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ANNUAL REPORT
Fiscal Year 9l-V2

State Health and lfuman Services Finanoe Commission

Fiscal Year 9L-92 began July 1, 1991, with a 3 percent reduction in the newly passed

Appropriations Act that sets state government's expenditures.

Within weets, the State Budget and Control Board reacted to new projections of still
lower revenues that indicated that even the previously reduced budget was excessive. The Board
made additional across-the-board cuts of 3.3 percent. Still later in FY 9l-92, an additional I
percent cut was imposed in April.

Morc IIad to Be Accomplished With I-ess

The state's sputtering revenue projections meant that FY 9l-92 was to be a year of
diminished budget resources, especially when combined with what ultimately was to be a 13.5
percent growth in the number of clients served by the Finance Commission and its partnership
of public and private providers throughout South Carolina. Obviously, more had to be
accomplished with less.

Although no activity can absorb such a significant loss of its purchasing power without
some pain, the response approved by the Board of Commissioners of the State Health and
Human Services Finance Commission was crafted to protect the primary medical and social
programs sponsored by the Finance Commission.

Ground was definitely lost because these budget cuts impacted all activities, although
every effort was made to protect access of Medicaid clients to basic health services, including
maintaining the third prescription coverage as had been recommended to the Board of
Commissioners by its Advisory Committee and the Medicat Care Advisory Committee.

Morc negnant Women Accessing Mdicaid Prenatal Care

Increases in utilization of Medicaid services, which made up 95 percent of the agency's
expenditures, meant, for example, pregnant women were accessing Medicaid's prenatal care at
unprecedented rates. The Finance Commission's monthly roll of pregnant clients had increased
from 6,021 in January 1990 to 30,616 by June 1992. This increase in prenatal coverage
coincided with an announcement that South Carolina's infant death rate had fallen 9.4 percent,
from 12.8 deaths per live births in 1989 to ll.6 in 1990.

Another utilization increase facing the Finance Commission at the beginning of FY 9l-92
was the number of new nursing home beds being brought on line. Additionally, the Finance
Commission anticipated changes in the formula used to draw matching federal funds, which
would mean the state's ratio, and thus its monetary contribution, would increase. Also, the
agency was grappling with a monthly premium increase of $4.80 per client that had been



announced in the Supplemental Medical Insurance (SMI) program. The Finance Commission

was anticipating another 6,000 persons would join the 81,000 SMI client population in FY 91-

92. The fees the Finance Commission pays allow these clients to access Medicare services.

Guiding the deliberations of the Board of Commissioners in approving a budget-reduction

package was the knowledge that continued success of Finance Commission programs, including

the No. 1 prevention effort in the country for children, should ultimately pay dividends to

taxpayers because adequate and accessible prenatal care can cut future costs by preventing

physical or intellectual handicaps.

Finance Commission l\'Iakes No Direct Payments to Clients

The Finance Commission makes no direct payments to the children, pregnant women'

and the aged and disabled persons who are eligible for its services, but pays according to preset

formulas for the senrices provided by the state's 70 general hospitals, 243 nursing homes, a

majority of its 4,500 physicians and 2,750 pharmacists, and thousands of related health

professionals and small businesses. This heatth care community provides a continuum of
Medicaid covered services that reaches into every county and community within the state.

Nevertheless, to meet the mandated 6.3 percent budget decrease, the Finance Commission

reduced expenses for travel, supplies, and equipment; and implemented fee and service

reductions to reduce the FY 9l-92 budget by $12.3 million in state appropriations. Because slate

revenues are matched by available federal monies, these cuts reduced Medicaid services by

$43.8 million in FY 9L-92.

Board Authorized Budget Cutting Measures

The Board of Commissioners at its regular August meeting on Aug. 13 authorized staff

to take the following measures:

Effective with dates of service Sept. 1, l99L:

Selected rates were reduced within the programs of Physician Services, Durable Medical

Equipment, Early Periodic Screening, Diagnosis and Treatment @PSDT), and Home

Health Senrices.

Co-pay on prescriptions was increased from $1 per prescription to $1.50 per prescription.

Effective with dates of service Oct. 1, 1991:

o Reduced selected outpatient rates.

o Limited the number of reimbursable inpatient hospital stays to three per year (July to

June). (Those admissions prior to Oct. 1, 199I, did not apply toward the limit.) This



policy, if in effect during FY 90-91, would have impacted 805 persons.

Reduced the number of physician office visits from the current 18 visit limit to 12 visits
per fiscal year (July-June). Any visits made prior to Oct. 1, 1991, would not count
toward this limitation. The 354,000 persons eligible for Medicaid services recorded 1.1
million visits in FY 90-91.

Either to eliminate reimbursement for Swing Beds and Administrative Day Program, or
to further reduce outpatient rates by the equivalent amount.

Nursing Homes - reductions in selected components of the rate and modification as may
be appropriate regarding permitted days.

Reduced ma:rimum number of Home Health visits.

o Maintained pharmaceutical services as long as possible through FY 9l-92, but effective
July 1, 1992, to reduce the number of prescriptions reimbursable from the current three
prescriptions per person per month to two prescriptions per month. The average
Medicaid client uses 2.5 prescriptions per month.

Against this backdrop loomed yet another issue impacting the Finance Commission's
budgetary process. The Board of Commissioners voted unanimously Sept. 25, 1991, to oppose
proposed new federal regulations restricting sources of funds states may use as match for the
Medicaid program.

Commissioners Urged Congress to Ext€nd 1990 Moratorium

Commissioners also voted to urge Congress to extend its 1990 moratorium that prevented
the federal Health Care Financing Administration (HCFA) from implementing such new
regulations.

A third step approved by the Board of Commissioners was to authorize the Finance
Commission to join with other states in taking legal action to oppose the new regulations, subject
to approval by Governor Carroll A. Campbell Jr. and Attorney General Travis Medlock. No
lawsuit appeared imminent; instead, states were negotiating with HCFA to clarify the
regulations that were described to the Board of Commissioners as being confusing. Appeals
were being made by the states to Congress to reimpose its one-year moratorium on the issue of
regulations curbing the use of donated funds. Finance Commission staff joined Governor
Campbell's staff in meeting with HCFA's leadership and South Carolina's Congressional
delegation.

Meanwhile, the National Governors' Association, where Governor Campbell was cited
as taking "a very positive position, a very leading position" on this issue, drafted a proposal to
limit donated funds to a percentage of a state's total Medicaid budget. It would also clarify that



inter-agency transfers - funds transferred to a Medicaid agency from another state agency that
is appropriated money to provide Medicaid services - would be exempt from any regulations.

The background to this controversy is as follows: Until FY 9l-92, donated funds
regulations, which were liberalized in November 1985, allowed states to use donated funds from
private sources as match. Donated funds were allowed as long as they are transferred to the
Medicaid agency and were under its administrative control. The funds did not revert to the
donor's facility unless the donor was a non-profit organization, and the Medicaid agency, of its
own volition, chose to use the donor's facility. (Prior to these 1985 regulations, donated funds
from private sources were allowable as match only for training costs.)

Other Agency Funds Long Used for IvIarch

Regulations in effect at the beginning of FY 9l-92 also allowed the use of public funds
for state match (in addition to the funds directly appropriated to the state administering agency
for Medicaid) if the funds were transferred from other public agencies to the state administering
agency, or if the other public agency certified funds that it held as representing expenditures
eligible for Medicaid federal financial participation (FFP). States had long used public funds
available in other state agencies as the state match for Medicaid eligible services delivered by
that agency. For example, the intermediate care facility/MR services provided in South Carolina
by the Department of Mental Retardation (DMR) were funded by this mechanism. The state

funds appropriated to DMR were the state's matching share and the Finance Commission passed

the federal financial participation to DMR to reimburse it the federal matching portion for the
services it delivers.

Over the past several years, new federal laws had required state Medicaid programs to
expand the services and the quality of services provided and to expand the number of people
eligible to receive services under Medicaid. Many states, especially the Southeastern states, did
not have the resources to provide new funds for state match for these required additional
services, clients, and quality improvements. Therefore, states had used the existing matching
funds regulations to generate the state share of funding for these new required expenditures.

South Carclina Had Usd Thee Apprmches

Basically three approaches had been used in South Carolina.

First, state agencies were reviewed to determine whether existing state funding was being
used to provide similar services as those new services required and/or services to clients who
would now be eligible for Medicaid. In these cases, the existing state funding from other
agencies was used to provide match for the new expenditures for Medicaid.

Second, a number of public and private donated-funds agreements generated income to
serve as state match.
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Third, South Carolina levied fees against nursing homes and taxes against hospitals which
resulted in increased state revenue. Some of these revenues were ultimately appropriated to the
Finance Commission for Medicaid match.

New Regulations Would Ilave Cubed South Carolina's Efforts

The new regulations prepared in Washington could have made all three of South
Carolina's arrangements ineligible as sources of state match: both the funding for the new
requirements, as well as much funding that has long provided for basic services through DMR,
the Department of Health and Environmental Control, and the Department of Mental Health
could no longer be available as sources of match. These state matching funds, which supported
over half of the current South Carolina Medicaid program, could no longer be available, and the
program would have to be reduced by that amount. South Carolina could have lost $500 million
available to the South Carolina Medicaid program in FY 9L-92. In that case, South Carolina
would not have been able to offer a Medicaid program that would meet minimum federal
requirements, and could lose all Medicaid funding.

If South Carolina had taken no action, these proposed regulations obviously could have
had a potentidly devastating impact. This would have adversely affected all South Carolina
Medicaid providers and clients, and all taxpaying South Carolina citizens and businesses.

However, in late November 1991, the House and Senate passed legislation that repealed

the proposed regulations by the Health Care Financing Administration (HCFA) that would have
barred states from using any donation or provider tal( effective Jan. I, 1992. The congressional
action was based on a compromise reached by the National Governors Association (NGA) and

HCFA.

Medicaid Tax Stnrcturc IIad to Be Changed

The upshot was that South Carolina had to revamp its Medicaid tax structure to conform
to these new guidelines passed by the Congress that specify how states can generate the money
they use to draw down federal matching funds.

The gist of the Congressional action was:

1. For South Carolina, the changes will be effective Oct. L, L992. Until that date, South
Carolina can use the taxes, fees, and donations as currently structured in South Carolina.
However, the state cannot institute new or different donations, or taxes that do not
conform to the new requirements of the law. Therefore, South Carolina had to
restructure its Medicaid tax and fee revenue sources during the 1991 legislative session.

2. In order for fees or ta(es on providers to be allowable as a source of state match after
Oct. 1, 1992, the fees/taxes must be "broad-based.' That means that they must be
applied against all revenues, or all provider days, across an entire set ofproviders, e.g.



3.

4.

5.

all days for all nursing homes, or all revenues for all nursing homes. The state can make
some exceptions, e.g., it can exclude all Medicaid revenues from the revenue base. It
CANNOT exclude other revenues. It cannot exclude private pay providers or revenues
from private-pay patients.

The share of state match that a state earns from broad-based taxes and fees cannot exceed
either 25 percent of the total state share, or an amount equal to the current total of all
fees and taxes and donations, whichever is higher. (The 25 percent limit for South
Carolina would be approximately $100 million; the current level of taxes, fees, and
donations in South Carolina is approximately $185 to 190 million, subject to HCFA
interpretation. This figure includes public funds, some of which can be backed out.)

Public funds from other agencies are still permitted for match. Non-allowable taxes,
fees, or donations cannot be passed through a public agency and then considered public
funds.

Disproportionate share payments will be limited to 12 percent of the total state Medicaid
expenditure, or the state's current level of expenditure, whichever is higher. (12 percent
is approximately $48 million; South Carolina's current level is approximately $135
million, all of which is funded through provider donations.)

The impact upon South Carolina was:

The fee from nursing homes was restructured to include all patient days, all revenues,
or other "broad-base."

The hospital tax was restructured to include all patient days, revenues, or other "broad-
base. "

3. Most of the donations were no longer allowable. However, the high level of donations
that the state received in FY 9l-92 from hospitals for disproportionate share payments
allowed South Carolina to increase the level of revenues it raises from providers.

4. The disproportionate share payment methodology would have to be restructured and a
matching source for it developed by Oct. L, 1992.

5. In addition to the above changes, an additional $38 million in matching funds needed to
- be appropriated to the Medicaid program in order to avoid major cuts in the Medicaid

program in FY 92-93 that could include elimination of the drug program and limiting
hospital admissions to one per year. The need for $38 million in state funds does not
include any funding for provider rate increases or inflation.

One of the year's major accomplishments was the release by Gov. Canoll A. Campbell
Jr. of a plan that outlined the pressing health needs and priorities of the state. The plan, entitled

1.

2.



"Governor's Health Initiatives for L992 was completed in conjunction with the Human Services
Coordinating Council and staff of the Finance Commission. The plan describes seven of the
most pressing problems facing the state in the health area. It also provides information on
programs and funding levels currently addressing these problems and presents a specific list of
initiatives designed to impact the problems. Included in the high priority areas are:

The rapidly escalating costs of health care.

Emotionally disturbed children.

At risl/teen pregnancy.

Rural health care.

Child care/development.

School-based health initiatives.

Increasing population over 65 in South Carolina.

Governor Campbell's plan was submitted to members of the General Assembly and
distributed to members of the Coordinating Council. In an article that appeared in Carolina
Health Style, Governor Campbell said, "In looking at South Carolina's future, it is apparent that
cost containment, prevention, ild emphasis on personal responsibility must be the key
components for a state health plan in seven key areas. "

State Health Plan Is I-ong-Range Strategy

Governor Campbell, in his State of the State address said, 'In too many cases, we have
thrown money at problems without tracking progress. And when we throw money, the taxpayer
foots the bill. Recognizing the trend, I joined forces with health care leaders to develop a system
that works. We needed a long-range strategy and the State Health Plan was the result."

The responsibility to carry out the specifics of the plan fell to the Governor's Office and
the Issues Development Committee of the Coordinating Council (chaired by Eugene A. I-aurent,
Ph.D., executive director of the Finance Commission). Many of these initiatives required
participation of the Finance Commission and its programs, so staff was to be directly involved
in planning and implementing these initiatives in future months.

The Finance Commission had also been designated by Governor Campbell to be South
Carolina's lead agency in coordinating an innovative child care program funded under the
national Child Care and Development Block Grant. In FY 9L-92 South Carolina received $13.6
million to make quality child care more affordable and accessible to South Carolina families.
Of this amount, $7.4 million was allocated to vouchers for eligible families.



On April 6, L992, Child Care Operations Center began taking applications from
parents and guardians who may qualify for vouchers to help pay for their child care under the
Finance Commission's new ABC Child Care Voucher System.

The program serves children younger than age 13 (except special needs children who may
be served through age 18). Families who earn up to 75 percent of the state's median income
are eligible. For a family of four this equals $27,085. Parents must be working or attending
a job training or educational program. Depending on family size and income, the system will
pay from 92 percent to 46 percent of a family's child care cost.

ABC Child Care Voucher System

Enrollment of child care providers began during FY 9l-92, with providers who chose to
participate in the ABC Child Care Voucher System being required to meet quality standards set
by the Finance Commission. Once approved, the facility was added to a list of qualified
providers and may then be chosen by an eligible parent. By the end of FY 9l-92, more than
300 providers had been enrolled in the system statewide, with the enrollment process continuing.

Eligible parents were issued a debit card to offset the portion of their child care cost that
was determined by a sliding fee based on income, family size, and established cost for child care
services. The enrolled provider that had been chosen by the parent will submit debit card
vouchers to the Finance Commission for payment of services. Funds had been allocated by
county, and applications were taken from parents on a staggered basis, beginning with Richland
and Greenville counties. By the end of FY 9I-92,3,800 children were enrolled throughout
South Carolina.

Affordable Child Care Major Family Problem

Affordable child care remains one of the more signif,rcant problems facing many
working families. Since 1980, there has been dramatic growth in the portion of the United
States labor force that must arrange child care services in order to work. Today, over 500,000
children in South Carolina spend part or all of their day in out-of-home care. In South Carolina,
58.12 percent of mothers with children under six years of age are working outside the home.
Inflation and the rise in single-parent families have created an unprecedented need for child care
at a time when affordable, quality services are beyond the reach of many working families. For
some low- and moderate-income families, whether headed by a single parent or two parents,
child care can be a critical step toward working, participating in employment and training
programs, and/or attending school.

The Finance Commission's view is that the future of South Carolina's children is
dependent on the affordability of quality child c:re as children's growth and development, their
educational readiness, are directly linked to access to quality child care.

Child care providers who enrolled in the Chitd Care and Development Block Grant's



statewide voucher system received a certificate stating that they are members of the campaign
to improve child care in South Carolina and thus have become "Advocates for Better Care."
Clients, as well, when becoming a part of the child care voucher system, received a card
indicating that they are members of the same campaign.

State\ilide Multimedia Awareness Campaign

This campaign was funded by a portion of South Carolina's allocation of the Child Care
and Development Block Grant (CCDBG) which was earmarked for a statewide multimediapublic
awareness campaign to impact the attitudes and opinions of the general public about the value
and benefit of quality child care. Utilizing the requests for proposal process, a contract was
awarded to Chernoff-Silver and Associates to provide such a campaign. The campaign's goals
were to:

o educate the consumer to stimulate the demand for developmentally appropriale
eady childhood practices in child care programs;

. encourage child care providers to meet nationally accepted standards of child
care practices;

o create awareness that children's educational readiness is directly linked to
access to quality child care.

Research was conducted by Chernoff-Silver and Associates to gain baseline measures of
consumer awareness and knowledge of what constitutes quality child care, and to gather ideas
and recommendations for the campaign's creative materials. Utilizing this information, the
contractor developed three television Public Service Announcements @SA's), to be aired
throughout the first year of the campaign; along with printed material for distribution to the
general public. These PSA's will focus on:

o Wat is Qwliry Child Care? Viewers will hear from a child care teacher and
see developmentally appropriate practices being carried out.

. W! is Quality Child Care Important? Viewers will hear from a first grade
teacher about the link between a child's readiness for school and quality child
care and will see detrimental effects when quality child care has not been a part
of a child's pre-school experiences.

o How Do You Recognize Qualiry Child Care? Viewers will hear from parents
about what they look for in a quality child care setting and will see how parents
should and can be involved in this process.

The televised PSA's were supplemented with radio PSA's and the distribution of printed
materials. An informational brochure is being developed along with statewide placement of



billboards and distribution of posters. The printed material is also being adapted for distribution
to newspapers and magazines. A logo which calls people to action with the message, "Advocate
Better Care," will be seen at the end of each of the television PSA's, as well as used on all of
printed material. Seen with the logo is a toll-free number operated by the Finance Commission.
By calling 1-800-476-0199, interested individuals may ask questions and receive information
about quality child care and find out what the state is doing, as well as what they, as advocates,
may be able to do to raise the quality of child care services in South Carolina.

It is anticipated that the efforts of this campaign will begin to raise the awareness of
consumers about the value and benefit of quality child care so that they begin to expect a higher
level of quality care for the children of South Carolina.

Another Child Develqrment Milestone

Another child development milestone recorded during FY 9t-92 was designation of the
Anderson County School District One Child Development Center as the first pre-school ever to
win the coveted Congressional District Award in the Palmetto's Finest competition sponsored
by the South Carolina Association of Elementary and Middle School Principals. Given annually
since 1978, the awards are awarded after site visits and evaluations by school principals and
professors.

"We're the first pre-school to win an award, but I don't think we'll be the last. I think
we have made a difference in how other pre-schools will look at the competition and decide
whether they can compete. We'd had a lot of firsts here, and this is one of the nicest," said
Doris Cole, director of the Williamston school that serves 67 three- to five-year-olds.

The Finance Commission provides Social Service Block Grant (SSBG) funds to help the
center in its work of improving opportunities for at risk children. The Anderson center is one
of 51 programs serving 4,500 children at 100 sites throughout South Carolina receiving SSBG
funding. The children are provided a comprehensive program of developmental activities while
their parents are participating in educational, training, or employment opportunities.

28 Centers Gain National Excellence Recognition

The Anderson center is also one of 10 SSBG-funded centers in South Carolina to rereive
accreditation from the National Association for the Education of Young Children, which had
recognized a total of 28 public and private child development centers for excellence in South
Carolina at the end of FY 9l-92.

Helping to achieve more in FY 9l-92 with less resources was a virtual whirlwind that
showered three major health-care grants on South Carolina, placing the Finance Commission and
its partners on the cutting edge of innovative approaches to resolving unmet medical needs.

Common to all three grants is federal monetary assistance through the Finance
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Commission to help local people combat local problems. Each project will be implemented and
evaluated, with the results being studied as possible national strategies in addressing infant
mortality, the unmet needs of the uninsured, and substance abuse.

The most publicized grant was the designation by Governor Canoll A. Campbell Jr. of
the United Way of South Carolina as the coordinator and director of "Healthy Start," aimed at
curbing infant mortality in the Pee Dee counties. Multiple strategies will remove barriers to
Medicaid and insurance coverage, dispatch rural outreach teams to identify clients, create a toll-
free information hot line, integrate merchant coupons into prenatal visits, and implement a
managed-care health program to both control costs and improve access to care.

Helping United Way Curb Pe Dee Infant Mortality

The Finance Commission was asked to help the United Way of South Carolina reduce
infant mortality in the Pee Dee region by 50 percent over the next five years. That was the $50
million goal behind a new federal grant cdled Healthy Start. Coordinated by the United W"y,
several state agencies including the Finance Commission assisted in implementing programs
designed to cut the infant mortality rate in Chesterfield, Darlington, Dillon, Marion, Marlboro
and Williamsburg counties.

Finance Commission Executive Director Eugene A. Laurent, Ph.D., chaired the Healthy
Start Governing Board, which includes representatives of the over half-dozen state agencies and
associations involved in the project. Healthy St:art's efforts to alleviate infant mortality will
encourage and support community-based solutions. The Healthy Start money can be used most
effectively by tailoring services to the specific needs of each community.

To determine those community needs, medical consumers and providers of services in
the Pee Dee are being invited to provide ideas and suggestions through local focus groups and
county coalitions. The driving force behind Healthy Start will be the people who provide and
receive services.

The Healthy Start Committee began working to make Medicaid an integral part of the
grant. The first step was to examine existing programs which can help the project meet its goal.

Removing Traditional Barriers to Carc

The members also attempted to remove some of the traditional barriers to community
services and health care. Once the five year grant has ended, the Committee will work to
maintain the programs established during Healthy Start which have succeeded in reducing infant
mortality.

Through evaluation of Healthy Start's progress and results, some ideas may be
transplanted to other areas of the state to improve South Carolina's low infant survival rate.
Success in the Pee Dee may have national repercussions, however. Of the 15 areas throughout
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the United States awarded a grant, only two rural areas were selected. The other rural grant
went to a South Dakota Indian Reservation. Healthy Start could become a model for other such

efforts across the nation.

Meanwhile, as health system reform gained prominence in the national and state political
debate, South Carolina and two other states became involved in demonstration projects that could
influence this policy process. The Finance Commission, along with the states of Washington
and Maine, received grants to extend most Medicaid services in September 1992 to persons

under 150 percent of poverty. An operational protocol was submitted to and received approval
from the federal government for a demonstration project addressing the problem of the working
uninsured not being able to afford medical care, Governor Carroll A. Campbell Jr. announced

in September.

Iv{anagd Carc for Employed Uninsured in Tlvo Counties

"After months of hard work by my office and the State Health and Human Services
Finance Commission, I am pleased to announce the creation of an $11 million health insurance
program that will provide managed care for up to 2,750 low-income employees and their
dependents in Horry and Marion counties, where a large proportion of the population is now
without health insurance coverage," Governor Campbell said.

"Our goal is to obtain increased health care coverage at lower costs." This will be

accomplished, he said, by case managers who will divert enrollees from such costly medical

services as emergency room visits into the care of private physicians; stressing preventive
services; and purchasing health care with Medicaid rates that are lower than private fee

schedules. "Many businesses in South Carolina, especially small businesses, cannot afford health
insurance for their employ@s," Campbell said in making the announcement. "To further
compound the problem, employees can't always afford private health insurance coverage."

"This grant is an opportunity to begin finding answers on how the working uninsured can

become medically independent, a problem facing one out of every four South Carolina residents,

who join 37 million other Americans in the uneasy status of being either uninsured or
underinsured," said William P. Simpson, chairman of the Finance Commission. "This will truly
be a partnership between government, business and citizens."

Federal Grant Major Source of Funding

The Federal Health Care Financing Administration will provide approximately $7.8
million; $2.5 million will come from employer and employee premiums; the balance will come
from private sources and state in-kind services, as well as a grant from the Duke Endowment.

Specific project objectives are:

o To increase the number of employers offering insurance coverage and the number of
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persons covered

o To improve enrollee access to quality care

o To use managed care to limit emergency room use, unn@essary diagnostic testing, and
inpatient hospitalization while boosting preventive services

o To lower costs by improving efficiency and cost effectiveness of medical care

o To provide continuity of service to the demonstration participants

o To reduce provider bad debt and resultant cost increases to other insured patients

o To reduce state public assistance rolls by providing low-income workers with an
important incentive (health insurance coverage) to remain employed.

o To provide information which may be used in other areas in South Carolina and the
United States to assess the feasibility and cost-effectiveness of using Medicaid as a
vehicle of providing insurance coverage to low-income employed workers.

