai, within 5 working days of the 3
: face to face meeting, a copy of the written Community !
* Living Plar and Addendum. The CLS.shall also provide
. -, the person w|th k: copy of the HOME Chmce Relocatlon o
Workbock : . ) L

Minimum Data Set 3.0 Section Q |
Ohio Implementation Plan

i Step6

i« For residents receiving Medicaid benefits, and within 5
working days of the face to face meeting, the CLS shall
submit the Community Living Plan Addendum to the
ODJFS HCICCU prior to release of payment by the fiscat |
Intermediary. o

i+ For ‘residents who are non-Medicalg, the CLS will submlt
a 'the CLS Trackmg Sheet at least monthly.




Minimum Data Set 3.0 Section Q |
Ohio Implementation Plan

Step 7
» For residents receiving Medicald benefits, the HCICCU
i will data enter the information contained on the
: Community Living Plan Addendum and will provide
appmval to the fiscal mtermedlary to prowde payment to
the CLS

E Step 8 .
E « The HCICCU il recnnmle all weekly 5ubm|ssluns to CLS .
fooi
B

prowders, prevent duplicatlon whert possfble, and will -
monztor compllance wn:h prowder agreaments S

Minimum Data Set 3.0 Sectio'n'Q' g
Ohio Implementation Plan

Elderly
+ Phased in beg_inn_ing November 1, 2010

. Physical Disability, TBI, DD
. .F_'hased in by January 1,201 -~

: Menta! Health.' ” IR
"« Phased in: by Marc'

Questions?




Roles and Responsibilities of the
State Medicaid Agency

State Contact (the policy developer, operations manager,
facilitator, and monitor) i
- Manage the MDS data for dissemination to Community Living
i Speciallsts.
i - Track the ¢isposition and timeliness of Community Living
Speclalist services.
— Follow-up with CLS providers on referrals accepted to assure
timeliness and completion of CLS services. .
= Assure compllance with the CLS provider agreement, ;
- Pmoess appllcatlons for the - KOME Choice Transition Program, - . - E
1
i

— Monitor for health and Wwelfare' upen return to community living.
< Intetface wlth State PASRR MH and DD authorlties. .

Roles and Respoh'sibiuli"ﬁ'e's of the
Nursing Facility

The Lead Care Planner on the Discharge team
~ Discharge Planning responsibility under CFR 483.20(1)(3}.
— Completes the Care Area Assessment Too! titled “Return to
_Community Llving”,
- Conducts follow-up assessments and care planning o .support
-+ individualsin aciieving the highest level of functioning until the .
- resident ié discharged from'the facility: This Includes collaboration -~
"I a thorbugh assessment of needs and care p!annlng fo support the
cholce ta'retorn’to community..”
Devefops 2 compmhenswe perso {
Id

ntered care plan for each

- N slng facEIItles may be able to use the HOME Chnlce Tran5|t|on
rogrant as a too[ In developlng the | person l:entere,d plan piease Ep
thy Visil .

: Roles and Responsibilities of the |
Community Living Specialists

« Community Living Specialists = Local Contact Agency

The Initial Information and Referral Source
— Provide information, within timelines established by the ODIFS
HCICCU.as outlined In the provider agreement, about cholces of
.. services and supports ini the communlty that are appropnate to
- meet the individual's needs.
Collaborate with the nursing faclity to organize the transltlon to
oommunity Ilving if posslble e




o 'qualsf ed resldence.

Roles and Responsibilities of the
Transition Coordinator

Transition Assistance for Medlcaid Residents — a Member of
the Discharge Team

Assist with the completion of the ROME Cholce participant workbook
that helps the participant formulate a transition plan, if needed.
Participate in team meetings as scheduled by the case manager.
Pariicipate In discharge planning from the Instituttonal setting,

+ Amange, secure or provide transportation for the participant for the

purpose of visiting community resaurces, e.g., to potential housing

) . .units or the soaal securlty office, of to purchase goods and servlces, .
2 oetc. i '
T Provide’ Houslng navngatlon that asslsts the partlctpant in secunng

E approprlate housing when mowng from an mstltutlonal setiing. to a

ht:1n connecnng

_!J_eneﬂls;

Questions?