South Carolina Health Access Plan

Centered on managed care, the Finance Commission project, known as the South
Carolina Health Access Plan, will serve up to 3,000 employees and their families who work in
small businesses. The project will take place in Marion and Horry counties. In conducting this
project, the Finance Commission will outstation a small local office and will contract for billing
and premium collection responsibilities to a third party vendor. It is envisioned that this project
will provide valuable information on this portion of the population, in addition to providing a

comprehensive insurance package to these individuals for three years.

The state of Maine is operating a statewide project which will be managed by the Maine
Department of Human Services. It appears that the Maine project will be fully integrated into
their Medicaid agency. Maine will use a gatekeeper approach, similar to the one envisioned by
the Finance Commission, with additional payments going to gatekeepers for performing case
management functions. Maine will generate a weekly cost report in order to analyze
expenditures and service usage. Eligibility will be determined by staff located in 14 district
offices.

The project in Washington is sub-state, like South Carolina's, and focuses on the Spokane
area. Washington projects it will serve about 3,500 people over the life of the project. It will
be operated by the Department of Social and Health Services and will work closely with the
Washington Basic Health Plan @HP) that covers uninsured individuals up to 200 percent of
poverty. The main difference between the two plans is that the BHP targets individuals and the
new project targets small businesses. In fact, some of the participants in the new project will be
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those who are on waiting lists for BHP membership.

Although all projects must follow specific federal guidelines, each is also uniquely
different and must cope with problems inherent to its location. All of the projects intend to start
up in July 1992.

Targeting Perinatal Substance Abuse

The third grant targets perinatal substance abuse, a complex problem that has significantly
impacted our nation and our state. Chemically dependent women have multiple, unique needs,

in addition to the need for treatment for the disease of addiction. Furthermore, addiction is a
family disease, requiring a holistic approach if family presenration and recovery are to be
realized. Yet historically, substance abuse treatment programs have not addressed the needs of
women and their children. If a woman with alcohol or other drug problems is also pregnant,
effective treatment is even less likely. On the one hand, treatment programs are reluctant to
admit pregnant women due to fears of liability and lack of expertise in meeting their needs. On
the other hand, law enforcement may threaten punitive action, including loss of parental rights
and incarceration, if the addiction goes untreated.

Project Transitions is an attempt to provide access to early medical, substance abuse, and
other services that address the diverse needs of Medicaid-eligible, pregnant, substance abusers

and their children.

The grant proposal was submitted to the Health Care Financing Administration and was

one of six projects selected nationwide for funding. The grant, totalling $3.1 million, will
enable implementation of Transitions, a four-year demonstration project, in the Edisto Health
District.

Edisto Heatth Disfrict Chosen for Project Site

The Edisto Health District, consisting of Bamberg, Calhoun, and Orangeburg counties,
was selected as the demonstration project site because there existed a firm foundation of
available quality services and a demonstrated community commitment to address the problem
of perinatal substance abuse. I-argely rural, and ranking high in the state for unemployment,
Aid to Families with Dependent Children (AFDC) and Food Stamp recipients, and under-
educated, this tri-county area presents many public health challenges. The area is marked by
high infant mortality rates, as well as high HIV, syphilis, hepatitis, gonorrhea, and tuberculosis
rates; health indicators that are often related to substance abuse.

The Regional Medical Center, the Bamberg County Memorial Hospital, Edisto Health
Department, family health centers, and private gynecologists and pediatricians all report
increasing numbers of women and infants affected by substance abuse in the Edisto Health
District. A tocal work-group has attempted to address the complex problem through
development of a screening and referral protocol, and other activities. However, the agencies

I4



have quickly realized that threat of prosecution is a short-term solution, which often discourages
pregnant women from seeking either medical care or substance abuse treatment. The work-group
has further determined that numerous other barriers, including lack of formalized interagency
coordination and extremely large caseloads for case managers, prevent access to needed services
for many women and infants.

Building Upon Existing Pregnancy Programs

Project Transitions services will be built upon the High Risk Channeling Project and

other existing services in the Edisto area. The Finance Commission has received approval from
HCFA to add maternal substance use and infant substance exposure as risk factors requiring
channeling of mothers and infants into high-risk medical care. In addition to the existing services
available in Bamberg, Calhoun, and Orangeburg counties, project Transitions proposes the
following enhancements to address the complex needs of pregnant women with alcohol and drug
problems, and their families:

o Creative outreach utilizing indigenous, recovering women as outreach workers;

o Uniform assessment (screening) and referral protocol for all health care providers;

o Training of medical, drug treatment and ancillary staff;

o Increased patient access to transportation and child care services;

o Concurrent case management: Intensive Case Management of the chemically
dependent woman and her family while in alcohol/drug treatment and HRCP case

management of medical services needs;

o Positive Parenting During Recovery, a special group process concurrent with drug
treatment;

o Availability of a full continuum of drug treatment services for pregnant women,
including detoxification, inpatient, and outpatient services;

o Immediate interventions at local hospitals for women/infants identified with drug
problems at time of delivery;

' o I life skills group process (First Steps) for all women identified at risk for substance

abuse during pregnancy;

o Drug-free transitional housing for women and their children;

. Day treatment services for children of chemically dependent women, including
intensive in-home services;
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o A project administrator to coordinate all components of the project, including
evaluation and research.

Project Transitions will include a strong research component which will attempt to
demonstrate that the described interventions will: 1) Increase the number of pregnant Medicaid
eligible substance abusers who seek and engage in medical and drug treatment early in
pregnancy; 2) Maintain the participation of the patients in medical and drug treatment; 3)
Result in healthier outcomes for mothers and infants; and 4) Demonstrate cost effective
utilization of Medicaid dollars. Recipients of the HCFA grants will receive additional funding
to support independent evaluation of the projects.

G@l Is to Replicate Prroject's Benefits Statewide

Success of the demonstration project will hopefully influence expansion of Medicaid
funding to include these critical services. The ultimate goal is replication of the Transitions
model statewide and in other states as well.

South Carolina also administers a $688,000 grant from the Ryan White Comprehensive
AIDS Resources Emergency Act of 1990 (Ryan White Title II C.A.R.E. Act). Through the
Finance Commission, selected home- and community-based services are provided to persons who
are Human Immunodeficiency Virus infected with the Human Immunodeficiency Virus (HIV).
The act's intent is to enable states to improve the quality, availability, and organization of health
care and support services for individuals with HIV infection and their families, subsequent to
the diagnosis of HIV infection.

The concept of a continuum of care model of services, in which all the needs of the
individual or family are met in a coordinated fashion, underlies the provisions of the Ryan White
Title II C.A.R.E. Act.

Ryan White Monies Targeted to AIDSIHIV

In South Carolina, the Department of Health and Environmental Control (DHEC) was
specified as the lead agency. Ryan White monies were designated to:

. set up HIV Care Consortia in Charleston, Orangeburg, and Greenville;

o provide home- and community-based care services through the Finance Commission's
Community Inng Term Care (pLTC) programi md,

. expand DHEC's AZT Program.

The home- and community-based portion of Ryan White will be administered by CLTC
and will utilize existing administrative services developed for the CLTC HIV/AIDS Waiver
Program and the HIV Home- and Community-Based Services Grant. Using the statewide case
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management system, which is the core of the HIV/AIDS waiver program, and a network of
existing contracted providers, eligible recipients will be identified and appropriate services will
be authorized.

This program is targeted for those medically needy individuals whose needs exceed those
provided by the waiver; those who are ineligible for the HIV/AIDS waiver participation; or
those clients awaiting eligibility determination. Services provided will include personal care aide
services (PCA); home health services, which include the services of a home health aide,
registered nurse and Master Social Worker; private duty nursing; the purchase or rental of
durable medical equipment (DME); counseling'for the client and family; and home intravenous
and aerosolized drug therapy (including the prescription of drugs administered as part of such
therapy).

Requircments For Ryan White Participation

Requirements for Ryan White participation in the Finance Commission's CLTC home-
and community-based program are that the applicant must be HIV infected and live in the
geographic area served by a CLTC area offrce, and be in need of one or more of the services
provided by the program. There are no medical criteria for the program other than being HIV
infected. In fact, the grant is intended to serve those clients who are asymptomatic. It is
anticipated that anyone with a diagnosis of HIV, who also needs one of the Ryan White services,
shall be eligible to be served by the grant. In accordance with grant directives, no individuals
will be denied services based on income levels. However, priority will be given to those
individuals who do not have the resources to purchase extensive services.

Also in FY 9l-92, Finance Commission staff helped produce a report regarding the health
and social needs of the state's aging population, ild the degree older South Carolinians
perceived such needs are met. The "1990 Panel Study of Older South Carolinians," an

exhaustive study commissioned by the I-ong Term Care Council, was a result of a telephone
poll of thousands of elderly state residents. The document was a cooperative effort of six state

agencies constituting the Long Term Care Council, which is composed of the governor's
appointees; the commissioners of the departments of Social Services, Mental Health, Mental
Retardation, and Health and Environmental Control; and the executive directors of the South
Carolina Commission on Aging and the Finance Commission.

Written List of Patients' Rights

Another FY 91-92 initiative was the key role played by the Finance Commission in
developing a written list of a patient's rights under state law to make medical and other treatment
decisions.

The South Carolina Long Term Care Council, staffed by the Finance Commission, was

charged by an Executive Order from Governor Carroll A. Campbell Jr. to draft a written
description of state law t,o be distributed by provider organizations to their patients.
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Effective Dec. 1, L991, South Carolina patients have a right to make decisions about their
health care. Patients who do not want to receive certain treatments have the right to tell their
doctors, either orally or in writing, that they do not want the procedures. The best way to be
sure such wishes are followed is to sign a health care power of attorney and a living will, which
is a very personal and very important decision. A living will or health care power of attorney
will not affect the health care received by patients still able to make decisions for themselves.

Health Care Power of Attorney

A health care power of attorney is a document in which an individual legally gives
another person ("agent") the power to make decisions related to his or her health care. A
normal power of attorney gives an agent the power to make decisions about money, property,
or business transactions. A normal power of attorney, however, will not necessarily allow an
agent to make health care decisions for another.

A health care power of attorney can be revoked at any time by informing the agent or
doctor of an individual's change of mind.

A living will is a document stating a person wishes to die a natural death and not be kept
alive by medical treatment, heroic measures, or artificial means that will not improve health.

Living Will Form Available

The living will form most commonly used in South Carolina is called a "Declaration of
a Desire for a Natural Death. " If a health care provider does not have forms, one can be
obtained from the South Carolina Commission on Aging or from local councils on aging, the
Joint I-egislative Committee on Aging, or the Ombudsman Division of the Governor's Office.

A living will becomes effective when two doctors determine that a patient is permanently
unconscious or that death will occur in a relatively short period of time. In South Carolina,
"permanently unconscious" means that an individual is in a permnnent vegetative state in which
the body functions but the mind does not.

To sign a living will, one must be at least l8-years-old and mentally competent. At least
two persons, including a notary public, must act as witnesses to the signature. If a patient signs
a living will while in a hospital or as a resident in a nursing home, a representative from the
Governor's office (the Ombudsman) must be present for the signature.

Patients Must Receive Certain Inforrration

Pursuant to the federal Omnibus Reconciliation Act of 1990 (P.L.101-508), effective
Dec. l, L991, certain providers receiving Medicare and/or Medicaid reimbursement were
required to make available to their patients certain information regarding advance directives.
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For the purposes of the Patient Self-Determination Act, advance directives iue defined
as "a written instruction, such as a living will or durable power of attorney for health care,
recognized under state law (whether statutory or as recognized by the courts of the state) and
relating to the provision of such care when the individual is incapacitated."

Each state has been required by federal law to develop a written description of patient's
rights under state law to make medical and other treatment decisions.

Federal Iaw Creates New Duties for Providers

The following duties are created by the federal law for providers:

A provider or organization must maintain written policies and procedures with respect
to all adult individuals receiving medical care by or through the provider or organization.

A provider must provide written information to each individual concerning: 1)

An individual's rights under state law (whether statutory or as recognized by the
courts of the state) to make decisions concerning such medical care, including the
right to accept or refuse medical or surgical treatment and the right to formulate
advance directives; 2) The provider's or organization's written policies
respecting the implementation of such rights.

A provider must document in the individual's medical record whether the
individual has executed an advance directive.

C. A provider must not condition the provision of care or otherwise discriminate
against the individual based on whether the individual has executed an advance
directive.

A provider must ensure compliance with state law (whether statutory or as

recognized by the courts of the state) respecting advance directives.

A provider must provide (individually or with others) for education for staff and
the community on issues concerning advance directives.

Item C above must not be construed as requiring care which conflicts with an advance
directive.

When Written Inforrration Must Be Providd

The written information described above must be provided to an adult individual: 1) In
the case of a hospital, at the time of the individual's admission as an inpatient; 2) In the case
of a nursing facility, at the time of the individual's admission as a resident; 3) In the case of
a provider of home health care or personal care senrices, in advance of the individual's coming

A.

B.

D.

E.
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under the care of the provider; 4) In the case of a hospice program, at the time of initial receipt
of hospice care by the individual from the program.

Nothing in the Patient Self-Determination Act prohibits the application of a state law
which allows for an objection on the basis of conscience for any health care provider or any
agent of such provider which as a matter of conscience cannot implement an advance directive.

Designating Health Manpower Shortage Areas

One of the duties carried out by Finance Commission staff is the designation of Health
Manpower Shortage Areas (HMSA) and Medically Underserved Areas (MUA).

The HMSA program was created through federal legislation in the 1970's and it allows
the Secretary of the Department of Health and Human Services (HHS) to designate areas,
populations or facilities that have critical shortages of physicians, dentists, psychiatrists or other
health care providers. This is done by the application of criteria including: the identification
of a rational senrice area; a physician-to-population ratio in excess of 1:3,000i md, proof that
physician services in neighboring areas are over-utilized, remote, or otherwise inaccessible to
residents of the proposed service area.

What is the advantage to achieving HMSA status? Designated HMSAs are eligible to
apply for assignment of National Health Service Corps personnel, Public Health Service
scholarships and other federal health manpower grants. Also, physicians practicing in HMSAs
are entitled to receive a 10 percent bonus payment under Medicare effective Jan. 1, 1991.

Medically Underserved Areas (MUA) identify areas where there is a critical need for
primary care physicians. To achieve this status, an area must demonstrate a critical shortage
of primary care physicians, have a high percentage of elder to total population, and have high
rates of poverty and infant mortality. Areas receiving MUA status are eligible to apply for
federal funding to establish primary care clinics and grant assistance to recruit primary care
physicians.

16 Entire Counties With Severe Shortages

Currently there are 16 entire counties, 27 partial counties, 4 correctional facilities and
one population area designated as HMSAs within the state. There are also 34 entire counties
and L2 partial counties designated as MUAs.

The Finance Commission works with the Department of Health and Environmental
Control, the South Carolina Primary Care Association, and the South Carolina Area Health
Education Consortium (AHEC) in the process of approving HMSA and MUA status. The
Finance Commission staff works with these entities, HHS officials and the affected area to
develop extensive information regarding the needs of the applicant.
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During FY 9l-92, South Carolina was one of the first states in the nation to successfully
implement the Federally Qualified Health Center (FQHC) program. The FQHCs, formerly
Rural Health Centers (RHc)/Federally Funded Health Centers (FFHC), are clinical facilities
located in rural regions throughout the state. The clinics provide medical services to areas with
limited access to proper health care. With the increasing cost of medical treatment and
equipment some of the clinics could only provide limited services. Many Medicaid recipients
could not or would not obtain medical services because of the combination of inadequate health
resources and not living near resources that are offered. In April 1989 federal laws were passed

mandating the implementation of the FQHC program to end this problem.

Foderally Qualifid Health Centers

To be eligible, the Federally Qualified Health Center must receive a grant under SS329,
330 or 340 of the Public Health Service Act (PHS). The provider must provide clinical services
in accordance with the Finance Commission policies and procedures to all eligible Medicaid
recipients. The services must be performed under the supervision of a licensed physician or
mid-level practitioner. In light of all the new guidelines states must submit a State Plan
Amendment that reflects how the providers will be reimbursed by South Carolina Medicaid. A11

Medicaid services provided by the FQHC must be reimbursed at 100 percent of reasonable cost.
South Carolina submitted a State Plan Amendment, which was approved by the Health Care
Financing Administration.

Currently 21 FQHCs operate within the state of South Carolina. The Division of
Primary Care is responsible for making sure that these centers are in compliance with existing
state and federal guidelines. Many changes have taken place with the FQHC program which
could not have been a success without the interagency cooperation needed and received to
implement this program. The program has proven to be very beneficial to the Medicaid
providers, the Finance Commission, and most importantly the medically indigent and the
Medicaid recipients who receive these services. The future looks promising for the FQHC
program.

Annual HCFA 2082 m Informative Document

One of the more informative documents produced by the State Health and Human
Services Finance Commission is its annual HCFA 2082.

This is an annual report from state Medicaid agencies to the Health Care Financing
Administration or HCFA. And since it is manually typed on form 2082, it is known as the
HCFA 2082. It is a federally mandated statistical report on medical care based on eligibles,
recipients, payments, and services. T'he 77-page report summarizes Medicaid information by
types of services, race, sex, age, and eligibility category.

Information is reported based on the federal fiscal year beginning Oct. 1 and ending Sept.
30, and the report is due Jan. 15 of each year.
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Staff from the Division of Medicaid Management Information System (MMIS) User
Services is responsible for the management, development, and enhancement of the Finance

Commission's Annual Statistical Report - HCFA 2082.

A brief overview of the current HCFA 2082 reveals that between Oct. 1, 1990, and Sept.

30, 1991, 414,L03 persons were eligible to receive Medicaid sponsorship of their medical bills
in South Carolina. Of that number, 375,233 actually received services, which were valued at

$910,287,195.

Itfiajority of Medicaid Patients Covered for l-ess Than Year

Details that the careful reader will discover from the HCFA 2082 include the fact that
more than hdf (54.5 percent) of the 414,L03 persons eligible for Medicaid coverage enter the
program for less than a year. More than half (53.7 percent) are children, including 38,517
infants. One in six eligibles (16.9 percent) is 65 or older; and almost two-thirds (64.5 percent)

are female.

By type of service, 296,023 clients received physician care valued at $91.3 million,
which includes 651,748 office visits; outpatient hospital services valued at $34.3 million were
utilized by 178,293 Medicaid clients. Another ll2,3l9 Medicaid recipients were admitted to
a hospital and received $249.6 million worth of care. Additionally, 16,507 persons obtained

$311.6 million worth of institutional nursing home care; and270,369 clients received $63.4
million worth of pharmaceutical services.

Report Focuses on People, Payments, Services

The report mainly focuses on data related to eligibles, recipients, payments, and the
federal types of services. Eligibles are persons who were eligible for Medicaid during the
federal fiscal year. They are classified in the report by their basis of eligibility at the beginning
of the federal fiscal year. If the person becomes eligible after the first of the federal year, his
or her initiat eligibility status is used.

Recipients are persons for whom Medicaid payments were made during the federal fiscal
year. Since services are reimbursed up to one year from the date of service, recipients could
conceivably span a two-year period. To be included in the report, the expenditure for the
service, regardless of the date of service, must have occurred during the federal fiscal year. For
this reason, the number of recipients can exceed the number of eligibles.

Payments to providers for Medicaid services reimbursed during the federal fiscal year
are also reported, including the following types of services:

1. Inpatient Hospital Services
2. Mental Hospital Services for the Aged
3. SNF/ICF Services for the Aged



4. Inpatient Psychiatric Facility Services for Individuals Age 2l or Under
5. ICF Services for the Mentallv Retarded
6. SNF Services
7. Physicians' Senices
8. Dental Services
9. Other Practitioners' Services
10. Outpatient Hospital Services
11. Clinic Services
12. Home H%lth Services
13. Family Planning Services
14. I-aboratory and X-ray Services
15. Prescribed Drugs
16. Early and Periodic Screening (EPSDT)
I7. Rural Health Clinic Services
18. Other Care

The HCFA 2082, as well as its user documentation, is available upon request.

Cooeemtive Effort in Greenville County

The Greenville County Outreach and Obstetric Iow Risk Case Management Program is
a cooperative effort between the Finance Commission, Department of Health and Environmental
Control (DHEC), Department of Social Service (DSS), Greenville Hospital System (GHS),
Greenville County Health Department, Greenville County Department of Social Services, and
local physicians to reduce infant mortality and morbidity in Greenville County.

The project began in April 1990 to enhance service delivery at the Obstetric Clinic
located in the Greenville Memorial Medical Center. The clinic had long been the primary
source of care for low-income and indigent pregnant women in Greenville County. The project
provides outreach services to assist Medicaid applicants in obtaining the information needed to
complete their applications, and additional Medicaid eligibility workers to expedite patient
certification. DHEC or Medicaid also guarantees reimbursement to increase access to private
obstetricians. Case management assures maximum access, coordination and utilization of
prenatal care and other appropriate social services. Case managers assist the client through the
system, identify and help overcome barriers to health care, aid the client in making informed
decisions, and monitor the delivery of services to the patient.

Top Federal OfEcials Tour Project

In recognition of its success, the Greenville Project has been visited by both Dr. Louis
Sullivan, Secretary of the U.S. Department of Health and Human Services, and Christine Nye,
former director of the Medicaid Bureau of the Health Care Financing Administration.

A detailed evaluation of the Outreach and Case Management Programs, for the time
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period April 1, 1990 to June 30, 1991, was completed by GHS in August 1991. Highlights
include:

1. The average number of Medicaid applications per month has increased from 109 in
FY 89 to 313 in FY 91.

2. T\e average number of Medicaid application approvals has increased from 50 in FY
89 to 225 in FY 91.

3. The percentage of Medicaid actions completed within 30 days has risen from 63
percent in FY 89 to 90 percent in FY 91.

4. The percentage of Medicaid application denials has decreased from a pre-program
level of 33.5 percent to 27 percent during 1991.

5. 58 percent of the pre-program population had Medicaid coverage at the time of
delivery compared to 90 percent in 1991.

6. Project patients are beginning prenatal care at 15.44 weeks gestation as compared to
21.92 weeks prior to project's implementation.

At the beginning of each calendar year, there are usually about 100 codes added, deleted,
or changed in the Physicians' Cunent Procedural Terminology (CPT) book for medical
procedures. During FY 9L-92 the American Medical Association (AMA) totally revised the
medical section of the L992 CP[. This represents approximately 35 percent of all physicians'
charges.

350 New Codes Added to Procedural Terminology Bmk

A11 the office, hospital, critical care, emergency room, nursing/rest home, and newborn
service codes changed. Over 350 new codes were added to the CPT. Approximately 400 codes
were deleted and 125 codes changed descriptions. Coding, pricing, and system changes had to
be in place by Jan. 1.

Starting in mid-November, the reference file edits were developed for each of the new
codes (i.e. - which provider types could render the service, where could the service be
rendered, how often, was documentation required, was prior approval necessary, any age
restrictions, etc.).

With assistance from Medical Director Dr. Ira Horton, source documents were completed
that were necessary to input the new procedure codes and their edit criteria in the MMIS. These
were forwarded to Medicaid Claims Control System (MCCS) for keying on Dec. 2, 1991.

The next challenge was development of budget neutral rates for all the new codes. Staff
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developed several budget proposals for the new codes based on Medicare's fee schedule and
previous Medicaid rates.

Once approved, source documents necessary to input pricing for the new codes in MMIS
were completed, and the new rates and the projected budget impact were shared with other
departments to add their pricing specialties and develop their budget impact before they were
keyed on Dec. 18, 1991.

In addition to the procedure code records, approximately 1,700 pricing records were
keyed enabling claims received with January 1992 dates of service to process and pay timely.
Because there were major CPT changes, MMIS syslem modifications were also needed. A
syslem worksheet, the mechanism for requesting MMIS system changes, was submitted in early
December.

Mdicaid lv{anagement Information System

The Medicaid Management Information System (MMIS) is a set of coordinated manual
and automated processes to control rigorously the payment of Medicaid claims. The MMIS
system is operated by a number of government and private organizations, under contract to the
Finance Commission, which in turn coordinates, directs, and monitors the performance of its
contractors. Among the contractors are Blue Cross/Blue Shield of South Carolina, Clemson
University, Southern Bell, First Data Bank, and the Department of Social Services (DSS).

Within the Finance Commission, staff of the Bureau of Information Resources
Management, Office of Fiscal Operations, direct the work of contractors, procure contractors,
and provide technical guidance and some technical services. The Division of MMIS User
Serrrices, Office of Programs, is responsible for coordinating, planning, and managing priorities
for system changes.

In addition to the automated subsystems of MMIS, the system includes a range of manual
support functions. The most significant manual functions are claims rereipt, data entry, and
claims resolution.

Processing More Than 9.5 Million Claims

The South Carolina MMIS processes greater than 9.5 million claims per year. The
volume of claims has been growing for the last three years at rates greater than 15 percent. Blue
Cross and Blue Shield of South Carolina, under contract to the Finance Commission, performs
the front-end work of receiving, controlling, microfilming, and keying paper claims, as well as
nursing home claims processing and suspended claims resolution. Blue Cross maintains offices
on the tenth floor of the fefferson Square building for this contract.

South Carolina receives about one-half of its claims by electronic, paperless means; the
remainder are paper claims.
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Paperless claims come from a variety of sources. The Finance Commission contracts
with Blue Cross to receive Medicaid claims on tape from those providers which submit their
Medicare claims over the Blue Cross PAID (Provider Access to Insurance Data) system.
Approximately 80-90 percent of hospital inpatient Medicaid claims are submitted through the
PAID system. A smaller but growing percentage of physicians and other provider types use the
PAID claims submittal network. In addition, South Carolina Medicaid receives claims on tape
from the Department of Health and Environmental Control for services such as home health care
and family planning. About one-half of drug claims are submitted on tape at no cost to the state.
The Finance Commission receives claims on tape and on floppy diskette directly from other
providers.

Accuracy Rate Better Than 99.5 Percent

Claims are keyed and key-verifred by Blue Cross. The Blue Cross contract demands 98
percent claims accuracy; a sampling of the contractor's work generally shows an actual accuracy
of better than 99.5 percent. The contract sets strict standards of timeliness for each step in Blue
Cross's processing of claims. The batches of keyed claims are transmitted to Clemson over
leased phone lines periodically throughout the day. Blue Cross also receives and produces much
of the routine printed output of daily claims adjudication.

South Carolina's MMIS is comprised of seven major subsystems and a number of
additional programs. The seven highly interdependent subsystems are designed to verify and
process provider claims. Claims processing is the most important single function handled by
MMIS. Several ancillary subsystems are either database-support systems or systems designed
to handle specific processing tasks.

Claims Processing: The claims processing subsystem reviews Medicaid claims for
payment. This automated review is referred to as "editing." A given claim type may be edited
in over a hundred different ways. The claims edits might be compared to a list of questions.

The claims system uses data stored in the MMIS subsystems to answer questions, such as:

o Is the recipient eligible for the date of service?

o Is the provider certified to render the service?

o Has this claim been paid by Medicaid already?

o Does the diagnosis or procedure conflict with the patient's age or sex?

o Does the recipient have insurance coverage to pay for this service?

If all questions are answered satisfactorily, the claims system calculates the allowed
charge for the claim and stores the claim as approved for payment. Almost 90 percent of claims
are adjudicated without suspending for manual review. If any answer is unsatisfactory, the claim
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is either rejected to the provider or suspended for review. Suspended claims are resolved by the
manual processes described earlier. About 2.5 percent of claims suspend.

On Average, Claims Take Two Weeks to Process

Average time from receipt of claim to payment or to rejection of the claim is 14 calendar
days.

Third Party Liability identifies Medicaid recipients who have insurance, causes the
insurance information to report on the Medicaid ID card, provides the data for the claims
processing system to reject claims that an insurer would pay, and attempts to collect from
insurance after payment where necessary.

For the first time in its history, Third Party Liability's (TPL) Casualty Department
reached the $1 million mark in recoveries in one fiscal year. The Casualty Department locates
third party payers of automobile accidents, crime victims, school related accidents, homeowner
and slip and fall accidents and medical malpractice. Once an accident related claim is paid by
Medicaid, it is the responsibility of the Casualty Department to locate, pursue, and recover from
the liable third party.

Recoveries Reach $1 Million Iv{ark

When the Third Party Liability Unit moved from the Department of Social Services to
the Finance Commission in 1985, it consisted of only three staff members. At that time, TPL
was handling approximately 600 active casefiles and recovering approximately $200,000 to
$300,000 per year. Near the end of 1987, after receiving four additional full-time positions in
1985, TPL was divided into two departments; one specializing in casualty related claims and the
other in health insurance claims. The Casualty Department was born and now consists of the
department head, two professional staff members and one support person. With the advent of
the automated system, the number of casualty cases alone throughout the state has increased to
an active caseload of 2,500 at any given time and casualty pay and chase recoveries have
reached the $1 million mark for the first time in its history.

The fruits of the department's labor are not always immediate. Cases can take anywhere
from three months to two years to settle, and longer if they are litigated. During FY 88-89, the
department recovered $630,971.91 and in FY 89-90 the department recovered $867,824.60. In
FY 9l-92 the department demanded a total of $3,781,226.36 and a majority of this will arrive
during the next two years.

Surveillance and Utilization Review Subsystem (SURS) collects historical data on
provider Medicaid billings. SURS identifies providers whose patterns of billing are unusual for
their type or specialty. SURS helps the Finance Commission's Bureau of Medicaid Program
Assessment locate program fraud and abuse. In addition, SURS produces certain quarterly and
on-request reports that are used by Medicaid program managers.
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Although MMIS is not an accounting system, the most important reports produced by
MMIS are the monthly expenditure reports. They provide information on dollars spent, numbers

of recipients treated, and numbers of days of treatment where appropriate. MMIS also has an

automated interface to and from the Finance Commission's accounting system, GAFRS.

Strong Federal Incentives For System

Federal law and regulation did not mandate that a state Medicaid program install an

MMIS. Instead, states were offered strong financial incentives. Federal dollars would pay for
90 percent of the costs of implementation of an MMIS that met federal design guidelines. Once

a system was certified as conforming to federal guidelines, federal match would cover 75 percent

of the operational cost. (By contrast, the normal federal financial participation (FFP) for
Medicaid operational costs is 50 percent.) Regulation also calls for ongoing review of each

state's MMIS to ensure that the system continues to meet federal guidelines. That review is

called the System Performance Review (SPR) and is conducted at least once every three years.

Also in FY 9L-92, the Board of Commissioners approved the extension of a nationally
recognized program that screens pregnant women and their infants for medical problems.

Extension of the High Risk Channeling Project (HRCP) means intensive and appropriate
medical care will continue to be provided to eligible pregnant women at high risk for poor birth
outcomes and infants with serious medical conditions. These services include prenatal care by
a board-certified obstetrician and delivery in a I-evel II or III hospital; nutrition services by a
registered dietitian; social work services by a masters-level social worker; health education

senrices; and case management by a registered nurse.

The Finance Commission was granted a waiver in 1986 to establish the first HRCP for
Medicaid-eligible pregnant women and their infants in the United States. The HRCP enhances

patient access to risk appropriate care. During FY 9l-92, the total number of public (primarily
Department of Health and Environmental Control clinics) and private HRCP providers was 86.

37 Percent Increase in Client Assessments

Additionally, in FY 9L-92,34,593 eligible pregnant women and 42,670 infants were risk
assessed, representin g a 37 percent increase in assessments over the previous waiver period (FY
89-90); 27,083 women and 38,440 infants were assessed to be at low risk and received

traditional prenatal care; 7,510 women and 4,230 infants were assessed to be at high risk; 844

of these patients were exempted from the program for various reasons and 10,896 were

channeled into high risk services. There were 25,350 Medicaid pregnancies, based on
pregnancy-ending hospitalizations, between Sept. 30, 1989, and Oct. 1, 1991.

The federal Health Care Financing Administration continued to recognize HRCP for its
innovative and cost-effective approach to providing high risk prenatal and neonatal services. An
independent evaluation done by the University of South Carolina School of Public Health
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indicates that the HRCP continues to demonstrate savings of South Carolina Medicaid funds by
enhancing high risk birth outcomes and reducing neonatal care costs.

Federal Iaws Greatly Impacting Care For prregnant Women

The Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1984 and the
Omnibus Budget Reconciliation Act (OBRA) of 1988 have greatly impacted the provision of care
to Medicaid eligible pregnant women and infants in South Carolina. As a result of these new
regulations, all Medicaid eligible women in our state have access to services similar to those
previously available only to HRCP participants'through the waiver process. To help determine
the impact of the expanded pregnancy related services, to enhance the coordination of care to
Medicaid eligible women and infants, to limit possible service duplication, ild to reduce
unnecessary expenditures associated with service overlap, the Finance Commission included the
following initiatives in the HRCP waiver renewal application to be submitted to the federal
government:

o Pilots of experimental HRCP models should be implemented in appropriate locations
to compare different approaches to facilitating high risk care. With the progression of the HRCP
during the past six years, various locales have developed, or considered, variations to the
original concept of risk appropriate care. These could be explored in limited settings to
determine their applicability to a larger or statewide setting.

o Conduct an in-depth evaluation of the HRCP, collecting qualitative and quantitative data
to determine process and impact of various HRCP components. Interviews and surveys with
physicians, hospital staff, nurses, case managers, social workers, nutritionists, administrators,
and patients will complement base data collected from Medicaid paid claims, assessment forms,
and patient records. This evaluation process will help to determine whether the HRCP is
appropriate and is meeting current needs. Strategies for addressing identified problems or
needed changes may then be developed.

The proposed evaluation demonstrates the Finance Commission's commitment to
providing appropriate services, reflecting state-of-the-art treatment approaches while meeting the
unique needs of Medicaid recipients. As new studies are conducted, methods of treatment and
traditionally accepted concepts are often altered or discarded. In order for the HRCP to continue
as a viable, contemporary program, staff must be aware of the most recent expert opinions in
the perinatal field.

Licensed Nurse Practitionen Apprcved as Providers

A new provider category was approved by the Board of Commissioners in FY 9l-92,
with the enrollment of licensed nurse practitioners as independent providers for those services
furnished that the nurse practitioner is legally authorized to perform under state laws or
regulations.
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The Omnibus Budget Reconciliation Act of 1989 (OBRA 89) mandated that state
Medicaid programs include the services of Certihed Pediatric Nurse Practitioners and Certified
Family Nurse Practitioners. Since Iuly 1990, the South Carolina Medicaid Program has covered
Certified Family Nurse Practitioner and Certifred Pediatric Nurse Practitioner services through
the OBRA 89 mandates.

Nurse practitioners are recognized as important contributors in meeting health care needs

by improving the quality and accessibility of health care services; increasing the productivity of
medical practices; and lessening the load of physicians, particularly in underserved areas. Nurse
practitioners have the potential to reduce health care costs and play legitimate roles in the health
care delivery system.

Services Available to All Medicaid Recipients

The Health Care Financing Administration issued a rule in December 1991 that allows
expanded coverage of nurse practitioner services. The purpose of the expansion is to ensure that
nurse practitioner services are made available to all or most Medicaid recipients.

The nurse practitioner would be required to be licensed by the state, and services
rendered must be within the scope of practice as defined under state law or regulation. South
Carolina law defines a "nurse practitioner" as a registered nurse who has completed a post-basic
or advanced formal education program acceptable to the State Board of Nursing, and who
demonstrates advanced knowledge and skill in assessment and management of physical and
psychosocial health-illness status of individuals, and/or families, and/or groups. Nurse
practitioners who manage delegated medical aspects of care must have a supervising physician
and operate within the "approved written protocols. " The nurse practitioner is subject, at all
times, to the scope and standards of practice established by the nationally recognized
credentialing organization representing the specialty area of practice, and must function within
the scope of practice of the South Carolina Nurse Practice Act and shall not be in violation of
the South Carolina Medical Practice Act.

239 Nurse Practitioners OfEcially Recognized

The South Carolina State Board of Nursing currently has 239 nurse practitioners licensed
and officially recognized by the state. The following is a breakdown of these nurse practitioners
by specialty: 25 Adult Nurse Practitioners; I Child Health Nurse Practitioner; 2 College Health
Nurse Practitioners; 1 Community Health Nurse Practitioner; 1 Emergency Nurse Practitioner;
84 Family Nurse Practitioners; 8 Family Planning Nurse Practitioners; 1 Gerontologic Nurse
Practitioner; 25 Neonatal Nurse Practitioners; 50 OB/GYN Nurse Practitioners; 34 Pediatric
Nurse Practitioners; I Primary Care Nurse Practitioner; 1 Psychiatric Nurse Practitioner; 1

Public Health Nurse Practitioner; and, 4 School Nurse Practitioners.

Permitting nurse practitioners to enroll independently would allow services to be provided
to recipients of all ages and in a wide range of settings. They would be valuable for primary
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care and preventive care services, make medical care accessible to the elderly and underserved,
and help reduce infant mortality. Nurse practitioners would allow physicians time to care for
the more seriously ill Medicaid recipient.

During FY 9l-92, the Board of Commissioners adopted civil monetary penalty sanctions
against nursing facilities which have repeat or recurring deficiencies. Notice to such a facility
of the potential civil monetary penalty that may be levied against it should encourage allocation
of resources to correct the deficiencies and prevent a recurrence.

Focusing Upon Spartanburg County

Another Finance Commission initiative focused upon Spartanburg County and provided
case management, maternal outreach, family planning, focused alcohol and drug outreach, and
teenage pregnancy prevention services with the goal of increasing service access, thus helping
assure that a continuum of service model needed to combat infant mortality and morbidity is
available.

Nationally, South Carolina ranks low in maternal and infant well-being, and other health,
education, and social indicators. According to the Department of Health and Environmental
Control (DHEC) data, the state had an infant mortality rate of 11.6 infant deaths per 1,000
bitths in 1990. Factors contributing to this high rate vary.

Urban Counties I{ave High Infant Mordity Rates

Some of South Carolina's urban counties have infant mortality rates higher than rural
counties.

Sparanburg County has a total population of 226,800, 54 percent of whom live in urban
areas. The City of Spartanburg, the fourth largest city in the state, contains a population of
43,447. The public housing complexes, which are concentrated within the city, house 20
percent of the city's population. According to recent DHEC studies, the majority of teenage
pregnancies, low birth-weight babies, and infant deaths are located in the Spartanburg city area,
which is the same area identified as the highest alcohol and other drug use area of the county.

The following statistics provide evidence of the need for targeted services in Spartanburg
County:

- o During the years 1988-90, the infant mortality rate for Spartanburg County was 11.6;
9.6 percent of county births are low birth weight.

o 26,234 residents (14 percent) of the county's population are alcohol abusers, and
7,885 (4 percent) abuse drugs; 23 infants (out of a total of 65) on the current County
Health Department sick-baby case load have alcohol or drug related problems.
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o The county ranks first in the state for juvenile offender court referrals; 32 percent of
teenagers in the county indicate that marijuana is easy to obtain, and 18 percent indicate

cocaine is easily available. These percentages are above the state average.

. Spartanburg County ranks 9th in the state for teen pregnancies (7 percent of 14-17

year olds). School District 7 reported 91 teen pregnancies in 1990 (9 percent of female

population).

Multiple Agencies Coming Together Cooperatively

In Spartanburg County, multiple agencies have come together to cooperatively address

these problems. As a result, access to family planning, maternal, and alcohol and drug services

will be greatly enhanced. The following agencies, under the auspices of Spartanburg County

Government's Office of Administration, will provide the multi-disciplinary services:

o Spartanburg Regional Medical Center;
. Sparanburg County Health Department (SCHD);
o Spartanburg County Alcohol and Drug Abuse Commission (SADAC);
o Spartanburg Family Care Council;
o Spartanburg County Department of Social Services (SCDSS);
. Spartanburg County School District 7.

The components of the Spartanburg project will include:

I. A pilot school-based pregnancy prevention and health education effort will be established

in SparAnburg County School District 7. The goal of this effort will be to implement

activities aimed at preventing initial and repeat pregnancies among teenagers in the area.

Interventions will be provided, exclusively for teens, in a setting that is readily accessible

and affords a safe, comfortable environment. Pregnancy prevention activities include not

only family planning information and services, but also interventions designed to build
self-esteem and decision making skills. Information and skill building concerning general

health for future pregnancies will decrease the likelihood of infant morbidity and

mortality. In addition to medical family planning senrices, the Teen Center will offer

social work, nutrition, and health education. Other special programs include trained peer

advocates and groups for males.

II. A community-based clinic will be established at the Bethlehem Community Center. The

center is located adjacent to several public housing communities, which are situated in

a high-risk county census tract for infant mortality/morbidity and teenage pregnancy.

The clinic will provide a continuum of services and will access other services, as

appropriale, for residents of the public housing developments. While these services can

be provided in all areas of Spartanburg County, the focus area during start-up will be the

Bethlehem Community. The senrices will include the following:
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It[aternal Outreach activities shall consist of individual and group sessions in community
centers, clinics, churches, homes, etc. Sessions will: a) Inform targeted women of
Medicaid eligibility procedures, prenatal care systems, and good health care practices;
b) Obtain pertinent health/social data from patients to expedite entry into services; and,
c) Provide assistance to patients in obtaining essential documents (e.g. birth certificates)
necessary to complete the eligibility process and help identify and eliminate barriers to
Medicaid eligibility for mothers and newborns.

Focused Alcohol and Dnrg Ivlaternal Outreach services will target individuals of
childbearing age who are substance abusers or are at risk for substance abuse.

Adolescents and adults will receive focused maternal outreach services to ensure access

to a full array of services to meet their medical, environmental, psychological,
vocational, educational, and social needs. The focused outreach worker is responsible
for identifying individual problems, needs, and resources; coordinating services necessary
to meet those needs; and monitoring necessary and appropriate services. The outreach
worker will facilitate problem solving to remove barriers to care, including assistance
with the eligibility process and transportation. Outreach services will.be provided in the
home and community.

Family Planning Services include information and skill-building activities concerning
general health practices to ensure maximum reproductive health for future pregnancies,

and decrease the likelihood of infant morbidity and mortality. Activities will be designed
to build trust between patients and family planning specialists, and enhance self-esteem
and decision-making skills. These services will be provided in the hospital, home, and
community.

Teenage PnegnancyPrevention Services will be provided to individuals, age 11 to 19.

These activities include not only family planning information and services but also
interventions designed to build trust, self-esteem and decision-making skills. Information
and skill building concerning general health practices will help ensure maximum
reproductive health for future pregnancies, and decrease the likelihood of infant
morbidity and mortality.

Spartanburg County Health Department (SCHD) will pilot a maternal access service in
Spartanburg County. The purpose of this service is to channel individuals into the
appropriate level of medical and ancillary services. The maternal access service is used
for all patients receiving positive pregnancy tests who plan to receive care from
Spartanburg Regional Medical Center, private physicians, and other prenatal providers.
The maternal access service staff of SCHD will work closely with other staff (e.g.,
SCHD, SADAC, etc.) to address the needs of the patients.

In an effort to increase access to services, the Health Department will also out-station
case managers at the Bethlehem Community Center. These case mangers will assist the
patients in their endeavor to access the broad range of Medicaid-sponsored services for
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eligible and potentially eligible pregnant women and teens. The case mangers will follow
the guidelines established under the High Risk Channeling and Anchor County Contracts.

One Million Teen Prregnancies in the United States

Every year,2.5 million teenagers become infected with sexually transmitted diseases

(STDs) and more than 1 million teen pregnancies occur in the United States. In 1989 there was

a 10 percent national increase in pregnancies among adolescents, ages 15-17. The following
recent South Carolina statistics provide support for expanding Medicaid's pregnancy prevention

and family planning efforts:

o In 1989, in South Carolina, over 5,668 girls, ages t4-I7, became pregnant.

. Of these teen pregnancies, 3,792 (67 percent) resulted in live births, 1,826 (32

percent) ended in spontaneous or induced abortions, and 50 (1 percent) ended in fetal

deaths.

o According to a 1987 South Carolina Department of Education suryey, over 17 percent

of the female dropouts reported leaving school because they were pregnant.

o Teenage mothers often become financially dependent on their families or on public

assistance. Of all mothers receiving public assistance in South Carolina in 1988, 19

percent were under the age of 20.

o In the 1991 South Carolina Youth Risk Behavior Survey of 6,000 youth, 4,080 (68

percent) reported engaging in sexual intercourse; 50 percent of the sexually active
females and 73 percent of the sexually active males reported engaging in sexual

intercourse at age 14 or younger; 13 percent of the females and 42 percent of the males

reported engaging in sexual intercourse at age 12 or younger.

Multi-Agency Effort trd&sssing Teen Pregnancie's

The Spartanburg maternal access service is in addition to a multi-agency effort aimed at

reducing South Carolina's teen-age pregnancy rate.

In an effort to bring about a significant reduction in unintended and unwanted pregnancies

among adolescents and the tremendous associated social and economic costs, the Finance

Contmission has developed the following programs:

TIIE TEEN COMPANION PROGRAM operates in 46 counties providing education and

counseling services to prevent and/or delay teenage pregnancy among at-risk youth. This

program focuses on males and females who are Medicaid recipients ages 10-20 years. The

objective of the program is to improve access to quality family planning services for a group at-

risk for unintended pregnancy, white actually reducing the need for these services for a portion
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of the target group. The program takes a holistic approach to making adolescents self-sufficient
before becoming parents. Senrices under this program are defrned as follows: referrals, home
visits, counseling, community outreach, and health education. These services are provided in:
local Department of Social Services (DSS) offices, schools, homes, churches, and community
centers.

TIIE SCHOOL{OMMIINITY SEXUAL RISK REDUCTION PROGRAM operates in Bamberg
County providing education and counseling services on the consistent use of effective
contraception by sexually active adolescents to prevent pregnancy and sexually transmitted
diseases (STDs). The program focuses on males and females who are Medicaid recipients, ages

9-19 years. Services provided under this program ile: needs assessment, intervention plan
development, counseling, home visits, family planning/health education, referrals, and outreach.
Services are provided in schools, churches, community teen-life centers, and homes.

TIIE SOCIALIZATION TRAINING, EDUCATION, AND PARENTING SERYICES
PROGRAM targets people with developmental disabilities operates in Orangeburg, Calhoun,
Georgetown, and Spartanburg counties. The focus of this program is adults with mental
retardation and related disabilities who receive or need medical services. Services provided
under this program are: needs assessment, intenrention plan development, record
maintenance/administration, and family planning counseling. This program reinforces the
principle role of health and human service providers in the community with regard to family
planning, pregnancy, parenting, socialization, and health care.

THE MOTHERS AS MENTORS PROGRAM developed by USC-Aiken (component of Parent
Net) is a community initiative to address that county's infant mortality rate. The primary goal
is prevention of repeat teen pregnancies. Related objectives include: early and continuous
prenatal and infant care, building parenting skills, completion of high-school education, and
accessing community resources. Teen mothers are selected and trained to become mentors of
pregnant teens from their respective communities. Mentor and partner activities include: family
planning information, skills building, decision-making, communication, and parenting.

TIIE TEEN HEALTII SCENE is a Palmetto Health District satellite clinic that serves
adolescents in the Richland Northeast area. The primary goal is prevention of teen pregnancies.
The clinic provides an iuray of services and programs to accomplish this goal and to ensure good
reproductive health and effective decision-making. Services include: outreach to schools and
other agencies, medical exams, contraceptives, pregnancy tests and referrals for prenatal care,
psychosocial assessment and intervention, nutritional assessment and intervention, education
assessment, and both individual and group health education interventions. Teen advocates from
local high schools are trained to provide education and counseling to their peers.

TIIE BEIIILEHEM COMMUNITY PROGRAM is a multi-agency effort targeting four housing
developments and their surrounding communities in inner-city Spartanburg. The activities
address a variety of health and social issues with the primary goal of preventing pregnancies.
The services are offered through clinic-based and community efforts and includes case
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management, maternal outreach, family planning, focused alcohol and drug outreach, and

teenage pregnancy prevention activities. The program improves access to medical services and

helps assure that a continuum of service model needed to combat infant mortality and morbidity
is available.

TIIE NE:W BEGINNINGS TEEN CENTER is a pilot school-based pregnancy prevention and

health education effort established in Spartanburg County School District 7. The primary goal
is to provide activities to prevent initial and repeat pregnancies among teenagers. Interventions
are provided for teens in a setting that is readily accessible, safe, and comfortable. Pregnancy
prevention activities include not only family planning information and services but also

interventions designed to build self-esteem and decision making skills. Information and skill
building concerning general health for future pregnancies will decrease the likelihood of infant
mortality and morbidity. In addition to medical family planning senices, the Teen Center offers
social work, nutrition, and health education. Other special programs include trained peer

advocates and groups for males.

THE YOUTH CONNECTION & FAMILY PI-ANNING PROGRAM at SIatCr-MAriEttA HUMAN

Services (SMHS) helps individuals in Northern Greenville County with special emphasis on at-

risk youth. The primary goal is the prevention of teen pregnancies. Services include clinic-
based family planning services, community prevention outreach efforts and a pilot school-based

prevention and health education efforts. These activities are provided at the SMHS clinic, local

schools, community centers, churches, and homes. The activities help to enhance access to care

and increase provider knowledge of attitudes and behaviors of children which may put them at-

risk for poor health, teenage pregnancy, family abuse, drug use, and dropout.

TIIE SICKII CEII FOTINDATIONS provide individual and group family planning, genetic

counseling and case management services. The-services are provided by three foundations:

James R. Clark Memorial Sickle Cell Anemia, Louvenia D. Barksdale, and the Committee on

Better Racial Assurance (Consolidated Omnibus Budget Reconciliation Act (COBRA)). The
goals are: a) Informing sicklers about the medical and genetic consequences of pregnancy and

information regarding prevention; b) facilitating access to early prenatal care; and c) reducing
patient suffering and medical cost resulting from patient's lack of care and/or non-compliance.

THE RICHI-AND MEMORIAL (RIvffI) FAMILY PI-ANNING AND EDUCATION
PROGRAM provides family planning services to inpatients, adolescents accessing services at

RMH OB/GYN Ambulatory Care and Teen Clinics, and male and female adolescents in the

community and in area schools. These services consist of counseling and instruction, as well
as involvement in community activities associated with family planning. Clients receive targeted

education to help ensure healthy pregnancies and/or prevent future unplanned/unwanted
pregnancies. The family planning education and counseling emphasize related decision-making,
self-esteem building, and problem solving skills.