Cofﬁfﬁdnity Li‘ving Specialist
Key Points

Community Living Specialists must first be one of the

following:

— PASSPORT Adminlstrative Agencles

— Centers for Independent Living

— Brain Injury Assoclation of Ohio

~ County Boards of DD or Councils of Government

= ODMH designated Menta! Health agencies and-Pegr’ Centers .

= ODIFS approved hon-profit agencies




Community Living Specialist
Key Points |

« Complete a HOME Choice Demonstration Time- |
i Limited Provider Agreement and sign the MDS I
Data Use Agreement Addendum

) Once ODIFS receives the provrder agreement,. ;
-+ .ODIFS will send the-MDS data use agreement to
. the Centers for Medicare and Medicald Services -

for 5|gnature and:will‘fiot release names to the
: potential cLs until the data- use agreement is

CoMrﬁUnity Living Specia'li's"c'
Key Points

The CLS provider is required to indicate the number of
Medicaid AND non-Medicaid resident referrals that can
be accepted per weekK, :

1 » The CLS provider-is- reqwred to establish a mmlmurn of L
120 percent non Medlcald per week :

Community Living Speciaiist'
Key Points :

{ « For consistency and continuity of care, each CLS is required to use,
: at @ minimum, the Connect Me Ohio website -~ See Users Manual :
within the Ohlo Community Living Guide. :

« CLS providers shall asslst residents in comptetion and submission of
a HOME Choice Application for ALL residents meeting HOME Choice {
Transition Program Partlapant Requuements The requuements are 8

a8 follows: ~ - S

- The resldent has, or will have, at Ieast PN day‘s wlthln the i

" nursing facility (or a cnntlnuuus stay of 90 days in a comblnation :

“of hospltal/ICFMR facmtiesinurslng facllities). - o

- The resident has Medicaid Claims while In the inpatlent fac )
o The resident is llkely to move to 4 quahf ed readence as deﬂned

by HOME Cholce, 27", L
“Vislt bt ,[]Fs Ghio, JGVJOHE RIS
. Inforenation and.-application material




% Community Livihg Specia[i'st
é Key Points

o CLS providers are required to obtain a signature from i
the rasident on the Community Living Plan i
Addendum, Payment will not be released without a
signature and completion of ail data fields contained in i
the addendum. ;

The HCICCU will notify the fiscal intermediary to release |
payment fnllcwmg receuat of an accurate and sugned :
addendum S 2

o_:.CLS provtders meetlng aII requirements outllned WIthln
Sy the prowder agreement shalt recewe $150 F Medicz
o Esident. receiving.CLS, semces

b} b s o

| Cofﬁfnunity Living Specia!ist”i
Key Points

Payment will not be released for CLS activitles to
Medicaid residents if the tracking sheet for non--
i Medicaid re5|dents 1s not submitted as reqmred

Loper the CLS prowder agreement :

The Community Continuum

Building an Ohto Community Living Guide

What's in it now?

«  Section. A Talking.to an individual abowt Community Living

= Section B;_Ohlo Continuum of, Long Term Services and Supports - COMING 5008 H
+ Sesion Ci_Connect e Ol - Rescue Connection o
. :

. 'Sest[un.ﬁ._ﬂndlng_inualoymm
Why do we need |t"‘ To. inform, “nawgators" at the Iocal level of ALL
servicas and suppofts avallable dcross settings and needs as well as
prowde a foundatlon af toc»ls to asslst in ccordlnatlon RERR

Want te Joln'a Small Workgroup ta revise;‘expand?




Questions?

After training, feel free to contact us

. with questions via:
- *e-mail at mfp@ifs.ohio.gov,

7 or call 1-888-221-1560° .|