Other programs currently being developed include:
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. The l\fiales Place focuses on inner-city Columbia male youths providing community-
based pregnancy prevention outreach, family planning, and health education.

o The Friendly Connection is a subsidiary of the Piedmont Council for Prevention of
Child Abuse. This program provides services targeting high-risk inner-city Greenville youth.
Activities include education regarding the prevention of second pregnancies, proper parenting,
and other long-term intense interventions (e.g., contraception training, decision-making skills,
and goal setting).

o Living with Young Families in Education is a program based in Greenville County that
addresses the issues of teen pregnancy and how it affects future educational opportunities. Other
programming topics include: parenting skills, family life education, alcohol and drug abuse,
nutrition, and child development.

o USC-Spartanburg's Teen Education and Enrichment Network (T.E.E.N.) and Healthy
Start for a Healthy Future 2010 programs target adolescents in Spartanburg County. The goals
are prevention, intervention, and retention, and the services target the teen population with
pregnancy prevention, health education, enhanced social services, referrals to prenatal care, and
peer mentoring. The goal of the program is the reduction of Spartanburg's teen pregnancy and
dropout rat,e.

In addition to these special community-based programs, the Department of Health and
Environmental Control (DHEC) provides medical as well as Enhanced Family Planning services
throughout South Carolina. These enhanced services include counseling and education which
enable men and women to make informed decisions regarding reproduction. DHEC continues
to play an important role in all local and statewide family planning/teen pregnancy prevention
initiatives.

Continuing to Research Innovative Pregnancy Prevention Programs

The Finance Commission continues to research innovative pregnancy prevention models
throughout the nation for possible adaptation to meet the needs of South Carolina communities.
Preliminary findings from South Carolina and other states indicate that the most effective
programs are those which are developed at the community level. The enhanced Medicaid family
planning funding rates can enable grassroots organizations to implement innovative, effective
programs. The Finance Commission will continue to work with state agencies and community
organizations to support effective teen pregnancy prevention programs.

During FY 9L-92, the Finance Commission and the Medical University of South Carolina
(MUSC) entered into a cooperative effort to promote research and development of health and
case-management progmms that will improve access for Medicaid recipients throughout the state.
Programs will be designed to provide enhanced maternal and child health, case management,
mental health,and managed care services to Medicaid-eligible recipients statewide. MUSC
agreed to provide state matching funds to support Finance Commission administrative services
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related to program development, program monitoring, and provider training.

Service contracts with MUSC will be used to implement the following programs and

services:

Ivlaternal and Child Health Services High Risk Channeling Project Services, case management,

sociat work, nutrition, and enhanced outreach services for high-risk pregnant women and infants;

Pediatric Services Case management and enhanced client tracking and follow-up for recipients

diagnosed with sickle cell disease; enhanced clinical genetic serrrices including genetic

coniultation and counseling; and enhanced multidisciplinary clinic services for children at risk
for or with developmental disabilities.

Mental Health and Alcohol and l)rug Abuse Day treatment rehabilitative services for children

3 to 16 years of age. This program will provide Medicaid-eligible children early intervention

and treatment for severe emotional and behavioral disturbances. The treatment plan will be

developed by a multidisciplinary team with participation of parents or caregivers.

Irdanaged Care Development of a Request for Proposals (RFP) to hire a consultant to evaluate

*anaged care models, help develop and implement a capitated program (HMO) and provide

technical assistance in writing federal waiver request.

Also duringFY 9l-92, the Finance Commission worked with a number of state agencies

to provide for the addition of High and Moderate Management Rehabilitative Services as

Medicaid reimbursable services for individuals under 21 years old.

Providing Alternatives to Hospitalization

The purpose of this addition is to provide additional degrees of appropriate Medicaid-

reimbursed levels of care as a less-restrictive alternative to psychiatric hospitalization or

residential treatment facilities for children and adolescents with severe emotional and behavioral

disturbances.

High and Moderate Management Rehabilitative Services are rendered in therapeutic group

homes having structured programming and interventions tailored to the age and diagnosis of the

clients served.

While there are elements common to both levels of care, the differences are reflected in

the frequency and intensity of therapeutic group and individual interventions provided and client

supervision.

High and Moderate ManagementRehabilitative Services were developed to accommodate

programs iurrently utilized by the Department of Social Services (DSS) and the Continuum of
Care for Emotionally Disturbed Children (CCEDC).
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Other state agencies wishing to refer their Medicaid eligible children under 21 to provider
agencies for High or Moderate Management Rehabilitative Services will be able to access this
program. Both High and Moderale Management Rehabilitative Services incorporate professional
lead clinical staff who provide or directly supervise the clinical services rendered to the child.
Treatment is based on the child meeting medical necessity criteria and on the individual
treatment plan, and all High or Moderate Management Rehabilitative Services will be prior
authorized by a state agency.

State l{atching Funds From Involved State Agencies

State marching funds will be provided by the state agencies involved. DSS, CCEDC, and

DYS were the first state agencies to access these services. An estimated 450 children received

Medicaid reimbursable high and/or moderate management rehabilitative services from these

agencies in FY 9l-92.

The Finance Commission also worked with the Department of Mental Health in FY 9l-92
to provide comprehensive medical and psychiatric services for targeted Medicaid recipients with
prolonged and severe mental illness under a capitated arrangement. These services include

intensive case management from eight community mental health centers and medical care

coordination by primary care physicians and primary care centers.

Freedom of Choice Waiver for Itlanaged Care

The Finance Commission had been granted a freedom of choice waiver [1915O)(1) and

1915(bX4) of the Social Security Actl by the Health Care Financing Administration (HCFA)

Feb. 1, 1990, to establish the Managed Care Program. Medicaid Supplemental Security Income
(SSI) recipients with a diagnosis of severe and prolonged mental illness (ICD 9 CM codes 295-

296.99, schizophrenia or bipolar disorder) are eligible for participation. The Managed Care

waiver has been implemented in eight counties with a maximum caseload of 20 recipients in each

county. The waiver must be renewed every two years via a waiver application that specifies

program policy that will remain the same, justifres program changes, and defines a program

budget with a projection of costs savings.

DMH is responsibte for provision of all outpatient psychiatric services through the

community mental health centers. The managed-care case manager insures that each recipient

is linked to a primary care physician/gatekeeper for necessary medical services. The contracted

primary care physician/gatekeeper provides or iuranges necessary medical services through

refertal and prior authorization, including emergency room @R) and hospital admissions. The

primary care physician maintains a close working relationship with the case manager to assure

coordination of care. In addition to receiving reimbursement on a fee-for-service basis, he

receives a nominal monthly fee for medical care coordination and 24-hour on-call services.

The new Managed Care Program waiver (two-year extension) was submitted to HCFA
on Oct. 31, 1991. The waiver renewal request include an independent evaluation by the
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University of South Carolina analyzing the first year of operation. The results of the evaluation

showed that the program increased access to primary care services through successful linkage

of recipients to primary care physicians (40 percent did not have physicians prior to enrollment),
identified undiagnosed health problems requiring intensive treatment (25 percent of the recipients

had new conditions diagnosed), and increased Medicaid spending for the enrolled group by $1a1

per patient per month in return for improved access to care. The current waiver did not show

cost savings due to increased primary care service utilization and adverse selection of low cost

recipients (capitated rate too high).

Federal Officials Performed On-Site Review

HCFA performed an on-site review of the program to assess compliance with waiver
statutes and cost savings after 17 months of operation. Preliminary results of the HCFA audit

supported previously identified areas of program operation that will require amendment. HCFA
encouraged increased monitoring of the primary care physician's role in reducing inappropriate
ER visits and referral/approval of cost-intensive specialty care.

Immediate changes to be implemented to control costs include: revision of the current

capitated rate to reflect actual costs of enrolled recipients, and development of ER service

utilization reports for use by case managers to enhance their role in educating patients regarding

accessing appropriate health services and to provide utilization reviews to primary care

physicians.

Authorizing Case IVtanagement Services

Another FY 91-92 initiative was the addition of clients with related disabilities to the

current State Medicaid Plan that authorizes case management services for individuals with mental

retardation. The revision of some duties and responsibilities of the South Carolina Department

of Mental Retardation (DMR) case manager and the case manager qualifications.

The objective was to provide Medicaid-reimbursed case management services to the

related disabilities population. To update the duties and responsibilities of case managers as

some program requirements necessitate change or are no longer applicable. To update the

minimum qualifications of the case manager. The classification for Social Worker II has become

obsolete as the qualifications have changed since the previous amendment was written.

In mid-1988 the Finance Commission implemented a case management program for
individuals with mental retardation. The service provider, DMR, also serves individuals with
disabilities which are closely related to mental retardation. DMR has made a concerted effort
to make health care professionals aware that DMR is providing services to the related disabilities
population. This effort includes revisions to the South Carolina Code of I-aw to change all
reference to mental retardation to "mental retardation and related disabilities."

Another initiative involved a contract with the Children's Foster Care Review Board
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System (CFCRBS) for the development, implementation, and management of a quality assurance
review system for placements of emotionally disturbed children under the age of 21 in residential
therapeutic treatment.

An Array of Treatment Options For Children

Over the past two fiscal years, the Finance Commission had developed several programs
to provide an iuray of treatment options for emotionally disturbed children. These programs
include Therapeutic Foster Care (three levels), Moderate Management Rehabilitative Services,
High Management Rehabilitative Services, &d Specialized Treatment Services for Sexual
Offenders. This anay of services is intended to provide a continuum of treatment alternatives
varying in setting, restrictiveness, and intensity of therapy thus allowing a child to receive
treatment in the least restrictive and most cost efficient setting appropriate to meet the child's
needs.

CFCRBS currently conducts periodic reviews on all children who are in public foster
care. Included in this population are foster children currently in therapeutic placements funded
by Medicaid. The format used by the CFCRBS is appropriate to adapt to include a review of
Medicaid-funded therapeutic placements. This review component would identify situational
factors that may contribute to inappropriate placements and would provide comprehensive
statistical and programmatic information to the agencies responsible for managing therapeutic
interrrention. Utilization of the existing CFCRBS would provide a cost effective method of
monitoring these Medicaid treatment services.

CFCRBS agreed to conduct initial and concurrent reviews of Medicaid eligible children
in the residential therapeutic placements listed above; provide periodic reports on results of
reviews, statistical and programmatic information" and overall effectiveness of the continuum
of services; develop a system for tracking children through the continuum of services and
provide longitudinal data; and develop a resource directory containing information on the
treatment services and providers available to serve this population.

Case Management Services For Foster Carc Childr€n

Another children's initiative involved case management services for Foster Care children
in the custody of the Department of Social Services (DSS).

Development of enhanced case management services for the 3,600 children who have
been removed from their homes because of abuse and neglect and placed in Foster Care would
ensure that these children are able to link with and access needed services. Because of the many
needs of this population and the alarming number of children who may eventually need intensive
and costly treatment services, case management is required to ensure that these children's
identified problems are referred to providers of the appropriate services as soon as possible.

Refinancing under Medicaid a majority of the services now provided by Foster Care
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workers funded with total state dollars would provide additional funding for treatment senrices

for children in Foster Care.

Services Fit Medicaid Definition of Case Management

Foster Care workers within DSS regularly perform case management type services for
Foster Care children. Enhanced case management services can assist these children in accessing

the full array of treatment, medical and other services available in the community. Case

management services include assessment of problem areas, development of a plan of care, and

follow-up monitoring. All of these services fit under the Medicaid definition of case

management.

DSS has 46 county foster care offices and six area adoptions offices; therefore, Medicaid
participation will be phased in. The Finance Commission and DSS have developed a
certification process whereby each county and area adoptions ofhce will be reviewed for
readiness to participate in the case management program. Only programs certified by a joint
monitoring team as prepared for participation will become Medicaid providers. Certification
reviews will be held monthly in order to give each program every opportunity to prepare to

become Medicaid case management providers. Quarterly recertification reviews will be

conducted to determine whether programs have maintained the established program standards.

Those offices that have not maintained program standards will not be allowed to participate as

Medicaid providers until a subsequent review indicates that the office may once again be

certified to provide this service.

Uaxinizing Use of Federal Mdicaid Funding

The state of South Carolina will be able to maximize the use of federal Medicaid funding

for services previously financed with total state dollars. As additional treatment services are

provided to children in Foster Care, lengths of stay in Foster Care should be decreased.

In FY 9l-92, the Board of Commissioners adopted the "Ethical Principles for South

Carolina State Government Service." The objective was, to participate,as Governor Carroll A.
Campbell Jr. stated, "in renewing a sense of ethical responsibility throughout state government"

by adopting the Budget and Control Board's "Ethical Principles for South Carolina State

Government Service.'

These principles have also been incorporated in the Finance Commission's new

orierttation document. They read:

Serving the public as an employee of South Carolina state government requires an

appreciation for and dedication to the basic principles of integrity, honesty, respect for
others, fairness, and accountability. These principles are fundamental in providing good

government and advancing the public interest and are central to and implicit in any
personal, professional, or agency code of ethical conduct.
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Because protecting the public trust and strengthening public confidence in government
requires the highest standards of personal and professional conduct, state employees have
an obligation to apply these ethical principles in their individual job duties and
responsibilities.

INTEGRITY: State employees should adhere to a personal code of conduct which
supports the moral values necessary for good government and advances the purpose and
mission of the state, their profession, and their agency.

HONESTY: State employees should be truthful and sincere in all their interactions with
the public and with each other. They should avoid even the appearance of wrongdoing
and should confront and challenge unethical behavior.

RESPECT FOR OTHERS: State employees should discharge their duties with
care, compassion, and concern for the well-being of all those they serve. They
should recognize the inherent worth and dignity of all persons regardless of race,
color, sex, age, religion, national origin, handicapping condition, social or
economic status.

ACCOUNTABILITY: State employees should take responsibility for their own
actions and personal decisions and protect the public trust by upholding the
constitutions and laws of the United States of America and the State of South
Carolina.

FAIRNESS: State employees should make decisions in a fair, objective, and
impartial manner.
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State Health and Hurnnn Services Finance Commission
EfEciency and Effectiveness Indicators

BT]REAU OF HEALfiI SERVICES

The Bureau of Health Services has the responsibility of administering the acute-care and
eligibility components of the Medicaid Program. The bureau is divided into five divisions that
are defined by programmatic and administrative responsibilities. In turn these divisions are
composed of one or more departments that have specific program responsibilities.

DIVISION OF PHARMACEUIICAL SERVICES, DURABLE MEDICAL
EQTJIPMENT AND LEGISLATTVE LIAISON

The Division of Pharmacy Services, Durable Medical Equipment and I*gislative Liaison
administers the Medicaid pharmaceutical and durable medical equipment programs. In addition,
the division serves as the Program kgislative Liaison for the agency. The division is made up
of two departments.

DEPARTMENT OF PHARMACEUTICAL SERVICES

The Department of Pharmaceutical Services administers the pharmaceutical services program
by developing policy, monitoring expenditures, making projections, establishing edit criteria and
claims resolution procedures, publishing program documentation, conducting training seminars,
and performing provider-liaison activities.

l. Priorities and Itlanagement Actions

To improve the health and well-being of Medicaid recipients by providing reimbursement to
enrolled providers for having dispensed necessary pharmaceuticds.

Supplied rebated legend medications and certain rebated non-legend medications to
eligible recipients.

Provided coverage for three prescriptions per month.

Expanded the number of pharmaceuticals available for routine coverage.

To improve the provision of pharmaceutical services to long term care Medicaid recipients.
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Increased the number of long term care facilities served by the Alternate Reimbursement

Methodology (ARM) program from 192 to 217 (or approximately 84 percent of all
Medicaid beds in South Carolina).

Increased the ARM patient daily rate from $2.50 to $2.71, effective with the September

1991 payment; the patient daily rate for government-based providers increased to $1.50.

Provided reimbursement for influenza vaccine, thereby reducing potentially debilitating

illness and/or hospitalization.

Provided reimbursement for hepatitis B vaccine to Department of Mental Retardation

facilities, thereby reducing potentially debilitating illness and/or hospitalization.

To promote efficient and cost-effective pharmaceutical therapies through the Drug Utilization
Review (DUR) program.

Utilized retrospective DUR each month during fiscal year.

Reviewed 350 - 500 drug history profiles per month.

Reviewed an eight-month history of Medicaid-reimbursed services.

Realized an increased cost savings to the pharmacy program by implementation of DUR
recommendations.

Promoted and engaged in active discussions with the State Board of Pharmacy to

facilitate implementation of prospective DUR and patient counseling standards as required

by federal directives effective fan. 1, L993.

To access rebate monies through the efficient implementation and management of the

pharmaceutical services components of the 1990 Omnibus Budget Reconciliation Act (OBRA).

Received rebate monies (approximately $13.1 million/fiscal year) from pharmaceutical

manufacturers in response to the mandated drug rebate program.

Generated ad hoc reports detailing pertinent data required by pharmaceutical man-

ufacturers participating in the federal drug rebate program.

Implemented extensive systems changes in order to identify (and eliminate reimbursement

for) those pharmaceuticals whose National Drug Code (NDC) numbers have been

designated by their manufacturers as obsole e and/or expired.
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To enhance provider liaison activities and provider participation.

Provided a $4.05 dispensing fee per prescription.

Conducted workshops and/or educational visits to providers where indicated or requested.

Furnished program billing and policy information to providers on a case-by-case basis
through educational intervention letters.

Provided informational booklets, manuals, and brochures to providers attending annual
professional conference.

To revise and update program policy and procedural directives.

Enhanced procedures to facilitate processing of specially authorized drug therapies.

Facilitated claims processing and reduced paperwork by eliminating special authorization
requirements for certain pharmaceuticals.

Increased the number of educational materials available for providers and professional
representatives.

Published pertinent pricing and coverage changes for providers.

Increased co-payment from $1.00 to $1.50 per prescription, effective Sept. 1, 1991.

2. Performance Measures

Actual Actual Projected
90-91 9l-92 92-93

Wortlad

A. To provide pharnaceuticals to Medicaid
recipients.

- 1) Number of rccipients utilizing pharmacy N/A 36,224 331,64I
services.

2) The total number of prescriptions 2,720,683 2,945,822 3,190,825
reimbursed by Pharmaceutical Services.

3) Average prescription utilization per 2.34 2.17 2.20
recipient per month.
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Actual Actual Projected
90-91 9t-92 92-93

B. To edminister progrrm guidelines and facilitate
routine program operations.

l) Total number of enrolled pharmacy 1,053 1,035 1,026
providers.

2) Total number of provider liaison on-site 5'7 57 48
visis.

Efficirey

A. To reimburse enrolled providers for
pharmaceutical sprvices rendercd.

l) Totel expenditures for pharmacy $68,439,9U $85,090,195 $99,660,7L4
services.

2\ Average cost per recipient N/A $277.87 $300.51
(unduplicated).

3) Average reimbursement per $25.16 $28.89 $31.23
prescription.

DEPARTMENT OF DI]RABLE MEDICAL EQUIPMENT

The Department of Durable Medical Equipment administers the program responsible for
the reimbursement of such items as wheelchairs, braces, oxygen, and liquid feedings. It
administers the program through policy development, program monitoring, analysis of
expenditures, and provider liaisons.

1. Priorities and Management Actions

To provide equipment and supply that are necessary for the treatment of an illness or injury or
to improve the function of a malformed body member.

Reimbursed 51 suppliers for services rendered who were newly enrolled in the Medicaid
reimbursement program during FY 9I-92.

The additional enrollees offered expanded services to the Medicaid reripients and
increased the total number of providers to 522.

To expedite the approval process of provider submission of prior authorization, claim and
adjustment requests for reimbursement.
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Removed prior authorization requirements or support documentation requirements for 32
procedure codes and substituted computer edits in order to streamline the billing
procedure. The removal of prior authorization requirements allow providers to bill
electronically for parenteral and enteral therapies.

To ensure that monthly expenditure reports are useful and are an effective tool for projection.

Continued the reviewing process which ensured that monthly expenditures reports contain
accurate and actual expenditures.

Continued an open communication line with Medicaid Management Information System
(MMIS) staff.

To enhance provider sensitivity.

Established a Durable Medical Equipment Providers advisory group to meet quarterly
and share information relative to management changes and receive provider concerns to
proposed changes.

Developed and published a Medicaid reimbursement rate schedule for durable medical
equipment, medical supplies, enteral and parenteral therapy, orthotic devices and
prosthetic appliances.

2. Performance Measures

Actual
FY 90-92

Actual
FY 92-92

Projected
FY 92-93

Woftlod

A. To mnitor the activity and services performed
by all providers enrolled in the Medicaid
reimbursement program

1) Number of enrolled providers

B. The number of transactions proce,ssed within the
department annually

l) Total transactions for Supply and DME

C. To provide quality durable medical equipment
and zupplies !o Mdicaid recipients

l) Number of unduplicated recipients

Efficieocy

522

157,494 183,508 198,189

574471
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IVo*lcd

A. To reimburse enrolled providers for services
rendered

1) Total expenditures for Supply and DME

2) Average cost per recipient
(unduplicated)

3) Average cost per transaction

Actual Projected
FY 92-92 FY 92-93

$11,550,907 $12,682,545

$s13 $5Zr

Actual
FY 90-92

$10,419,778

N/A

$66

DIVISION OF HOSPITAL CARE AND PI{YSICIAN SERVICES

The Division of Hospital Care and Physician Services coordinates and administers the
Medicaid program for hospital and physician providers. Responsibilities include liaison with
providers and professional associations, and developing policies and procedures surrounding the
provision of care to Medicaid recipients within state and federal regulations. The division
consists of two departments.

DEPARTMENT OF HOSPITALS, IIIILIZA'TION REVIEW AND SPECIAL SERVICES

The Hospital Care program is responsible for ensuring that inpatient, outpatient and

administrative day services are provided by efficient and economically operated facilities, and

that there is adequate access to these facilities. Hospital services must be: medically necessary;

under the direction of a physician; rendered in the medically appropriate setting outlined under
the criteria established by the utilization review contractor; and approved by the State Health and

Human Services Finance Commission.

Utilization Review and Special Services provide utilization control and surveillance of
Medicaid hospital services as required by the Code of Federal Regulations through a contract
with the Peer Review Organization (PRO). The department monitors PRO activities and

expenditures, and provides liaison services with hospitals, professional associations, and advisory
groups.

The department administers the private-duty nursing program for children under 21 years

of age and the nurse practitioner program. Medicaid serrices are administered by developing
and implementingprogram guidelines, establishing edit criteria and claims resolution procedures,

monitoring expenditures, publishing program policies, conducting training seminars and on-site
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educational interventions, and performing provider liaison activities.

l. Priorities and Management Actions

To administer the Medicaid inpatient, outpatient and administrative day hospital programs.

Develop policy and procedures to be used by alt hospitals.

Publish program manuals and bulletins.

Stay abreast of hospital health care changes.

Coordinate policy changes with the South Carolina Hospital Association.

Reasonable and adequate provider reimbursement to assure an efficient and
economically operated facility.

Monitor current expenditures and project future expenditures.

To provide assistance to hospitals.

Perform liaison activities.

Make on-site visits to each hospital.

Serve on standing committees of the South Carolina Hospital Association.

Provide assistance with policy interpretation and billing procedures.

To expedite claims processing to assure reimbursement.

Monitor claims resolution policy.

, Reduce papenvork requirements.

Ensure proper payment for crossover claims.

Continue an open communication line with MMIS staff.

Make appropriate r@ommendations for system changes and reference file updates.
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To provide assistance to the Peer Review Organization @RO).

Monitor utilization review activities performed by hospitals and the PRO.

Develop policy and procedures to be used by the PRO.

Revised retrospective review categories for the PRO.

Revised Minor Surgical Procedure Code List.

Monitor current contract expenditures and project future expenditures.

To provide assistance to hospitals for services not contracted.

Monitor activities not contracted to the PRO (sterilization reviews, readmission reviews,

etc.).

Perform positive or negative adjustments to hospital expenditures.

To administer the private duty nursing program for children under 21 years and the nurse

practitioner program.

Implemented a prior authorization process for private-duty nursing services.

Coordinated DMR waiver services for private duty nursing.

Review Nurse Practitioner protocols.

Developed program policy and procedures.

Published program manuals and bulletins.

To expedite the approval process of provider submission of prior authorization, claim and

adjustment requests for reimbursement.

Review an average of 546 claims per month which require medical determination.

Coordinate reviews with physician consultants when appropriate.

To administer the transplant program.
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Developed program policy and procedures.

Set up prior approval and tracking system to ensure all transplant related services are
sponsored by the Medical University of South Carolina.

To enhance provider liaison activities and provider participation.

Make on-site visits to provider offices.

Conduct workshops.

Serve on standing committees of the South Carolina Hospital Association.

To expand the coverage of nurse practitioner providers to include all state licensed nurse
practitioners in FY 92-93.

Provide informational booklets for providers attending annual professional conference.

Perform liaison activities.

Initiated development and progressed toward implementation of an agency wide committee to
prior authoize and track special services to children through OBRA 89 mandates. Procedures
will be implemented during FY 92-93.

To implement coverage of outpatient infusion center services.

Develop program policy and procedures.

Provide assistance with policy interpretation and billing procedures.

2. Performance Measures

Actual Actual Projected
FY 90-91 FY 9r-92 FY 92-93

Wortlod

A. To monitor the activity and services
performed by all providers enrolled in
Medicsid reimbursement program

1) Total in-sta0e hospitals
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B.

2) Total on-siie visits

3) Total hospitals in administrative
day program

To provide qualily hospital services !o
eligible Medicaid Recipients

1) # inpatient admissions

2) # recipients admitted

3) # outpatient claims

4) # recipients receiving outpatient
services

5) # inpatient crossover claims

To reirnburse enrolled providers for
services rendered

l) Avg. inpatient payment

2) Avg. inpatient payment per
recipient

3) Avg. outpatient payment

4) Avg. outpatient payment per
recipient

5) Avg. Inpatient crossover payment

6) Total inpatient expenditures

7) Total outpatient expenditures

8) Total inpatient crossover

To decrease shifted cost to private payers

and reimburse for sub-acule care while
patient aweits a nursing home bed

l) Per diem administrative &y rate

2) # recipients in Adminislntive Day
progfam

3) Avg. Administrative Day payment
per recipient

4) Avg. # Administrative Day per
recipient

5) Total Administrative Days
expenditures

Actual
FY 90-91

72

35

87,',185

66,003

439,596

268,U6

t77,616

$2,685

$7,201

$az

$135

$206

$415,267,450

936,075,929

824,202,924

$61.34

433

$3,628

60

$r,57L,293

Actual
FY 9r-92

73

37

g'1,816

76,112

529,675

178,053

162,964

$2,997

$2,840

s64

$le1

$le1

$247,245,484

$35,760,747

$31,080,678

$70.54

493

$4,174

65

$2,057,916

Projected
FY 92-93

73

39

L02,707

79,9L8

556,159

186,956

17l,ll2

$3,210

$2,982

$67

$201

$201

$264,552,668

$32,793,738

$32,634,7Lr

$74.06

5r8

$4,382

68

$2,L6O,70',1

c.

D.
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E. To monitor activity and services of the

PRO

1) Total number of claims processed

2) Totd number claims reviewed

3) Total number of pre-admission
review

To monitor the activity and services of
private duty nurses

1) Total number recipients served

2) Expenditures

To monitor the activity and services of
nurse practitioners

l) Total number participating
providers

2) Expenditures

To ensure adequate reimbursement !o

enrolled providers

1) Number of medical review claims

2) Number of prior authorizations

Actual
FY 90-91

87,816

5,289

5,4U

9

$404,680

7

$152

4,500

22

Actual
FY 91-92

97,522

4,096

6,224

9

$364,170

11

$162

Projected
FY 92-93

108,250

3,154

7,L58

15

$606,950

50

$1,ooo

7,000

100

F.

H.

5,633

106

DEPARTMENT OF PI{YSICIAN SERVICES

The Department of Physician Services is responsible for ensuring that Medicaid recipients

have adequate access to medical practitioners and that these services are reimbursed at an

appropriate rate.

1. Priorities and Management Actions

to administer Medicaid services provided by medical doctors, laboratories and independent

Medicaid practitioners.

Develop and coordinate policy and procedures for medical professionals through

physician consultants, medicd associations and other professionals.

Communicate changes in policy in a timely manner to Medicaid providers.
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Stay abreast of health care trends.

To assure reasonable and adequate provider reimbursement.

Monitor current expenditures and project future expenditures.

Make appropriate recommendations based on state appropriations.

To expedite claims processing to assure reimbursement.

Reduce paperwork requirements.

Continue an open communication line with MMIS staff.

Make appropriate recommendations for system changes and reference file updates.

To monitor access to quality health care.

Target counties with low physician participation levels for on-site visits to encourage
increased physician participation.

To provide assistance and educate providers on policies and procedures.

Perform liaison activities.

Make on-site visits to provider offices.

Conduct county workshops.

Serve on standing committees of the South Carolina Medical Association (SCMA) and

the Department of Health and Environmental Control (DHEC).

To submit monthly updates to be included in SCMA lournal to keep members current of changes

in the Medicaid program.

Attend county society meetings.
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2. PerforrranceMeasures

Wortload

A. To monitor access !o care Primary Care

Physicians **

Total # licensed providers

Total # participating providers

B. To provide quality care to all eligible recipients

Total # recipients

Total # recipients served

C. Conduct county workshops and on-site visits to
ensure access

Total # workshops

Total # on-site visits

D. To ensure adequate reimbursement to enrolled
providers

Average cost per procedure

Expenditures

** Primary Care Physicians include
Pediatricians/Neona0ologists.

$30.38 $34.00 $36.00

$81,149,391 $93,5o0,ooo $108,000,000

Family/General Practitioners, Gynecologists/Obstetricians, and

Actual
FY 90-91

2,M6

1,695

317,000

284,420

2,285

r,932

345,L33

283,802

2,40O

2,030

363,000

300,000

Actual Projected
FY 9t-92 FY 92-93

8

382

12

364

16

482

DEPARTMENT OF MENTAL HEALTH AND M SERVICES

The Department of Mental Health and Rehabilitation Services coordinates efforts with
other State agencies to improve access to services that may not otherwise be available to clients
in need. Program efforts primarily focus on services for the emotionally disturbed child. The
coordination among stiate agencies insures the judicious use of federal dollars by avoiding
duplication of services across agencies. Federal funds supplant existing state dollars thereby

increasing the economic base for services. This increase in the economic base enables the state

to provide services to a greater number of clients.

1. Priorities and Management Actions:

To maximize the use of federal funds in serving clients of State agencies.

Implemented and managed frve newly developed programs with State agencies providing
or coordinating services for children and adolescents. State dollars previously spent by

57



these agencies during FY 9l-92 have been refinanced by federal funds. As a result,
federal funding increased by 1,500 percent for the newly developed services. In addition
to the newly developed programs, the existing 29 progrrams were monitored and

managed. These programs also refinanced state dollars into federal funds. Federal
funding has been increased by 24 percent for these previously existing programs.

Federal Medicaid funds for the array of out-of-home Children's Rehabitative Services
operated by the Finance Commission in conjunction with various State agencies drew
down $12,807,000 in Federal Financial Participation (FFP).

Services provided by the Department of Mental Health to the chronically mentally ill
were increased by $2,000,000.

To increase the number of Medicaid clients served in programs operated by other State agencies.

The Department of Social Services'@SS) Targeted Case Management program for
children in fosler care was developed during FY 9L-92 and implemented at the start of
FY 92-93. The total financial impact to the State agencies' federal funding will be

realized in FY 92-93 (approximately $18 million).

The number of children under 21 accessing Medicaid mental heatth services increased

by 2,100.

The number of clients served by case management programs increased by six percent

@SS Targeted Case Management is not reflected).

A case management hierachary was implemented by the Finance Commission. This
statewide effort seeks to coordinate the activities of all case management programs.

Interagency coordination will promote service access for Medicaid clients, increase the
number of clients senred, and avoid duplication of services across agencies.In addition,
the Finance Commission sponsored five regional case management conferences which
brought together our regional case manangement providers.

The Department of Youth Services now provides rehabilitative services which have been

refinanced by Medicaid funds. $226,242 in Medicaid reimbursement has been generated

since fanuary 1992.

Programs developed and implemented late in FY 9I-92 will show a significant increase

in the number of clients served by State agencies during FY 92-93.

To develop new services for children and adolescents using federal Medicaid funds to replace
existing expenditures of State dollars.
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Completed implementation of five new children's services for Medicaid reimbursement
previously mentioned.

Initiated development of four services for children and adoleScents. These services
include Family Preservation and Day Treatment along with other therapuetic services for
children under 21.

The transition of a number of SSBG funded programs to Medicaid services was
implemented during FY 9L-92.

2. Performance Measures

Actual Actual Estimated
FY 90-91 FY 9l-92 FY 92-93

Sro*lod

Number of Medicaid clients served by State 36,009 43,998 50,000
agencies.

Number of Medicaid children and adolescents 9,074 lI,2O5 14,0fi)
served by Stale agencies.

Efficiency

Total federal dollars paid to State agencies for 26.8 32 45

their operation of Medicaid progranr. million million million

Tolal dollar impact of new senrices developed
for children and adolescents.

1.1 t7.7 30

million million million

Effectivm

% Increase in the use of federal funds in serving 25 78 50
clients of State agencies.

% Increase in the number of Medicaid clients 12 22 14

served in other programs operated by other State
agencies.

fo Increase in services for children and 8 24 25

adolescents using federal funds to replace
existing state funds.
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DEPARTMENT OF HIGH RISK AND MATERNAL CARE

The Department of High Risk and Maternal Care (HRMC) develops, implements,
monitors and evaluates services and special projects that are designed to enhance birth outcomes
of Medicaid pregnant women and the overall health of the newborn. These services act as

clinical adjuncts !o traditional medical care and address the psycho-social, nutritional and health
education needs of the patient. They also help to decrease the incidence of high medical costs

associated with unhealthy mothers and babies.

The following is a synopsis of the adjunct services/projects:

High Risk Channeling Project (IIRCP)

The HRCP provides specialized medical care and ancillary services to pregnant women

who are medically high risk for poor birth outcomes, and to eligible infants with serious medical
problems. The goal of the program is to provide access to risk appropriale care for these

women and infants, thereby reducing the maternal and infant morbidity and mortality rates in
South Carolina, and improving the quality of life for these individuals in the process.

Targeted Case lv{anagement of Non-High Risk Prregnant Women/l',Iewborns

Targeted case management of certain groups of pregnant women and their newborns has

proven to be an effective way of accessing appropriate care, enhancing patient compliance,
improving birth outcomes and, ultimately, reducing Medicaid costs resulting from problem
pregnancies and unhealthy infants.

FY lgg2was the third year of implementation for targeted case management of at-risk
pregnant women in South Carolina. Essentially, women who exhibit specific "at risk" factors
(e.g. age, no prenatal care previous pregnancy; exempt from HRCP, etc.) are case managed to
ensure their optimal use of appropriate services. Many of these risk factors are psycho-social

in nature and can be as detrimental to pregnancy outcomes as high risk medical conditions (e.g.
diabetes). Now that at risk case management services have been fully implemented, the Finance

Commission, in conjunction with service providers, will implement process and impact
evaluations to assess the overall effectiveness of these services.

Fnhanced Services

Enhanced services are ancillary activities designed to increase the effectiveness of
traditional medical procedures. These services address the nutritional, psycho-social and health

education needs of pregnant women and newborns to enhance the effect of concomitant medical

care.
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1. Priorities and Management Actions

To screen/risk assess and appropriately refer for care 100 percent of Medicaid pregnant women.

To screen/risk assess and appropriately refer for care 100 percent of Medicaid eligible infants
during FY 92-93.

To maintain exemption rates for high risk pregnant women and infants at or below 10 percent
during FY 92-93.

To conduct social work assessments on 90 percent of HRCP participants in FY 9l-92.

To increase the rate of HRCP deliveries occurring in level II and III hospitals to 95 percent
during FY 92-93.

To reduce the frequency of problem newborn Diagnostic Related Groups (DRG) by 1 percent
in FY 92-93.

To provide psycho-social intervention services to 100 percent of all non-high risk Medicaid
eligible pregnant women/infants who have an assessed need for these services.

To provide enhanced nutrition services to 100 percent of all non-high risk Medicaid eligible
pregnant women/infants who have an assessed need for these services.

To provide health education services to 100 percent of all Medicaid eligible pregnant women
who have an assessed need for these services.

To screen and appropriately refer 100 percent of Medicaid pregnant women for alcohol and
other drug problems.

To provide services to targeted teens in Aiken, Richland, Spartanburg and Greenville counties,
designed to reduce initial and repeat pregnancies among adolescents by 10 percent by 1995.

To implement activities in Orangeburg, Bamberg, Calhoun, Richland and Aiken counties,
designed to prevent and/or address the problems associated with perinatal substance abuse.

2. Performance Measures

Wo'*lmd

A. Number of malernal risk assessments

B. Number of infant risk assessments

Actual Actual Estimated
FY 90-91 FY 9t-92 FY 92-93

18,218 29,099 32,OOO

LO,M1 22,992 25,000
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c.

D.

E.

F.

Number of pregnant wonren channeled

Number of infants channeled

Number of nutrition assessments completed

Number of socid wort assessments completed

Actual
FY 90-91

3,OLz

736

2,299

2,201

Actual
FY 9l-92

4,73r

2,4?5

5,065

5,124

100

100

6

5

7l

73

73

597

91.6

972

2,543

3,701

Actual
FY 9t-92

3,318

Estimated
FY 92-93

5,2M

2,667

5,571

5,637

Efficimy

HRCP Participation cost per client

Effectiveness

A.

B.

c.

D.

E.

F.

G.

$508.90 $340.00 $340.00

% Medicsid pregnant women screened

% Medicsid infants screened

% HR Medicaid pregnant women exempted

% HR Medicaid infants exempted

% HR Medicaid pregnant women and infants
receiving nutrition asse,ssment

% HR Mdicaid pregnant women and infants
receiving social work assessment

% HRCP deliveries in level II or III hospitals

100

90

10

10

62

59

87

100

100

6

5

80

80

83

657

1,008

1,069

2,797

4,071,

Estimated
FY 92-93

3,650

H. Number of problem newborns DGR's:

1. 386 - Extreme immaturity

2. 387 - Premie w/major problems

3. 388 - Premie w/o major problems

4. 389 - Full term w/ major Problems

5. 390 - Neonate w/specific problems

Fnhanced Services

Wortlqd

A. Number of patients receiving psycho-social
in0ervention services

458

593

727

r,663

2,394

Actual
FY 90-91

N/A
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Fnharrced Services

##"ffi
B. Number of patients receiving enhanced nutrition N/A 5,279 5,900

services

C. Number of patients receiving enhanced health N/A 1,647 1,841
education services

D. Number of newborns receiving Infant Home N/A 17,377 17,550
Visits

Efficiency

$59,597 $150,703 $165,775
A. Totel cost for psycho-socid intervention services

B. Totel cost for enhanced nutrition services $76,318 $183,249 $201,575

C. Total Cost for enhanced health education $32,242 $122,459 S134,705
services

D. Total cost for Infant Home visits $995,582 $1,129,389 $I,242,33O

Effectiveness

A. % Non-high risk women/infants receiving 17 14 24
psycho-social iniervention services

B. % Non-high risk women/infants receiving ll 22 32
enhanced nutrition services

C. % Mdiceid eligible pregnant women receiving 2l 14 24
health education services

D. % Medicaid eligible newborns receiving Infant 59 '12 82
Hore Visits

Targeted Non High Risk Case Management*

Actual Actual Actual
FY 90-91 FY 9t-92 FY 92-93

Woftlcd

Number of clients receiving non-high risk Operational 25,428 27,970
tergeted case management services

Efficirey

Cost per client for targeted non-high risk case $268 $270 $300
management services
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Actual
FY 90-91

Actual
FY 9t-92

Actual
FY 92-93

Effectiveoess

Non-high risk case management initiatives for
pregnent worten and their infants

*Percentages represent all statewide non-high
risk cese management initiatives for pregnant
women and their infants

Operational

DEPARTMENT OF CLIMCS, ANCILI-ARY SERVICES
AND UTILIZATION CONTROL

The mission of the Department of Clinics, Ancillary Services and Utilization Control is
to: a) develop and manage a system to provide reimbursement for specialized services provided

to Medicaid eligible children and adults with special needs. These services are designed to
ameliorate developmental disabilities and/or other medical conditions in order to enable the

special needs population to achieve their maximum physical and mental potential; b) ensure that

Medicaid recipients with chronic renal failure have adequate access to renal dialysis clinics and

that ambulatory surgical clinics are the cost effective alternatives to out-patient or in-patient
surgeries; and c) aid in the achievement of the year 2000 school readiness goals/objectives of
having all children start school ready to learn through the implementation of reimbursement to
school districts.and other private providers for early intervention and health care services for
both pre-school and school age children. Furthermore,the unit of Utilization Control is
responsible for reviewing high medical utilizer's and other data such as the cost of AIDS through

systems utilization review to determine if cost-effective interventions can be implemented.

1. Priorities and Management Actions

To develop a system to accommodate the school districts and other state agencies that utilize
independentand/oremployed providers ofphysical therapy, occupational therapy, speech therapy

and psychological testing and evaluation services.

Streamline the current prior approval and tracking system to ensure all services are

sponsored by a participating agency, school or program.

Provide training and support to school districts in order to allow them the ability to
access Medicaid reimbursement for the health care services they provide.

Ensure that the South Carolina Medicaid program complies with the regulations set forth
in P.L. 99-457 enacted by Congress.

10095
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Negotiate and develop an administrative contract with the lead agency for P.L. 99-457
for outreach, tracking, and monitoring services.

Continue to develop agreements with early intervention service providers to in order to
provide Medicaid reimbursement for P.L.99-457 services.

To continue the development and implementation of a system utilizing existing state funds to
provide reimbursement to physical and occupational therapists providing services to special needs
children.

Continue to work with other state agencies in order to maximize state dollars expended
on physical and occupational therapy services.

Continue to negotiate, through the Department of Education, agreements with the 9l
school districts to provide the state matching funds for these services.

To ensure the coordination of services provided to special needs children.

Developed parent training and case management services for children ages 0 - 5 years
through the Department of Mental Retardation.

Implement the social work and nutrition services through county health departments.

Develop and implement targeted case management programs through the Medical
University of South Carolina for children with Sickle Cell Disease in the remaining
under-served areas of the state.

Develop and implement other targeted case management services for speciat needs
individuals through other providers including the South Carolina School for the Deaf and
Blind, Commission for the Blind and the Center for Developmental Disabilities. Enhance

Quality Assurance activities to achieve this priority.

To implement a program to provide statewide developmental assessment services for
special needs children.

Negotiate and develop agreements with participating agencies to secure their commitment
to provide the state matching funding for these enhanced senrices.

To develop enhanced clinical genetic services.

Identify potential sources for state matching funds.

Develop a coordinated state wide program to provide Medicaid reimbursement for
genetic services.
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To administer the Clinic programs in an efficient and cost effective manner.

Update policy and procedures within state and federal guidelines.

Provide assistance to providers through liaison activities and educational interventions
concerning program policies and procedures.

Assist with claims processing in order to assure timely reimbursement to providers.

Monitor current expenditures and project future program expenditures.

Compare ASC cost to outpatient cost and make appropriate recommendations.

2. Performance Measures

Children's Services

Woftlmd

A. Have MOA's with participating
agencies/program completed

B. Have contracts with direct service providers
completed

C. Number of provider training workshop/provider
visits

D. Number of Enrolled providers to monitor

Efficieocy

A. Estimated additiond federal funds made
evailable

Effectivm

A. Number of children receiving rehabilitation
services

B. Number of agencies/programs padicipating

C. Number of children receiving Sickle Cell Case

[{nnagement

D. Number of children receiving CRS Case

Management services

E. Number of children receiving P.L. 99457 Early
Intervention services

Actual
FY 90-91

5

9

8

148

$454,830

785

9

89

17

2N

Actual
RY 9l-92

7

32

43

200

$2,4oO,ooo

4,025

30

283

5t2

350

Actual
FY 92-93

5

99

50

300

$9,(X)0,000

5,000

100

310

800

,100
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F. Number of individuals receiving head and spinal
cord injury ssss management.

Clinic Services

Wortlod

A. Number of contracted ESRD provider

B. Number of contracted Ambulatory Surgical
Center providers

C. Number of enrolled Podiatrists

D. Number ESRD workshops/on site visits

E. Number of Anbulatory Surgical Center
workshops/on site visits

Efficirey

A. Total Cost for the ESRD program

B. Cost per Medicaid ESRD program

C. Cost per Medicare/Medicaid ESRD patient

D. Total Cost for the ASC program

E. Cost per ASC patient

F. Total Cost for the Podiatrist program

Effectiveqe*s

A. Number of Medicaid clients receiving ESRD
services

Number of Medicare/Mediceid clients receiving
ESRD services

Number of Medicaid clients served Ambulatorv
Surgical Cenlers

Number of children receiving Podiatrist services

Actual
FY 90-91

NA

Actual
FY 90-91

$6,276,216

$2,611

$s00

$202,r76

$418

$509,928

100

1,412

483

t47l

Actual
FY 9r-92

NA

Actual
FY 9t-92

$6,427,100

$2,611

$550

$250,000

$soo

$700,000

r25

1450

500

1500

Actual
FY 92-93

NA

Actual
FY 92-93

72

24

88

3

2

60

L7

75

3

2

58

15

72

1

2

c.

D.

$7,120,100

$2,700

$560

$370,200

$5s0

$7,10,000

750

r500

898

1852

DEPARTMENT OF ALTERNATTYE DELTVERY SYSTEMS

The Department of Alternative Delivery Systems is responsible for developing and
managing programs that improve access to quality, cost-effective health care services, and
maximize the use of federal dollars to improve health status while containing short-term and
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long-term costs to the state. There are three components: managed care, pregnancy prevention,
and community health centers.

1. Priorities and l[anagement Actions

To monitor implementation of a managed care program for chronically mentally ill Medicaid
recipients, insure linkage to primary care physicians, and contain costs.

The South Carolina Managed Care Program continued to operate under a two year

renewable federal waiver through Jan. 31, 1992.

The Health Care Financing Administration extended the waiver through July 31, lgg2,
while reviewing South Carolina's application for a two year renewal.

The waiver renewal was approved effective Aug. l, 1992 for a two year period.

Enrollment at eight sites has ranged from 160-244.

All clients have been linked to a primary care physician who provides treatment and

referral (gatekeeper).

Mental health costs were capitated at a rate of $176.79lmonth for FY 92, but the
reimbursement methodology was changed effective Feb. I, L992. An interim rate of
$151.67 was established based on 95 percent of the historical costs for the target group.
The rate will be adjusted based on 95 percent of the historical costs for the actual group
of recipients who enroll in the program, and cost settlement will be made on a yearly
basis to ensure cost-effectiveness.

Primary care physicians were paid a nominal fee for gatekeeping plus fee-for-service.

Additional monitoring activities were initiated to measure cost-effectiveness and quality
on a regular basis.

To research the feasibility of developing managed care services for other Medicaid populations.

Contracted with Medical University of South Carolina (MUSC) to research and

implement managed care models on a statewide basis. MUSC provides the state match

for development.

Identified providers interested in developing programs to improve access for children in
Greenville, Pickens and Richland Counties using primary care case management model.

Obtained input from private not-for-profit and commercial Health Maintenance
Organization's (HMOs) for development of regional plans.
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Provided technical assistance to the agency team developing the South Carolina Health
Access Plan for uninsured low income workers.

Provided technical assistance to Healthy Start team.

To continue to improve existing pregnancy prevention programs for special needs populations
(adolescents and mentally retarded adults) to become Medicaid reimbursable programs, expanded
to additional sites, and measure outcome.

Adapted administrative contract with 'the University of South Carolina (USC) for
adaptation of the Denmark-Olar Sexual Risk Reduction Program to a Medicaid reimburs-
able service contract.

Assisted in expansion of USC program to Hampton County.

Outreach workers hired, billing system in place, eligibles identified (USC) and claims
processed.

Extended service contract with the Department of Social Services (DSS) to provide
Medicaid reimbursement to the Teen Companion Program.

DSS services extended to additional counties (statewide).

Negotiating evaluation contract for DSS program.

Billing systems in place, program monitored, and costs reported (DSS).

Implemented contract with the Department of Mental Retardation (DMR) to implement
a pregnancy prevention program for adult clients effective Oct. 1., L991, with expansion
to four sites in FY 93 under new contract.

DMR has existing evaluation contract.

To continue to monitor the Federally Qualified Health Center (FQHC) and Rural Hedth Center
EHC) programs, with federally mandated cost based reimbursement, and assist new sites:

Computed reimbursement adjustments for prior period credit or debit adjustments.

Continued to refine model contract for FQHCs to simplify billing and encourage
expansion of cost-effective community health center services as alternative to impatient
care.

Renewed contracts at 27 comprehensive and satellite community hedth centers.
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Developed and implemented model contract for RHCs.

Four RHCS were enrolled using cost based reimbursement based on a Medicare rate

(total number of rural health centers is eight).

Enrolled and provided t€chnical assistance to two new FQHCs.

Attended FQHC Look-Alike meeting to stay current on developing legislation.

To assist other state agencies in improving access and health service delivery systems.

Provided technical assistance to MUSC in researching the following services for current

and future development: Sickle cell case management, enhanced day treatment for
emotionally disturbed children, mother-infant bonding project, teen pregnancy clinic,
childbirth education program, adolescent medicine program, school-based clinic and

managed care initiatives.

Began development of case management training program for DSS for FY93
implementation.

2. Performance Measures

Wofildd

A.

B.

c.

D.

E.

F.

G.

H.

Efficirey

Number sf managed care contracts

Development contracts, nanaged care

Number of provider contracts, pregrancy
prevention

Number of stale agencies trained, Medicaid
pregnancy prevention

Service startup, pregnancy prevention programs

Number of clients, pregnancy prevention

Nunber of counties, pregnancy prevention

Number of FQHC/RHC contracts

Total cost per mqnaged care client, mental
heslth/m€dical care for waiver program only
(DMH)

Actual
FY 90-91

2

9190 & lll90

1500

27

l7

$693,637

Actual
FY 9t-92

3

7 t9l

2025

6
35

$458,949**

Actual
FY 92-93

3

7t92

2300

6
60-73

$951,642

2-3

2

3

1

I

3

1

I

3
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c.

F.

D.

E.

A.

B.

Savings, per client

Total savings, DHM managed care

Total savings, new mensge{ c.are prograrns

Intervention cost per teen pregnancy prevention
client, stale funds, per year

Total cost of FQHC/RHC services, using cost
besed reimbufsement, state funds, per year

Actual
FY 90-91

$1,688

$310,592

N/A

$150-200

$2,600,000

$398,887

$294,750

1,500

$15,000

50,700

100% cost

Actud
FY 9t-92

insufficient
data

insufficient
data

N/A

$150-200

$4,000,000

$287,5m

$171,42

2,025

$15,000

92,ooo

100% cost

Actual
FY 92-93

$1,275

$306,000

N/A

$1s0-200

$8.6 to $12.0
million

$436,810

$514,833

2,36

$15,000

160,000

100% cost

Effectiveoees

c.

D.

E.

Number of clients receiving nanaged care

Number clients linked 0o Prirnarv Care
Physicims

Cost, managed mental health care

Cost, managed medical care

Number of clients receiving pregmncy
preve,ntion counseling services

Estimated cosUpreventable pregnancy

Number of encounters per yeer, FQHC/RHC
sewices

Reimbursement

t'l6

176

184

184

240

240

F.

G.

H.

!r* Total cost per client will increase when all claims are processed.

Working with Schml Districts, nepartment of Education

With the goal of removing health barriers that inhibit children's ability to learn, the
Finance Commission has been working with the State Department of Education and local
districts to provide Medicaid coverage of rehabilitative services provided through school districts
to children with special needs.

Reimbursement for these services is now needed because of several factors. One is that
reimbursement for these services had previously been non-existent or only available through the
physician or hospital option, thus restricting the access to services. Secondly, the Omnibus
Budget Reconciliation Act of 1989 mandated that all state Medicaid agencies, effective April 1,
1990, provide any treatment services found to be necessary as the result of an Early and Periodic
Screening Diagnosis and Treatment screening. A third factor is that in 1975, Congress passed
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the Education for the Handicapped Act (P.L. 94-142) requiring that handicapped children
between the ages of 5-2L be provided a free and appropriate public education. In 1986, P.L.
94-142 was amended by Congress to include The Early Intervention Program for Infants and
Toddlers Act (P.L. 99-457), which dictates the provision of early childhood services by the state
Medicaid agency and the Early and Periodic Screening Diagnosis and Treatment program. This
includes educationally related services provided to pre-school and school age children by
education agencies.

The process of providing coverage for these rehabilitation services revealed that a large
proportion of special needs children receive therapeutic services through the South Carolina
Department of Education. One in seven of those children is potentially eligible for Medicaid
reimbursement. The Department of Education has agreed to pay the state match to draw down
federal funds for rehabilitation services that are documenM as educationally necessary on a
child's Individual Education Plan.

DIVISION OF PREVENTTVE CARE

The Division of Preventive Care coordinates and administers that portion of the Medicaid
program pertaining to the Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Program, and the Dental Optometric, Transportation, and Speech and Hearing programs.
Responsibilities include ensuring quality care, and prudent utilization of resources. The division
is composed of two departments.

DEPARTMENT OF EPSDT

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) is the federally
mandated preventive health program that provides health screcnings and any diagnosis and

treatment services determined to be medically necessary for Medicaid eligible recipients from
birth to age 21. A screrning consists of a complete history, unclothed physical exam,
developmental assessment, vision and hearing testing, and appropriate lab work. Twenty
screenings are provided from birth to age 21. The Department of Social Services (DSS) is
contracted to provide EPSDT case management services. The Finance Commission's EPSDT
program staff reviews DSS recipient case records to determine compliance with state and federal
regulations. This review covers informing recipients the availability of EPSDT services,
scheduling, and transportation assistance for screening and diagnosis and treatment appointments
and timely service delivery. In addition, the Department of Health and Environmental Control
(DHEC) is contracted to provide Outreach services for recipients and their families who decline
services or miss appointments. Registered nurses make home visits to provide education on the
importance of preventive health care and proper utilization of health services, etc. The Finance
Commission enrolls physicians, health departments, clinics, school districts and nurse
practitioners to provide EPSDT screenings. EPSDT program staff also performs program
compliance reviews of provider medical records to assure that all required components of an
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EPSDT screening have been performed and documented.

South Carolina has the highest screening ratio per capita in the United States.

l. Priorities and Management Actions

To improve the health status of Medicaid recipients under the age of 2l through regular
screenings and treatment services.

To provide 148,565 EPSDT screenings during FY 91-92.

To increase the number of physician and clinic enrollments by 10 percent during FY 9I-92.

To selectively review DSS recipient case records and DHEC Outreach records in all46 counties
during FY 9l-92.

To maintain a 95 percent statewide performance stand on all DSS records reviewed during FY
9L-92.

To perform 80 program compliance reviews on EPSDT screening providers during FY 91-92.

2. Performance Measures

Effectiveness

A. To efficiently provide as many screenings as
possible through increased provider enrollment,
setting screening goals and monitoring for
established program standards.

l) Increase physician and clinic
enrollments by lO%

2) No. counties DSS/DHEC records
reviewed

3) Statewide DSS performance standard

4) Number provider program compliance
reviews

Actual
FY 90-91

6

95%

80

80,000

25,145

105,791

130,936

Actual
FY 9t-92

6

95%

80

118,565

25,89L

136,425

162,316

Projected
FY 92-93

6

95%

80

151,959

26,000

151,959

177,959

330

s)

6)

7)

8)

DSS Annual Screening Goal

Neonatal Screenings

# of screenings sta0ewide

Total Screenings
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Wortlcd

B. To provide EPSDT Screenings for Medicaid
recipients under age 21.

l) Number recipients

2) Number defects/problems identified

3) Total referable conditions

4) Comple0e Outreach visits

* Dependent upon existing health problems
** Dependent upon declinations, missed appointments

Actual
FY 90-91

123,000

69,6'15

21,896
(3.18)

28,523

Actual
FY 9t-92

184,000

76,850

22,373

29,2I5

Projected
FY 92-93

rl.

ri

rt*

The number of recipients declining after outreach has been reduced from3i% to 13%

* The EPSDT Annual Report Risht From the Stsrt: Improvine Health Care for Ohio: Premant Women and Their
Children; Children's Defense Fund 1982.

DEPARTMENT OF EPSDT/ANCILI-ARY SERVICES

The Department of EPSDT/Ancillary Services administers the Medicaid Dental,
Optometric, Speech and Hearing, Ambulan, and Non-Emergency Transportation programs. It
coordinates issues with providers and provider organizations to mildmize program benefits and

promote cost efficient use of resources. The department develops and implements program
policies and procedures, and maintains provider manuals. It develops and proposes new

initiatives and is responsible for enrollment, record management, provider relations, prior
authorization approval, and claims resolution. The department projects funding needs,

establishes reimbursement rates, and monitors expenditures.

The Optometric program has a bulk purchase contract in place to obtain necessary glasses

and there is a contract in place with the Department of Economic Opportunity @EO) in the

Office of the Governor to administrate and monitor the Non-Emergency Transportation
contracts.

Children under agezl are provided a range of preventive and restorative dental services,

including a complele examination every six months, an annual optometric examination and

corrective glasses as needed, and speech and hearing evaluations and therapy. These are
federalty mandated programs underMedicaid. Adults, age2l and over, are provided emergency
and catastrophic dental services, optometric examinations and post-surgical glasses as needed.

The adult prognms are at the option of the state under the Medicaid Program. The Ambulance
and Non-Emergency Transportation programs are federally mandated and are administrated
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without regard to age.

1. Priorities and IVlanagement Actions

To improve the health status of Medicaid recipients through the provision of dental, optometric,
speech and hearing, ambulance, and transportation services.

To enhance the children's Dental program to incorporate the requirements of OBRA '89.

To develop and implement a children's Speech Therapy program through contracts with local
school districts and other state agencies.

To develop a new transportation source through the use of mass transit systems where available.

To develop additional sources of transportation for our increasing numbers of handicapped
recipients.

To coordinate with the Department of Mental Health to create an adequate system to more
properly transport their clients.

2. Performance Measures

Wortlcd

3)

Efficimy

2\

To provide services to Medicaid recipients.

r) Dentel:
Screenings (children)
Emergency senices (children)
Emergency services (adults)

Optometric:
Examinations (children)
Glasses (children)
Exeminations (adults)
Glassas (adults)

Transportation:
# of recipients transported (approx.)

To provide ss nrany preventive services as

possible yirhin the restraints of the program
appropriations.

Actual
FY 90-91

Actual
FY 9r-92

65,262
8,095

20,'162

23,40L
12,683
14,566

159

L69,226

Projected
FY 92-93

76,000
10,500
25,900

30,800
17,100
19,800

200

187,800

54,056
6,227

16,586

14,780
9,408
9,289

t2L

t52,72L

B.
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1)

3)

Dental:
Expendituras for children
Expenditures for sdults

Oplometric:
Expenditr,res for children
Expenditures for adults

Transportation:
Expenditures

Actual
FY 90-91

6,146,605
1,543,835

893,676
332,3?5

LL,855,474

Actual
FY 9L-92

7,457,945
r,987,355

1,108,351
406,006

10,959,657

Projected
FY 92-93

8,424,WO
2,Ogg,ooo

I,l59,ooo
611,000

13,558,000

DTVISION OF ELIGIBILXTY

The Division of Eligibility develops and implements policies and procedures pertaining

to eligibility requirements for Title XIX (Medicaid). The division monitors compliance with
established policies and procedures and provides consultation and interpretation of program

policy to others as requested. This division also develops and coordinates the implementation

of eligibility policies for the Medically Indigent Assistance Program (MIAP). There are two
departments within this division.

DEPARTMENT OF POUCY

This department develops and coordinates the implementation of Medicaid policies and

procedures in accordance with state and federal guidelines. Responsibilities also include policy

interpretation and clarification to State DSS and the community at large; ensuring the accuracy

of the manual materials distributed to DSS county staff through a review of the Medicaid Policy

and Procedure Manual, training materials, and other policy memorandums; managing a model

waiver which provides special services for up to five severely disabled children; managing a

contract with Vocational Rehabilitation for the determination of disability for certain Medicaid

coverage groups.

DEPARTMENT OF MONITORING

The Department of Monitoring determines DSS compliance with established policies and

procedures by conducting annual compliance reviews; reviewing DSS management reports which

were developed to keep counties informed on staff performance; providing technical assistance

to agency staff in resolving eligibility problems which affect claims processing. This department

is also responsible for developing the annual Medicaid corrective action plan which addresses

all eligibility errors identified through a federally mandated quality control review process.
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l. Priorities and Management Actions

To develop and implement strategies through the state's Medicaid Corrective Action Plan to
ensure that the state's Medicaid Quality Control Error Rate is within federal tolerance of three
percent.

To monitor the implementation of the state's Corrective Action Plan with staff of the State
Department of Social Services.

To increase the number of persons eligible for Medicaid by a minimum of 10,000 individuals
in FY 92-93.

To review four chapters of the Medicaid Policy and Procedures Manual to determine the need
for policy revision.

To review the Medicaid Basic Job Training Manual to determine compliance with agency
policies and procedures.

To monitor the implementation of Medicaid policies and procedures to ensure compliance with
federal and state regulations.

To review 20 to 30 eligibility records in a minimum of 46 counties during FY 92-93.

To review 20 to 30 eligibility records in a minimum of 15 outstationed sites in FY 92-93.

To review 20 to 30 eligibility records in those counties and outstationed sites which were not
90 percent compliant within six to nine months of notification of non-compliance.

2. Performanoe Measures

Wontl@d

Total number ofcase records

Number of records reviewed

Number of records re-reviewed

Number of chapters reviewed

Groups edded and/or rnajor policies revised

a. Number ofgroups added

b. Number of major policy revisions

Actual
FY 90-91

207,837

I,L47

132

2

3

2

I

Actual
FY 9t-92

352,41.L

1,3 16

20

3

0

0

0

Projected
FY 92-93

362,4rr

1,350

20

4

2

2

0
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Efficftrcy

Average cost per review

Average cost per chapter review

Effectivm

Number of counties reviewed

Number of outstetioned siles reviewed

Number of counties re-reviewed

Number of outstationed sites re-reviewed

Number of chapoers reviewed

Increase in eligible population

Actual
FY 90-91

$1,ooo

$es2

2

51,394

Actual
FY 9t-92

$1,000

$es2

3

141,911

Projected
FY 92-93

$1,ooo

ses2

4

10,000

6
20

I

0

6
20

I

0

4I

7

5

0

DIVISION OF MEDICAID MANAGEMENT INFORMATION SYSTEM

G\n/flS) USERS SERVICES

Also reporting to Office of Programs is the Division of Medicaid Management

Information System (MMIS) User Serrrices. This division ensures there is adequatrs system

support to carry out and manage the Medicaid program. It ensures that management reports

Aetaiting expenditures and utilization of services are available and that enhancements are made

to implement changes to the state's Medicaid program. The Division manages the MMIS
reappiovat process, the System Performance Review (SPR). The Division is composed of two

Departments.

The Department of MMIS User Support and Internal Audit manages the Claims

Processing Assessment System (CPAS), an internal quality control audit of MMIS claims

processing and payment. This includes developing agency procedures and standards for CPAS,

monitoring agency CPAS activities to ensure compliance with agency and HCFA standards,

formulating and implementing a corrective action plan to address errors identified through CPAS

activities and preparing the annual CPAS report.

- The Department also manages the development and enhancement of the Finance

Conimission's annual "statistical Report of Medicat Care: Eligibles, Recipients, Payments, and

Services - HCFA 2082". This Departmentprovides user assistance with Online Query Reporting

(OLQ) the agency's MMIS online reporting system. Additionally, the Department manages

MMIS system changes which are broad in nature and cross program boundaries; and serves as

the Medicaid program staff s official user interface with technical support staff.

The Department of MMIS Support Systems ensures that Medicaid providers are enrolled
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and reimbursed appropriately. The Department serves as the agency liaison for Medicaid
provider enrollment with the contractor, directing the development and implementation of control
standards and enrollment policies and procedures. The Department is also responsible for
ensuring that accurate and accessible system files for providers, reimbursement and reference
are maintained to support MMIS operations.

BT]REAU OF COMMUNITY SERVICES

The Bureau of Community Services is under the executive oversight of the Deputy
Executive Director for Programs, Gwen Power. Besides the office of the Bureau Chief, Betty
Carnes, the Bureau is composed of a Human Services section directed by the Deputy Bureau
Chief for Human Services, in which there are three divisions, and three other divisions which
report directly to Ms. Carnes.

The human services section @ivision of Program Development, Division of Program
Monitoring, and Division of Out-stationed Program Monitoring) provides guidance and direction
for the Social Senrices Block Grant (SSBG) program; the Child Care and Development Block
Grant (CC&DBGP) program; Dependent Care Planning and Development Grant; the Child
Development Associate (CDA) Scholarship Assistance Grant; and the Head Start Collaboration
Grant.

The Community I-ong Term Care Division (CLTC) administers Medicaid waiver
programs for: the elderly and disabled; persons with Immunodeficiency Virus/Acquired Immune
Deficiency Syndrome (HIV/AIDS); anO persons with mental retardation or related disabilities
(MR/RD); two special grants which complement the HIV/AIDS program; and the state's pre-
admission screening process for Medicaid sponsored nursing facility care. The division has a
network of 12 area offices.

The Division of Home Health and Nursing Home Services manages and directs the
provision of home health and nursing facilities services sponsored by Medicaid. The division
also coordinates the Inspection of Care and Sunrey/Certification contracts with the South
Carolina Department of Health and Environmental Control.

The Division of Quality Assurance provides statistical, evaluation and research support
for the Bureau. The division also is responsible ro the development and testing of new methods
for improving quality of services overseen by the Bureau and conducts monitoring and evaluation
for the CLTC program.
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DIVISION OF PROGRAM DEVELOPMEI{T

Program Objctives:

1. To place funding increases and reallocations in the highest service priorities.

2. To prevent placement of children in Foster Care and at the South Carolina Department
of Youth Services (DYS) through the provision of Family Preservation Services.

Actual Actual Projected
FY 90-91 FY 9r-92 FY 92-93

Effctiv-re*r

1) Percent of frrnding increases allocated to 98fo 9870 l0o%
top priorities.

2) Nunber of children prevented from
Foster Care Placement.

3) Number of children prevented from
DYS placement.

47 66 N/A

13 26 N/A

Efficirey

l) Percentage oftotal clients served by 80% 8l% 90%

high priority services.

2) Percentage of funds allocated !o high 64% 69% 85%
priority services.

3) Average cost per client for Family $ 3,010 $ 2,627 N/A
Preservetion services.

DMSION(S) OF PROGRAM MONITORING
AND OUT-STATIONED PROGRAM MONITORING

Program Objectives:

1. To monitor and provide technical assistance to providers funded through the Social
Service Block Grant (SSBG) program to determine compliance with program
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2.

requirements and enhance service provision.

To recruit, monitor, and enroll child development providers for the Child Care and
Development Block Grant (CC&DBG) program.

Effetiveoees

1) Number of SSBG si0e visits.

Actual
FY 90-9r

237

NiA

N/A

N/A

Actual
FY 9I-92

89%

Projected
FY 92-93

90%

2)

Efficirey

1)

Number of CC&DBG site visits.

Average number of SSBG sites per
FTE.

Average number of CC&DBG visits per
FTE.

Percent of CC&DBG sites enrolled.

53

981

105

654

27

133

4934

982)

3)

DrvrsroN oF QUALxTY ASSITRANCE

Program Objctives:

To study each human and long term care service funded by the agency in order to
identify those activities which are most important to the success of the service.

To carry out special studies and produce special reports which support improvements in
quality.

1.

2.
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Effectivm

Efficirey

r)

6

t9

u

16

33

l32)

3.2

t.2

2.3

.932)

1) Number of statistical, evaluation and
r€search reports produced.

Number of CLTC reviews and

evaluations.

Reports per employee.

CLTC reviews and evaluations per
employee.

Actual
FY 90-91

Actual
FY 91-92

3.1

t.l4

Projected
FY 92-93

DIVISION OF COMMUNITY I.]ONG TERM CARE

The Division of Community Irng Term Care (CLTC) operates three home and
community-based ser/ices programs. The mission of CLTC is to provide a cost-effective
alternative to institutional placement for Medicaid eligible clients needing institutional level of
care to remain in a community environment if they choose to do so.

The division has eleven regional offices that perform client screenings and provide case
management services throughout the state as well as a central office that handles the operational
aspects of the programs.

The first program, the Elderly/Disabled waivered services program, provides case
management, personal care aide (PCA), home delivered meals, and other services to eligible
frail elderly and disabled clients who meet the level of care requirements for nursing facility
placement. These services assist individuals in remaining at home rather than entering a nursing
facility. Due to budgetary constraints, this program currently has a waiting list of approximately
3,000 people who would like to access community services but are unable to.

The second program, the HIV/AIDS waivered services program, began in August, 1988
and provides home and community-based services to clients diagnoses with AIDS or HIV
infection. It provides case management, PCA, home delivered meals, counseling, private duty
nursing, and other services to eligible clients who require institutional level of care or who are
at risk for hospitalization.
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These two programs operate under waivers from the Health Care Financing
Administration and a mandate to provide more cost effective care than institutional placement.
Clients are from all 46 counties of South Carolina and are referred by social service
organizations, hospitals, family, friends, or even themselves

Program Sjectives

1. To provide case management and home care services at no more than 75 percent of the
cost of nursing facility placement for elderly and disabled clients requiring home care to
avoid institutionalization.

2. To reduce the HIV and AIDS client inpatient acute care expenditures to no more than 70
percent of the cost of acute care services to non-CLTC medicaid recipients through
preventive care.

Elderly/Disabled waiver program performance measrrres:

Actual Actual Projected
FY 90-91 FY 9t-92 FY 92-93

Wortlod

l) Number of referrals each year.

Based on CMS syslem figures derived from monthly
reports.

13,763 15,272 15,272

2) Total clients served each year. 5,1?5 5,090 5,090

FY 90-91 figure derived from the 372report.

FY 9l-92 figure derived from CMS systen.

Effectivm

1) Cost per &y, per client for CLTC $16.84 S14.82 $14.32
services.

Cost per day based on aversge length of stay as reported
on FY 90-91 372 rcpofi. (299 days) multiplied by total
clients to get total days of service. Total expenditures
divided by lotal days !o get average cost per day.

2) Cost per day, per client for nursing $59.60 $66.80 $66.80
home placement.

Based on svenge daily rates for nursing home care.
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Actual Actual Projected
FY 90-91 FY 9I-92 FY 92-93

3) Percentage of daily nursing home rale 28% 22% 22%
expended for CLTC services.

Efficimy

1) Total expenditures per year for CLTC. $25,820,339 $22,560,221 $22,560,22I

Figures derived fron MMIS expenditure reports for FY.
Includes NO case menagement component.

2> Savings to Mdicaid Program per day, $42.76 $51.98 $51.98
per client.

Nursing Home ra0e per day le.ss CLTC rate per day.

HIV/AIDS waiver program performance measures:

Actual Actual Projected
FY 90-91 FY 9t-92 FY 92-93

Wortlmd

l) Number ofreferrals each year. 318 392 392

Based on CMS figures derived from mnthly reports.

2) Total clients served each year.

FY 90-91 figure derived from the 372 rcport.

FY 91-92 figure derived from CMS system.

251 345 345

Effctiveoecs

l) Average Medicaid expenditures for $8,083 NA NA
CLTC waiver recipient per year.

Total waivered service costs * hospital costs * other
acute csre costs for waivered service recipients divided
by number of waivered service clients from 372 report
for FY 90-91.

2) Average Medicaid expenditures for non- $10,525 NA NA
CLTC client per year.
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Total hospital costs * other acute care costs for non-
waiver recipients divided by 0otal non-waiver recipients
from the FY 90-91 372 reporl.

3) Percentage of 2. for CLTC clients.

Efficieocy

l) Waiver services expenditures per yeaf.

From MMIS expenditure reports for FY covered.

2) Cost per year, per client for CLTC
services.

Actual Actual Projected
FY 90-91 FY 9t-92 FY 92-93

77% NA NA

$150,135 $402,973

$598.59 $1,168.04

$402,973

$1,168.04

Waiver services expenditures divided by number of
clients.

The third program is a regular Medicaid service that provides Personal Care Aide
services to eligible children through a collaborative effort with the Early and Periodic Screening,
Diagnosis, and Treatment program. This service to children with long term care needs who are
often medically fragile and require personal care to remain at home. The program began on
April 1, 1990 with 23 children receiving services during FY 89-90. During FY 90-91, 73
children received services at a costs of approximately $130,000. For FY 9L-92 the program
served 115 children at a cost of $268,000.

DIVISION OF HOME HEAL1II AND NI]RSING HOME SERVICES

Program Objectives:

1. To maintain an adequate supply of trained nurse aides available for employment in
Medicaid certified nursing facilities, who have demonstrated competency based upon

. standardized testing.

2. To assure equal access to nursing facility services for Medicaid covered individuals in
need of these services.

To enforce standards for the quality of care and quality of tife for residents of Medicaid
certified nursing facilities.

To provide appropriate and quality home health services to the Medicaid eligible
homebound population.

3.

4.
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Actual Actual Projected
FY 90-91 FY 91-92 FY 92-93

Program Measures:

1) Number of individuals who participated 607 3L2 1,000
in the Nurse Aide training program:

Number of competency tests provided: 2,908 2,112 2,2W

Number of individuals added to the 3,445 3,931 4,000
nurse aide registry:

Average cost per nurse aide for $269 $280 $280
training:

Average cost per nurse aide for tasting: $57 $75 $75

2) Number of medicaid sponsored nursing 3,351,547 3,603,391 *
facilily bed &ys:

Average gross Medicaid rale !o nursing $58.20 $65.24 *
facilities
(without recurring income):

Average net Medicaid rale paid to $45.50 $52.28 *
nursing frcilities
(with recurring incore):

3) Number of facilities notified of polential 39 119 130
sanctions:

Number of facilities sanctioned: 5 3 5

4) Units of home health services provided. 161,910 1U,339 143,500

Medicaid expenditures for home health $7,626,656 $7,214,443 $6,800,000
services.

* Information unavailable due to budget reductions effective &t. I, 1992.
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APPENDICES

MPENDIX A

State Health and Human Services Finance Commission:
History and Organization

The State Health and Human Services Finance Commission is governed by a seven-
member Board of Commissioners. One member is elected by the General Assembly from each

of the state's six congressional districts. The chairman is named by the governor.

The Commissioners are:

Chairman, William P. Simpson, Columbia;

lst District, George P. Knight, Harleyville;

2nd District, T.M. Copeland, Columbia, to be succeeded by Sherrill A.
Hampton, Orangeburg, on July L, L992;

3rd District, G. Fred Tolly Jr., Anderson;

4th District, Robert E. Robards, M.D., Greenville, to be succeeded by
Fred F. Carpenter, Greenville, on fuly I, 1992;

5th District, James T. McCray, Pageland;

6th District, fames L. Pasley fr., Hemingwey, to be succeeded by Ralph
W. Garrison, Florence, on July l, 1992.

During FY 9I-92, the terms of Commissioners Copeland, Robards, and Pasley expired.
Dr. Robards and Mr. Pasley, who had served on the Board of Commissioners since the founding
of the State Health and Human Services Finance Commission in 1984, were not eligible for re-
election. Mr. Copeland had resigned his position in December 1991. The General Assembly
elected Sherrill A. Hampton of Orangeburg to fill the 2nd District post; Fred F. Carpenter of
Greenville to the 4th District vacancy; and Ralph W. Garrison of Florence became the 6th
District representative to the Board of Commissioners.

The terms of the members are for four years; vacancies are filled by the governor for
the remainder of unexpired terms. No person may be elected who has a conflict of interest and
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no member shall serve more than two consecutive terms.

The Board of Commissioners establishes policy for the State Health and Human Services
Finance Commission which was created at the 105th Session of the South Carolina General
Assembly by Act Number 83, and signed into law on June 7, 1983. This Act established an
organizational and procedural framework for the planning, financing, and administration of the
programs provided for in the Act, and established general policy for the allocation of resources.
The Finance Commission began independent operations on July 1, 1984.

The Finance Commission was given the responsibility of administering the Social
Services Block Grant (SSBG) Program and Title XIX of the Social Security Act (Medicaid), with
specific reference made to inclusion of the EPSDT (Early and Periodic Screening, Diagnosis and
Treatment) Program and the Community I-ong Term Care (CLTC) System.

The South Carolina Medically Indigent Assistance Act (MIAA) was enacted in lune 1985
(S.C. Code of Laws 44-6-132) to aid in providing medical care to residents of the state who
were either ineligible for Medicaid or other government programs, or otherwise unable to pay
for medical care. The Medically Indigent Assistance Fund (MIAF) was established as a
component of the MIAA to provide care for indigent persons. The MIAF, which was not part
of the Medicaid Program, was funded by ta(es from the state's 70 general hospitals and
contributions from the 46 county governments. Effective Iuly 1, 1989, the MIAF became known
as the Medically Indigence Assistance Program (MIAP), and the funds collected through
contributions from county governments and taxes upon the hospitals were designated for deposit
in the newly created Medicaid Expansion Fund. This fund was to be used primarily to increase
the number of persons eligible for Medicaid. Although the money was to be used for Medicaid,
the law required that hospitals provide up to $15 million in unreimbursed inpatient hospital care
to persons determined eligible through the MIAP,.thereby assuring that persons who were not
eligible for Medicaid or other government benefits were not denied access to health care.

The Finance Commission is the single state agency in South Carolina administering the
following progmms:

A. Medical Assistance (Title XIX), including,

1. Community Long Term Care
2. Statewide AIDS waiver
3. High Risk Channeling Waiver
4. Elderly/Disabled Waiver

B. Social Services Block Grant

C. Alcohol, Drug Abuse and Mental Health Block Grant

D. Chitd Care and Development Block Grant.
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Eugene A. Laurent, Ph.D., is the agency's Executive Director, serving as the agency's
chief administrative officer with the responsibility of executing the policies, directives, and
actions of the Board of Commissioners. He is assisted bv an executive staff.

E)(ECUTTVE STAFF

The executive staff is composed of three deputy executive directors, Dr. James D. Blair,
Benny F. Clark, and Gwen Power; Ira B. Horton, M.D., Medical Director; Raymond G.
Halford, Deputy Attorney General, Agency Counsel (who retired in December 1991); and
Willis R. Brown, executive assistant. This group is designated the senior management team
when joined by Malcolm L. Carroll, Director of Internal Audits; Ronald A. Thompson,
Director of Personnel; and Frank Adams, Director of Public Information.

The State Health and Human Services Finance Commission is organized into 11 bureaus
under three deputy executive directors.

Dr. James D. Blair is the deputy executive director for operations, with executive
oversight of the agency's and state interagency health and human services planning; human
resources administration; public information functions; and administrative support, which
includes contracts, procurement administration, as well as other administrative support services.
Dr. Blair has executive oversight of four bureaus. They are the Bureau of Administrative
Services; Bureau of Interagency Planning, Research and Coordination; Bureau of Personnel;
and Bureau of Public Information.

The fiscal management of the agency is the responsibility of Deputy Executive Director
Benny F. Clark, who has executive oversight of five bureaus: Budgeting, Data Management,
and Irgislative Affairs; Information Resource Management; Medicaid Program Assessment;
Fiscd Affairs; and Reimbursement Methodology and Policy.

Ms. Gwen Power is the deputy executive director who administers and coordinates the
programs of the Finance Commission. She has executive oversight of the activities of the
Bureau of Health Services, the Bureau of Community Services, and the Division of MMIS User
Services.

The Office of Internal Audits evaluates whether the agency is carrying out its
responsibilities according to statutory and regulatory requirements of the many health and human
services programs, which are delivered by various service agencies and providers throughout the
state. This includes reviewing internal organizational units to determine whether they are
efficiently and effectively carrying out their responsibilities. The primary objective of the Office
of Internal Audits is to assist management by providing information, analyses, and corrective
action plans to the executive director and the Board of Commissioners.
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The Office of General Counsel represents the agency in state and federal courts and
administrative hearings; and advises the Board of Commissioners, the executive director, and
staff on legal matters pertaining to the agency, including the drafting and interpretation of
statutes and regulations.

The Finance Commission work force numbers more than 500 employees statewide, the
majority of which are located in the Columbia area. Other offices are located throughout South
Carolina to administer certain agency programs within their region. The bureau level of the
agency is the focal point of management activity in the agency in terms of daily resource
management, communication, policy mirnagement, implementation of directives and formulation
of recommendations to the executive staff.

Following is an overview of each of the 11 bureaus:

Bureau of
ADMIMSTRATIVE SERVICES

Executive oversight:
Dr. James D. Blair

Chief:
Tom Barnes

Division directors:
Billy Ganett, Contracts
Robert Pursley, Appeals
Jimmy Allen, Support Services
ks Daugherty, Security and Planning

This bureau directs and coordinates all administrative services within the agency. It
serves as the primary contact with central state government and federal officials for information
concerning contracts between the Finance Commission and other entities. The bureau represents
the agency in matters pertaining to the legal aspects of all memoranda of understanding,
agreements, contracts, or other legally binding documents between the agency and other entities.

- The bureau's Division of Contracts solicits, develops and manages all contracts,
agreements, memoranda of understanding or other legally binding documents between the agency
and other entities. This division also has a component which conducts on-site audits of nursing
homes and other providers as mandated by the Civil Rights Act of 1964. Audits are required for
the state to obtain federal funding under Medicaid and Social Services Block Grant Programs.

The bureau's Division of Appeals implements, coordinates and monitors all phases of the
appeal process with the intent of insuring due process to any person aggrieved by final agency
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determinations.

The Division of Support Services implements and manages the procurement process for
the agency, ensuring compliance with state and federal procurement policies and regulations.
This division manages the agency mail room and correspondence distribution system, and
supenrises facility utilization and scheduling. It provides the agency with needed equipment,
supplies and services. It also maintains a current inventory of all agency property.

The Division of Security and Planning administers and implements Finance Commission
policy as it relates to facility and data security; business resumption planning; and disaster
preparedness planning for both the Finance Commission and its contractors.

Bureau of
BT]DGEThIG, DATA MANAGEMENT,

AND LEGISLATTVE AITAIRS

Exautive oversight:
Benny F. Clark

Chief:
Roy Payton

Division diroctors:
Dr. George Uhimchuk, Data Management
Charles Thompson, Budgeting

This bureau develops and justifies the Finance Commission's annual budget request
through the appropriation process; establishes operating budgets, monitors performance, and
makes adjustments as necessary; establishes and implements fund control mechanisms; executes
appropriation transfers; and manages the agency's cost allocation system. It acts as the Finance
Commission liaison with other state agencies on all budgetary and fiscal matters.

The Division of Budgeting develops and justifres the Finance Commission's annual
budget request through the appropriation process; establishes operating budgets, monitors
performance, and makes adjustments as necessary; establishes and implements fund control
mechanisms; executes appropriation transfers; and manages the agency's cost allocation system.
The division acts as the Finance Commission's liaison with other state agencies on all budgetary
and fiscal matters.

The division's Department of Budget Execution is responsible for establishing and
operating those processes associated with budget execution and control. This includes
development of bureau operating budgets; allocation and certification of funds, monitoring of
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expenditures; and maintenance of encumbrances. The department performs a variety of functions
associated with the management of state appropriations, including the processing of appropriation
transfers. The Department of Cost Allocation manages the cost allocation system, to include
development of the Cost Allocation Plan. It performs budgeting and fund control functions
associated with management of Medical Support contracts; maintains the Manpower Data Base;
and performs fiscal and budget functions associated with management of the personnel program.
The Department of Program Analysis monitors service program entitlement, utilization, and
expenditures; and forecasts funding requirements; takes the lead in developing the annual budget
request; and conducts a variety of special reviews and studies.

The bureau's Division of Data Management engages in activities related to the collection,
maintenance, and dissemination of program related data for evaluation and assessment activities
for the Medicaid program and program budget development. Division personnel act as principal
liaison between the Finance Commission and other agencies in the performance of data
management, data acquisition, and data distribution pertaining to agency programs.

Its Division of Irgislative Liaison monitors and interprets ongoing legislative activity on
both national and state levels that may potentially affect various Finance Commission programs.
It acts as principal liaison between the agency and various state legislative bodies and activities.

Bureau of
COMMUNITY SERVICES

Executive oversight:
Gwen Power

Chief:
Betty V. Carnes

Special assistant for long term care:
Dolores Wilke

Division dirwtors:
Sam Waldrep, Division of Community Long Term Care
Mary Barnett, Division of Home Health and Nursing Homes
George Appenzeller, Division of Quality Assurance.

Deputy bureau chief Human Services:
Dottie C. Garvey

Division directors:
Mark Orf, Division of Program Development
Robert Coffey, Division of Program Monitoring
Beverly Hunter, Division of Program Monitoring Out-Stationed.
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This bureau provides guidance and direction for the Social Services Block Grant (SSBG)
program, Child Care & Development Block Grant (CC&DBG) program, Dependent Care
Planning & Development Grant, Child Development Associate (CDA) Scholarship Assistance
Grant, Medicaid Community Long Term Care program, and Medicaid Home Health and Nursing
Facility program. The Bureau of Community Services also staffs the legislatively mandated
Long Term Care Council (LTCC).

The Bureau of Community Services is responsible for LTCC staff support to ensure its
proper operation. Staff is required to coordinate the quarterly meetings, including all
subcommittee meetings, and to ensure compliance with the Freedom of Information Act. Staff
also monitors long term care activities in the South Carolina General Assembly and provides
necessary input.

In addition, staff monitors national trends in long term care and new long term care
legislative initiatives; provides long term care policy analysis; r@ommends policy changes; and
serves as a resource to the bureau and agency on long term care issues.

The human services section (Divisions of Program Development and Program
Monitoring) of this bureau administers the Social Services Block Grant (SSBG) Program, Child
Care and Development Block Grant (CC&DBG) Program, Dependent Care Planning &
Development Grant, Child Development Associate (CDA) Scholarship Assistance Grant, and
Head Start Collaboration Grant. Deputy Bureau Chief Dottie Garrrey aids Bureau Chief Betty
Carnes in supervising three divisions that focus on social services delivery systems. The
activities include the SSBG program which consists of 16 services that assist low-income citizens
of the state in restoring or maintaining a level of health, social and economic well-being so they
can function at the maximum level of their capabilities. Services are provided through contracts
with public and private providers. Some of the services provided are: protective services for
abused and neglected children and adults, in-home services to the home-bound elderly, assistance
to children receiving adoption and foster care services, child development for children of parents
who are working or attending school, and special services for handicapped children urd adults.
The CC&DBG program is a new program that provides additional funds for child care services
for working parents. Twenty-five percent of the new Block Grant funds are reserved for
activities that improve quality and expand the availability of before- and after-school care and
early childhood development services. Seventy-five percent of the funds must be used to make
child care more affordable or to improve quality or availability.

The Division of Quality Assurance has a three-fold function within the Bureau of
Community Services. The division provides statistical, evaluation and research support for the
bureau. The division is also responsible for the development and testing of new methods for
improving the quality of services provided through the various funding sources of the Bureau.
Finally, the division conducts monitoring and evaluation of services provided by Community
Inng Term Care Area Offices.

The Division of Community Irng Term Care (CLTC) administers Medicaid Waiver
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programs for the elderly/disabled, persons with Human Immunodeficiency Virus/Acquired
Immune Deficiency Syndrome (HIV/AIDS) and persons with mental retardation or related
disabilities (MR/RD). The Elderly/Disabled Waiver provides home- and community-based
services to aged and disabled persons who, without this program, would require care in a
nursing home. The purpose of this waiver is to provide a cost-effective alternative to nursing
home care. The HIV/AIDS Waiver also provides home- and community-based services to
children and adults with HIV/AIDS who are at risk for hospitalization. These services assist in
Medicaid cost reduction by helping shorten hospital stays and providing an alternative to care
in a nursing home. Additionally, CLTC also administers two federal grants: the Ryan White
Title II Community AIDS Resources Emergency (CARE) Act and a Health Resources and
Services Administration (HRSA) Grant which complement the Medicaid home care services for
the HIV/AIDS population. The MWRD Waiver provides home- and community-based services
to children and adults with a diagnosis of mental retardation or a related disability. These
services provide an allernative for admission to an intermediate care facilities for the mentally
retarded. These three Medicaid Waiver programs give individuals a choice between care in the
community or care in an institution and are funded by a combination of state and federal dollars.

In addition to these home care programs, CLTC also operates the state's pre-admission
screening program for Medicaid-sponsored nursing home care. The division's statewide
coordination is handled through a network of 11 area offices. Area Administrators are: Susan
Mickleson, Area 1; Kristin Taylor, Area 2; Dick Copeland, Area 3; Virginia Crisp, Area 4;
Stella Kelly, Area 5; Bill Comer, Area 6; Beverly Turner, Area 7; Mona Sechrest, Area 8;
Worth Dudley, Area 9; Faye Croft, Area 10; and Kandee Beckley, Area 11.

The Division of Home Health and Nursing Home Services develops and administers
program policy for home health and nursing home services and intermediate care facility services
for the mentally retarded. Activities include development of goals and objectives for the
programs; policy development; information dissemination on changing regulations and
guidelines; monitoring of expenditures, utilization of services and program performance; and
enforcement of compliance with federal regulations. The Division also coordinates the
Inspection of Care and Sunuey/Certification contracts with the South Carolina Department of
Health and Environmental Control and provides liaison functions, technical assistance, and
training pertaining to billing, claims resolution, and interpretation of program guidelines and
regulations.

Bureau of
FISCAL AFFAIRS

Executive oversight:
Benny F. Clark

Chief:
Jenny Butler
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Division directon:
Robby Kerr, Reporting & Receivables
Paul Moore, Fiscal Systems Control
Dave Schaefer, Payables

This bureau manages the general accounting functions of the agency, including accounts
payable and accounts receivable; payroll; state and federal funds management; account
reconciliations; and federal expenditure reporting for the Social Services Block Grant (SSBG),
Child Care and Development Block Grant (CCDBG), and Medicaid and other federal programs.
The bureau prepares and coordinates all internal and external accounting and financial reporting
and maintains the agency's accounting system.

The Division of Reporting and Receivables oversees all accounts receivable functions,
prepares quarterly federal expenditure reports, and serves as fiscal coordinator for all federal
programs administered by the agency.

Its Department of Receivables performs all accounts receivable functions required of the
agency, including certification and collection of all debts owed the agency. It is responsible for
preparing internal accounting system and Medicaid Management Information System (MMIS)
accounting entries for all revenues and refunds received. The Department of Reporting prepares
various federal cash reports, the quarterly HCFA-64 Report of Medicaid expenditures, fiscal
monthly activity reports and other management reports as required. It also prepares the annual
SSBG post expenditure report and all other federal and state financial reports.

The Division of Payables processes payments for all administrative accounts payable,
Medicaid, SSBG, CCDBG and other grant payables, and payroll. This division coordinates with
the Comptroller General's Office and State Treasurer's Office for payment and reconciliation
procedures and problem solving.

The Department of Program Payables processes the SSBG, CCDBG and Medicaid claims
payments. This department processes provider reimbursement requests for Social Services Block
Grant funds, vouchers through the Comptroller General's system for claims paid by MMIS, and
all agency contract payments. The Department of Administrative Payables processes all
administrative payments, i.e. payroll, rent, travel costs, supplies, and other agency expenses.

The Division of Fiscal Systems Management consists of the Department of Fiscal Systems
and the Department of Reconciliations.

The Department of Fiscal Systems manages the agency automated accounting system
(GAFRS). This entails setting up the agency account structure and maintaining all tables within
the system. Also, the department develops, coordinates and implements all interfaces in/out of
the system including the interfaces to/from the Comptroller General's records, the Medical
Management Information System. The department designs and implements automated reports
for reporting requirements and analysis and works with other areas of the agency to automate
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manual processes where applicable. This department analyzes the general ledger, verifies
postings to all primary and secondary files, gathers information for internal and external

auditors, utilizes on-line-query functions where applicable, and supervises the fixed assets

subsystem and the cost allocation process, tables and module, analyzes ou@ut and books any

variances. The department provides technical and procedural assistance to the accountants, data

processing personnel, and management staff in understanding the system, resolving problems,

interpreting output, as well as providing training for all users of GAFRS. It also demonstrates

GAFRS to other state agencies.

The Department of Reconciliations prepares monthly and yearly reconciliations between the

accounting system and the Comptroller General's records, as well as the Medical Management

Information System for revenues and expenditures by fund and object codes. It is responsible

for the monthly reconciliation of the MMIS bank account. This department is also responsible

for reconciling the CCDBG subsystem. The department coordinates with other fiscaUbudget

areas pertaining to any corrections which need to be made. It handles the distribution and

control of input documents, requisition forms, travel documents and Comptroller General

financial reports.

Bureau of
HEALTH SERVICES

Executive oversigbt:
Gwen Power

Chief:
Debbie Francis

Division directors:
Iim Assey, Pharmaceutical Services and Durable Medical Equipment
Bob McRae, Primary Care
Jim lollie, Preventive Care
Darlynn Thomas, Hospitals & Physician Services
Barbara I-ongshore, Eligibility
Gail Buchanan, Medical Management Information System User Services

The Bureau of Health Services has the responsibility of administering the acute care and

eligibility components of the Medicaid Program. The bureau is divided into five divisions which
are defined by programmatic and administrative responsibilities. In turn, these divisions are

composed of one or more departments that have specific program responsibilities.

The Division of Pharmacy Senrices, Durable Medical Equipment and Irgislative Liaison
administers the pharmaceutical and durable medical equipment programs for Medicaid. In
addition, the division serves as the Program I-egislative Liaison for the agency. The division is
made up of two departments.
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The Department of Pharmaceutical Services administers the pharmaceutical services program
by developing policy, monitoring expenditures, making projections, establishing edit criteria and
claims resolution procedures, publishing program documentation, conducting training seminars,
and performing provider liaison activities.

The Department of Durable Medical Equipment administers the program responsible for the
reimbursement of such items as wheelchairs, braces, oxygen and liquid feedings. It administers
the program through policy development, program monitoring, analysis of expenditures, and
provider liaisons.

The Division of Hospital Care and Physician Services coordinates and administers the
Medicaid program for hospital and physician providers. Responsibilities include liaison with
providers and professional associations, and developing policies and procedures surrounding the
provision of care to Medicaid recipients within state and federal regulations. The division
consists of three departments.

The Department of Hospital Utilization Review monitors utilization review activities
performed by hospitals and the Professional Review Organization (PRO) contracted to perform
reviews of Medicaid hospital services. Other functions include the development and
management of private duty nursing services under a prior-approved process for children, and
monitoring utilization review plans of contracted hospitals.

The Department of Hospitals administers medical inpatient and outpatient hospital
programs by developing policy, monitoring expenditures, making projections, establishing
criteria and claims resolution procedures, publishingprogram documentation, conducting training
seminars, and performing liaison activities with hospitals and other institutional providers.
Liaison activities with providers include making on-site visits to each hospital, serving on
standing committees of the South Carolina Hospital Association, conducting workshops, and
providing assistance with policy interpretation and billing procedures. The department assists in
policy development and program monitoring of both inpatient and outpatient services.

The division's Department of Physician Services performs various coordination and
liaison activities with physicians, physician groups, and other professional associations and
providers. It is responsible for administering Medicaid services provided by medical doctors and

independent medical practitioners. It coordinates policy development with physician consultants,
medical associations, and other professionals. The department monitors access to quality health
care by encouraging ambulatory services and acceptance of Medicaid patients by all Medicaid
physician specialties.

The Division of Primary Care coordinates and administers Medicaid Program primary
care activities. Responsibilities include ensuring compliance with state and federal mandates, and

ensuring clients' access to high quality medical care with concomitant effective and efficient
utilization of resources. The division includes the departments of Mental Health and

Rehabilitation Services; Utilization Systems Control; High Risk and Maternal Care; Clinic and
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Ancillary Services; and Alternative Delivery Systems.

The Department of Mental Health and Rehabilitation Services is responsible for the
management of all programs related to community-based mental health services, alcohol and

drug rehabilitative services, targeted case management for mentally retarded individuals, services
provided to emotionally disturbed children, and the quality assurance activities associated with
these programs. The department develops and implements program policies and procedures,

coordinates contract negotiations, provides technical assistance to providers, and conducts liaison
activities with the various state agencies and providers responsible for the delivery of these

services. The department is involved in the development of Medicaid programs which provide
a continuum of care for emotionally disturbed children.

The division's Department of High Risk and Maternal Care is responsible for the High
Risk Channeling Project (HRCP), Family Planning, Heatthy Mother/Healthy Futures maternal
and child heatth initiatives, certain targeted diagnostic groups and new case management

initiatives for pregnant women and infants. The HRCP continues to offer case management,
nutrition, and social work services for high risk pregnant women and their infants. Special local
initiatives address specific county needs and problems related to unusually high infant mortality
rates. The department also assists in the development and implementation of unique targeted
programs to prevent teen pregnancy and promote family planning.

The Department of Clinic, Ancillary Services and Utilization Control has two units. The
Unit of Clinical and Ancillary Senrices is responsible for clinical services which include end

stage renal disease, ambulatory surgical clinics, tertiary pediatric clinics and ancillary services
podiatry, physicat therapy, occupational therapy and school based rehabilitative senrices. The
unit is also responsible for programs targeting children with special needs including targeted
case-management for children with physical disabilities, sickle disease as well as early
intervention. The Unit of Utilization Control is responsible for the reimbursement and reference
files which controls the prices, and parameters for the diagnosis and procedure codes the MMIS
system uses for claims processing. This unit also reviews SURS repotrs to identify high users

of the medicd system through Medicaid for possible cost-effective interventions.

The Department of Alternative Delivery Systems is responsible for the management of
the Federally Qualified Health Center Program (FQHC), Rural Health Clinic Program (RHC),
Family Planning, and Managed Care Programs. This department is also involved in developing
programs that use new financing mechanisms to improve access to quality health care services

and contain Medicaid costs.

The Division of Preventive Care coordinates and administers that portion of the Medicaid
program pertaining to the Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Program, and the dental, optometric, transporcation, and speech and hearing programs.
Responsibilities include ensuring compliance with EPSDT guidelines, establishing goals,
increasing access to services, ensuring quality care, and prudent utilization of resources. The
division is composed of two departments.
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The Department of EPSDT/Outreach consists of three separate functional components:
the EPSDT Field Operations and medical professional support staff which coordinates EPSDT
issues with providers to maximize program benefits, implement policy and procedures, maintain
provider manuals, develop new initiatives, perform provider relations and monitoring and

enrollment, and promote efficient use of resources; and the Program and Field Monitoring staff
which develops EPSDT policy and procedures, and monitors field staff for compliance.

The Department of EPSDT/Ancillary Services administers the Medicaid Dental,
Optometric, Speech and Hearing, and Transportation programs. It coordinates issues with
providers and provider organizations to maximize program benefits and promote cost efficient
use of resources. The department develops and implements program policies and procedures,

and maintains provider manuals. It develops and proposes new initiatives and is responsible for
enrollment, record management, provider relations, and claims resolution.

The Division of Eligibility develops and implements policies and procedures pertaining
to eligibility requirements for Title XIX (Medicaid). The division monitors compliance with
established policies and procedures, and provides consultation and interpretation of program
policy to others as requested. The Division of Eligibility also develops and coordinates the
implementation of the eligibility policies for the Medically Indigent Assistance Program. There
are two departments within this division.

The Department of Policy plans, develops and coordinated Medicaid eligibility policies
and procedures in accordance with state and federal guidelines. Responsibilities also include
providing policy interpretation and clarification to DSS and the community at large; managing

a model waiver which provides special services to a severely disabled child; and managing a

contract with Vocational Rehabilitation which is the entity designated with the responsibility to
make disability determinations for the Medicaid program.

The Department of Monitoring determines DSS compliance with established policies and

procedures by conducting compliance reviews, at a minimum on an annual basis; monitoring
management reports which are intended to keep counties informed about staff performance; and

provide technical assistance in resolving eligibility problems which affect claims processing.

This department is also responsible for developing an annual corrective action plan which
addresses all errors in eligibility determinations identified through a federally mandated quality
control review process.

Also reporting to Office of Programs is the Division of Medicaid Management

Information System (MMIS) User Services. This division ensures there is adequate system

support !o carry out and manage the Medicaid program. It ensures that management reports

detailing expenditures and utilization of services are available and that enhancements are made

to implement changes to the state's Medicaid program. The division manages the MMIS annual

approval process, the System Performance Review (SPR). The division is composed of two
departments.
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The Department of MMIS User Support and Internal Audit manages the Claims
Processing Assessment (CPAS), an internal quality control audit of MMIS claims processing and
payment. This includes developing agency procedures and standards for CPAS, monitoring
agency CPAS activities to ensure compliance with agency and HCFA standards, formulating and
implementing a corrective action plan to address errors identified through CPAS activities and
preparing the annual CPAS report. The department also manages the development and
enhancement of the Finance Commission's annual "Statistical Report of Medical Care: Eligibles,
Recipients, Payments and Services - HCFA 2082. The Department serves as the Medicaid
program staff s official user interface with technical support staff.

The Department of MMIS Support Systems ensures that Medicaid providers are enrolled
and reimbursed appropriately. The department senres as the agency liaison for Medicaid
provider enrollment with the contractor, directing the development and implementation of control
standards and enrollment policies and procedures. The department is also responsible for
ensuring that accurate and accessible system files for providers, reimbursement and reference
are maintained tro support MMIS operations.

Bureau of
INFORMATION RESOURCES MANAGEMENT

Executive oversight:
Benny F. Clark

Chief:
Tim Donahue

Division diretors:
Marsha Stepp, Contract Monitoring
Robert Davis, Technical Support
Donna Price, Third Party Liability
George Grimes, End User Support

This bureau organizes, plans, directs, and approves the automated data processing efforts
of the Finance Commission, especially through the Information Resources Management Plan.
The bureau fosters long-range planning to implement the state's information resources
management strategy within the agency. Additionally, the bureau is responsible for the Medicaid
Third Party Liability CIPL) program, that identifies other persons or businesses responsible for
Medicaid expenditures and insures that Medicaid is the payor of last resort. In Fiscal Year 9l-
92, TPL savings exceeded $35 million, up over 50 percent from the year before.

The bureau's Division of Contract Management monitors the information technology and
third party liability services provided to the Finance Commission under contract. Contracts
Management receives invoices for contracted services and approves their payment by
acknowledging that services have been received. Additionally, this division coordinates
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information technology contractor portions of internal and external monitoring of agency
performance. It also provides technical assistance in the drafting and evaluation of requests for
proposal and the resulting contracts. Its On-site Monitoring Department audits of the
performance of the MMIS front-end contractor and the TPL verification contractor.

The Division of Technical Support provides expertise in information resources equipment
and software. This division supports other areas of the Finance Commission by rendering

technical advice to solve information management problems, by procuring information
technology to maintain and enhance existing information management systems, as well as by
supplying, when appropriate, software and training for mainframe and micro computers, and by
generating and assisting in generating reports from automated databases.

Within the Division of Technical Support are two departments. The Department of
Health Services is primarily responsible for supporting the Medicaid claims system, known as

the Medicaid Management Information System (MMIS). The Department of Human Services
and Financial Systems manages and directs the development and operation of the agency's
systems for human services programs and financial and personnel applications.

The Division of End-User Services supports the agency's hardware, software and training
needs for the Commission's Office Automation and Communication (OAC) system, by procuring
and maintain hardware and software, providing custom software applications and training.

The bureau's Division of Third Party Liability overs@s the activities of two departments
which insure Medicaid is the payer of last resort. The division identifies other parties that are
legally liable for payment of Medicaid services and either rejects affected Medicaid claims prior
to payment (cost avoidance) or collects from other responsible parties after Medicaid has paid

@enefit recovery). The division pursues private and group health insurance, Medicare coverage,

and casualty insurance such as automobile liability coverage.

The Health Insurance Department develops and maintains a Medicaid recipient health

insurance data base for claims processing. Claims for recipients who have private insurance are

cost avoided. If insurance is not discovered until after claims are adjudicated, claims which are

covered by the insurance are researched and submitted to the providers and/or insurers for
reimbursement.

The Casualty Department reviews all paid Medicaid claims with trauma diagnoses to
identify other sources potentially liable for payment of a recipient's medical expenses.

Appropriate claims are submitted to the recipient's attorney and/or insurer to recover these ex-
penses.
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Bureau of
INTERAGENCY PLANNING,

RESEARCH AND COORDINATION

Executive oversight:
Dr. James D. Blair

Chief:
Larry Fernandez

Division directors:
Linda Sharkey, Interagency Coordination
Bruce Bondo, Research & Policy Analysis

Identification of interagency health and human services issues is the responsibility of this
bureau, as iue special studies related to Medicaid, long-term care and other programs. The
bureau is responsible for coordinated strategies for interagency efforts related to such areas as

family support, case management, and human services integration pilot sites. It provides staffing
for the Human Services Coordinating Council and its committees, and administers the Alcohol
and Drug Abuse and Mental Health (ADAMHA) Block Grant Plan.

The bureau coordinates and staffs the Human Services Coordinating Council activities,
as well as various advisory committee activities of the State Health and Human Services Finance
Commission. Under the auspices of these two organizations, the bureau provides planning,
research, policy analysis, and coordination services to these organizations and subsidiary
councils and committees, as well as the 23 state agencies that are members of the Human
Services Coordinating Council.

Besides identification of interagency hedth and human services issues, this bureau
conducts special studies related to Medicaid, long-term care and other programs. The bureau is
responsible for coordinated strategies for interagency efforts related to such areas as family
support, case management, and human services integration pilot sites. It administers the Alcohol,
Drug Abuse and Mental H%lth (ADAMHA) Block Grant plan.

The division has administrative responsibility for the SC Health ACCESS Plan. This
federal grant program provides Medicaid benefits to low-income employees of small businesses
in Horry and Marion counties.

The Division of Interagency Planning and Coordination provides staffing for the Human
Services Coordinating Council and its committees, and administers the ADAMHA Block Grant
plan. Identification and analysis of interagency health and human services issues are
responsibilities of this division, as are special studies related to Medicaid, SSBG, long term care,

and others as assigned. The Division of Interagency Planning and Coordination is also
responsible for coordinated strategies for interagency efforts related to such areas as family
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support, case management, and human service integration pilot sites.

The Division of Research and Policy Analysis provides research and policy analysis
services to the Finance Commission and the Human Services Coordinating Council. It provides
program and staff support for the Finance Commission's Advisory Committee and the Medical
Care Advisory Committee, and coordinates staff support to the Interagency Council for
maintaining and updating the Human Services Dictionary. The division also prepares the
Federal I*gislative Status Report for the Finance Commission and the Human Services
Coordinating Council, and coordinates special studies and reports.

Bureau of
MEDICAID PROGRAM ASSESSMENT

Exautive oversight:
Benny F. Clark

Chief:
Carolyn Jordan

Division directors:
Brenda McMillan, Program Utilization
Cynthia Mack, Medical Sendce Review
Rick Corley, Fraud & Investigations

The Bureau of Medicaid Program Assessment (MPA) is responsible for the detection and
investigation of provider and recipient abuse and fraud in the Medicaid Program. The bureau
accomplishes this through the conduct of federally mandated surveillance and utilization
postpayment reviews of eligible recipients and providers who are enrolled in the Medicaid
Program. The bureau is also responsible for the Recipient Explanation of Medical Benefits
(REOMB) Program and the Health Care Utilization Program.

The REOMB Program gives recipients the opportunity to participate in the detection of
fraud and abuse. The recipients verify if they did or did not receive certain Medicaid services
in a selected time frame. Over 1,500letters were sent to recipients this year. During the year,
through the REOMB Program, there were no instances discovered of providers billing Medicaid
for services which were not rendered.

The Health Care Utilization Program requires that recipients found to be abusing the
program be placed in counseling for six months. Generally, the inconvenience of attending
counseling corrects the aberrant recipient practice. If not, the recipient is then restricted to one
medical provider and one pharmacy, unless the service is an emergency. Three recipients were
placed in counseling and none required locking in to a provider.

Statutory authorities governing MPA functions are found in Section 1909 of the Social
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Security Act and 42 CFR Parts 455, 456 and 1002. South Carolina regulations and

administrative sanctions are found in Binder 27 R. L26-400 through L26-405.

During postpayment reviews recipient medical records are evaluated for medical necessity

as well as appropriateness and quality of care which was rendered to Medicaid recipients. The
reviews may be generated in one of two ways: 1) by computer through the Surveillance and

Utilization Review Subsystem (SURS) of the Medicaid Management Information System (MMIS)
in compliance with federal guidelines or 2) by complaint. The SURS provides exception
reporting of providers and recipients whose practices vary significantly from their peers.

All provider and recipient non complaint cases are selected for review from the SURS exception
profiles.

The bureau exceeded federal requirements by closing 196 cases during the fiscal year.

Stat€ compliance with federal guidelines is measured at least once every three years. Guidelines
for MPA are found in the following Systems Performance Review (SPR) factors: Factor 12:

Production of REOMBs, Factor 25: SURS Recipient Reviews and Factor 26: SURS Non-
Institutional Provider Reviews. While the final report for the recently conducted SPR has not
been issued, the bureau unofficially has received a score of 100 percent on the three factors.

Simple random sampling and cluster sampling are the statistical methodologies utilized
during the review process. Both methodologies have been found to be sound and valid. The
bureau uses a confidence factor of95 percent and levels ofprecision between 95 and 99 percent.

The Division of Program Utilization is responsible for the postpayment review of non-
physician providers and recipients. The division is also responsible for updating the Control
File, a user defined program that allows MPA to collect and manipulate data within SURS. This
data adds strength and validity to the review process. Additionally, the division monitors the
bureau's performance for compliance with SPR. Staff in the unit receive Federal Financial
Participation (FFP) of 75 percent for MMIS related functions.

The Division of Medical Service Review is responsible for the postpayment review of
over 80 physician and other medical related specialties as well as recipient reviews. Staff in the
unit are Registered Nurses for whom the state receives FFP of 75 percent for Skilled
Professional Medical Personnel (SPMP).

The Division of Fraud and Investigations is responsible for investigating reports of
alleged fraud that are received either by complaint or through the SURS process. The division's
cases of alleged fraud are received through telephone calls, written complaints or internal
referrals. If the allegations are substantiated, the case is then referred to a prosecutorial
authority for adjudication. A recent case worked jointly with the Federal Bureau of Investigation
resulted in several indictments.

Administrative sanctions are imposed when aberrant practices are detected. When an

investigation leads to a conviction, the sanctions imposed are, at a minimum, suspension from
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the program and recoupment of the overpayment. For cases where abuse has been identified,
the sanctions r@ommended are recoupment of the overpayment and educational intervention.
The State Administrative Procedures Act grants providers the opportunity to appeal the
determinations made by MPA. Thirteen of the 196 closed cases were appealed. All appeals
were resolved during informal settings.

The Hot Line located in the State Auditor's Office is available to the general public to
report questionable Medicaid practices. The toll free number is 1-800-521-4493, or locally at
734-0328.

Bureau of
PERSONNEL

Executive oversight:
Dr. Blair

Chief:
Ronald A. Thompson

This bureau performs all personnel related tasks for the employees of the agency. The
bureau services a work force exceeding 500 employees. It is responsible for developing policies
and procedures for the management agency human resources, to include employee/employer
relations, recruitment and selection, Affirmative Action/EEO and position classification and
compensation. It dso provides technical assistance and guidance to management in manpower
planning and provides services to agency employees in the form of benefits and staff
development and txaining.

Bureau of
PTJBLIC INFORMATION

Excutive oversight:
Dr. Blair

Chief:
Frank Adams

This bureau responds to all media and general requests for information about the agency
and its programs. The bureau also responds to all Freedom of Information requests, publishes
certain internal and external agency publications, coordinates and disseminates the monthly
agendas for the Board of Commissioners of the State Health and Human Services Finance
Commission, and creates the annual report. The bureau coordinates employee-funded activities
that promote teamwork and improve morale through the Employee Activity Committee,
publishes the agency's monthly newsletter, Communique, and creates the agency orientation
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document. It is also responsible for coordinating public information needs of the Human
Services Coordinating Council and the Long Term Care Council.

Bureau of
REIMBURSEMENT METHODOLOGY

AI.ID POUCY

Exautive oversigbt:
Mr. Clark

Chief:
Jeff Saxon

Division directors:
Melissa Davis, Iong Term Care
Marianne Melton, Acute Care
Dave Smith, Ancillary

This bureau manages numerous Medicaid and SSBG rate setting procedures. It develops
and implements reimbursement methodologies/reimbursement rates associated with long term
care facilities, inpatient hospital services, home health providers, Social Services Block Grant
providers, Child Care and Development Block Grant providers, and other ancillary Medicaid
providers.

The bureau is composed of the Division of Long Term Care Reimbursements, Acute
Care Reimbursements, and Ancillary Reimbursements. It provides leadership and direction to
three divisions engaged in the management of numerous Medicaid and SSBG rate setting
procedures. The bureau develops and implements reimbursement methodologies and
reimbursement rates associated with long term care facilities, inpatient hospital services, home
health providers, Social Services Block Grant providers, Child Care and Development Block
Grant providers, and other ancillary Medicaid providers.

The Division of I-ong Term Care Reimbursements is responsible for the rate setting and
the maintenance of the reimbursement methodologies associated with all types of long term care
providers (i.e. nursing facilities, institutions for mental diseases, and intermediate care facilities
for the mentally retarded). There are 285 nursing home providers participating in the South
gxlelina Medicaid program.

The Division of Acute Care Reimbursements sets the inpatient hospital rates (which
include disproportionate share payments) by which hospitals are paid and ensures adherence to
federal reimbursement guidelines. This division also processes claims for the Medically Indigent
Assistance Fund (MIAF), which has subsequently been renamed the South Carolina Medicaid
Expansion Fund (MEF). There arc I22 hospitals participating in the South Carolina Medicaid
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program.

The Division of Ancillary Reimbursements is responsible for the rate setting and the
maintenance of the reimbursement methodologies associated with the Social Services Block
Grant, the Child Care and Development Block Grant, home health providers, and other ancillary
Medicaid providers. There are approximately 150 Social Services Block Grant contracts, 56
home health providers and thousands of ancillary Medicaid providers. Additionally, the Division
of Ancillary Reimbursements is responsible for the processing of credit adjustments, primarily
for Medicaid providers. During the preceding twelve months, over 4,400 credit adjustments
were processed by the Division.

APPENDIX B

STJMMARY OF LAW/STATTITORY AUTHORITY

Two bills were introduced at the 105th Session of the General Assembly to create the
State Health and Human Services Finance Commission. House Bill 2184 was introduced on Jan.
L2, 1983, and passed on May 19, 1983, with amendments. The Senate concurred with House
amendments on May 30, 1983.

The authors of House Bill 2184 were: B.L. Hendricks, R. Schwartz, R.L. Altman, F.X.
Archibald, D.L. Aydlette, D. Blackwell, T.M. Bunis, M.D. Cleveland, M.J. Cooper, F.L.
Day, P. Evatt, S.R. Foster, B.J. Gordon, D.o. Hawkins, I.C. roe, H.H. Keyserling, r. Murray,
f.J. Snow, J.H. Toal, M. Washington, D. Williams, and D.E. Winstead.

Senate Bill 132 was introduced on Jan. 19, 1983. Itpassed the Senate on April 23, L983.
The authors of Senate Bill 132 were: H.E. McDonald, R.C. Dennis, H.J. katherman, I.E.
Lourie, A. Sanders, and J.V. Smith.

Act No. 83, which created the Finance Commission, was signed by Gov. Richard W.
Riley on June 7, 1983.

The law empowers the agency to administer Title XIX of the Social Security Act
(Medicaid), the Social Services Block Grant program, and to operate the Cooperative Health
Statistics program.

Duties of the Finance Commission are specifically stated in S.C. Code Ann. 944-6-40
(1976, as amended). The law at $44-6-50 provides for contracting with health and human
services agencies for eligibility determination, for the operation of a certified Medicaid
management information claims processing system, and for other operational components of the
program which might be considered appropriate by the commissioners.

107



In addition, this section of the law charges the agency with the responsibility of
monitoring and evaluating all contractual services and establishing aprocedure whereby inquiries
concerning the work of the agency might be addressed expeditiously.

The law also creates the State Health and Human Services Finance Commission Advisory
Committee to assist and advise the Commissioners in their duties and functions.

Additionally, the law addresses priority areas of serrrice, gives the Executive Director
sole authority to employ and discharge agency employees, and gives the agency authority to
promulgate regulations. The statutory authority for various Finance Commission powers and

duties are as follows:

1. Section 44-6-L0 of the South Carolina Code creates the State Health and Human
Senices Finance Commission and establishes the process for selerting Commissioners;

2. Section 44-6-30 empowers the agency to administer Title XIX of the Social Security
Act (Medicaid) and to administer the Social Services Block Grant program, designates

the agency as the South Carolina Center for Health Statistics, and prohibits the agency

from engaging in the delivery of services;

3. Section 44-G40 enumerates the duties imposed by statute upon the agency;

4. Section 44-6-90 empowers the agency to promulgate regulations to carry out its
duties;

5. Sections 44-6-132 et seq. outline the operation of the Medically Indigent Assistance
Fund;

6. Sections 44-6-300 et seq. describe the Commission's responsibility in establishing

child development services in certain counties;

7. Sections 44-6-4N et seq. authorize the Finance Commission to take action against a
nursing home determined to be out of compliance with the requirements for participation
in the Medicaid program. The action taken must be proportionate to the severity of the
violation.

The Commission's Regulations appear at S.C. Code Ann. R. 126-125 et seq., ild
various temporary and permanent provisions appear in Sections 38A, and 129 of Part I and in
Part II of the L99I-92 Appropriations Act, Act No. 171 (R231, H3650). Among the regulatory
amendments this year was the addition of R. 126-170 through 126-175 which deal with the

safeguarding of Commission held client information.

However, the singular most significant development in the various state and federal laws
governing the Commission's activities was the passage by Congress of the Medicaid Voluntary
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Contribution and Provider-Specifrc Tax Amendments of 1991, Public l-aw 102-234 (Dec,. 12,
1991).

APPENDIX C

COMMISSION ADVISORY COMMIT"TEE

An advisory committee is established by. state law to assist and to advise the State Health
and Human Services Finance Commission by addressing its efforts to overall policy and review
of state plans.

Its membership consists of 11 members who are appointed by the governor for four-year
terms. They shall serve until their successors are appointed and qualify. The governor shall
designate a chair who shall serve for a term of two yqrs.

In addition, 1l ex officio members serve on the Advisory committee.

The appointees of Governor Canoll A. Campbel fr. are:

Barbara fackson, Greenwood, Chair

Frank B. Raymond III, Ph.D., Columbia, Vice Chair

Mary L. Green, Winnsboro

William Pinder Jr., Charleston

John P. Barber, Spartanburg

Jean Kirby Brown, Greenville

Cynthia P. Walters, Anderson

Iris Usher Kennedy, Hartsville

Edmond R. Jordan, MD, Greenwood

Bobby K. Moody, I-ake View

Hazel J. Harkness, Columbia
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The ex officio members are:

Sen. McKinley Washington Ir.
Joint Appropriations Review Committee;

Sen. Phil P. kventis
Senate Finance Committee;

Rep. James G. (Jim) Mattos
House Ways and Means Committee;

Sen. Alexander Macaulay
Senate Medical Affairs Committee;

Rep. Iohn C. Rama
House Medical, Military, Public and Municipal
Affairs Committee;

Rep. John G. Felder
Health Care Planning and Oversight Committee;

T. Ed Childress, III
Chair of the Medical Care Advisory Committee;

Thomas Brown
Interim Commissioner of the Department of Health
and Environmental Control;

J. Samuel Griswold, Ph.D.
Interim Commissioner of the Department of Social Services;

Dr. Ioseph J. Bevilacqua
Commissioner of the Department of Mental Health;

Dr. Philip S. Massey
Commissioner of the Department of Mental Retardation;

Ruth Q. Seigler
Executive Director of the Commission on Agingi ild,

William J. McCord
Executive Director of the Commission on Alcohol
and Drug Abuse.
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APPENDD( D

MEDICAL CARE N)VISORY COMIIIITTEE

Federal laut (42 CFR 431.12) mandates that a Medical Care Advisory Committee advise
the Medicaid agency executive director about health and medical care services. Members, who
are appointed by the executive director on a rotating and continuous basis, must fall into three
broad categories.

The first category is: Board-certified physicians and other representatives of the health
professions who are familiar with the medical needs of low-income population groups and with
the resources available and required for their care.

The second is: Members of consumers' groups, including Medicaid recipients, and
consumer organizations.

The final category is: The director of the public welfare department (Department of
Social Services) or the public health department @epartment of Health and Environmental
Control), whichever does not head the Medicaid agency.

The current members are:

T. Ed Childress III, Easley, Chair

Barbara Whittaker, Columbia, Vice Chair

William J. McAninch DPM, Greenville

Abraham H. Moscow, MD, Denmark

Dr. I-arry Scheele, Sumter

James W. Hammond Jr., MD, Columbia

Jim Head, Columbia

- Helen Sasser, Conway

Dr. Samuel Baker, Columbia

Donna Murphy, Irmo

Carolyn Emanuel, Orangeburg
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Hana Pokorna-Williamson, Ph.D., Columbia

John D.R. Jones, Columbia

fuanzena Johnson, Columbia

Dave Reeves, Columbia

fames F. Keasler, Greenville

Thomas Brown

I. Samuel Griswold

APPENDIX E

An organizational chart of the State Health and Human Services Finance Commission is
found on succeeding pages.

APPENDIX F

A three-page outline of the major coverage groups receiving Medicaid services through
the Finance Commission is found on succeeding pages.

MPBNDIX G

An analysis of changes occurring within the three main coverage groups is found on
succeeding pages.

MPENDIX H

A year-end budget analysis of FY 9l-92 expenditures, including estimated Medicaid
expenditures to providers in each of South Carolina's 46 counties as well as expenditures by
county residence of recipients, is detailed on succeeding pages.
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SOUTII CAROLINA STATE MEDICAID PROGRAM: MA.IOR COYERAGE GROIIPS
(O) : Otrionat Coverage Group (M) = Msndatory Coverage Gnoup

Eligible Population Inconne Limits Resources Benefits

(O) AGED. BLIND Must be age (65*), blind, or totally Income must be at or below 100 per Resources below Medicaid.
DISABLED and permanently disabled.

UNDER IOO%

POVERTY

(M) OMB

cent of poverty, individual limited $4,000 for an
to $568/mo. If both members of a individual and
married couple quali$, couple limited $6,000 for a
to $766lmo.

If they have Medicare Part A hospital Same as above.
insurance, they are also a Qualifred
Medicare Benefrciary.

couple.

Same as above. Medicaid payment of Medicare
premiums, co-insurance and
deductions.

(M) AEDe Must h3ve child tu hon€ uder ege Bas€d on family size; fuily of four $1,000 St tE ad Federel cish p.yI!.trt
(Aid to Frmilie6 18. Child rNst be deprived of limit€d to net i&one (.n€r child crre br6€d on fsaily sir4 frmily of
With Dep€ndent support due to r psrtntis absence, rsd st&d.rd wor* dductiona) of $529lno. foul with ro inc,one rEceiv€s
Childr€n) dealh, imapacity, or utrenployffirt. $25Am.

Mdicaid.

(M) SSI Must be rg€d (65+), blind, or totdly Eligibility i6 e6i&blished on an S2,000 for etr F.derel crrh psymt brs€d m
(SupplcEedal rd Frnljlendy disabled. individual b€sis; irdividurl liEit€d individud. imoB; irdividurl wilt no ircome
Se.uiity IncoG) to $422ltno. If bolh nembers of. $3,000 for. i..!iv€s S422lm.

dsrried couple qudit, couple coupL.
limitrd to $633/no. Mdic{id.



Elieible Pobulation Income I imits Reources B€nefits

(O) OPTIONAL Must live in a licensed residential Eligibility is established on an

SUPPLEMENT care facility meet SSI eligibility individual basis; individual
criteria except for income. limited to net income of $683/mo.

$2,000 for an State cash payment based on
individual. income; individual receives

difference between net income
and $683/mo. ($0SO for the
facility, $33 for personal needs.

Medicaid.

(M) AFDC-RELATED Individuals under age 18. Based on family size; family of four $1,000 Medicaid.

MEDICAL ASST. (Includes so-called Ribicoff limited to net income (after child care

children, who are not deprived and standard work deductions) of $5291mo.
of support of a parent.)

Same as AFDC

(O) SSI-RBLATED Must be age (65+), blindor tot lly Eligibility is esrNblished on rn $2,0m for atr M€dieid. The3e irdividuals may

MEDICAL ASST. ssd pern'tr€n y dissbl€d. Musl hdividud brais; individud linited ildividual bc r€quirEd to pay iow&d lh€

ONLY {MAO) reside i! { m€dicd fscility 30 d{ys !o $1,266lltro. (ercludidg hore). cost ofnuning 6€rvic€6.

or @t hterm€dirtc or skilled
rshg crr€ criteria. Cncludes Curr€trt mlriDum spous€ income Clrrr€nt maxiDttrm

p€ople b rGing hones rsd people allocrtion is Sl,662 8Pous,e rcsourDe

rrcaiving hone aod comnlnity illocstion is
b€!€d 'weiver€d' servic€s.) $66,480.

(O) FOSTER Children under age 21, at least Eligibility is generally established $1,000 Medicaid.

CHILDREN partially supported by the state, on an individual basis; individual
living in foster homes or private limited to $249lmo.
institutions.



Elieible Population Income Linits Resqrrces B€n€fits

(M) PREGNANT WOMEN Pregnant women and children Based on family size; family of four Resources not Medicaid.
& INFANTS under age l. limited to net income (after child considered.
UNDER 185% care and other deductions) of
POVERTY $2,t5t/mo.

(M) CHILDREN AGE All children ages l-9. (Children Based on family size; children up to Resources not Medicaid.
l-9 UNDER I to 6 at 133% of poverty.
POVERTY Children 6 to 9 at IOOVo of

poverty.)

age 6 in family of four limited to considered.
net income (after child care and other
deductions) of $1,547lmo. Children
6-9 in family of four limited to net
income (after child care and other
deductibles) of $1, 163/mo.

(O) MEDICALLY Pregnant women, children under Based on family size; family of four 94,000 for an Medicaid.
NEEDY age 18, caretaker relatives &

aged, blind and disabled.
limited to net income (after allowable individual.
deductions) of $1,023 for a 3 mo. $6,000 for a
period. For institutionalizrA indivi- family of 2
duals, $225 per mo. Applicants may or more.
spend down their income to qualify
by incurring medical expenses.

NOTE: An adult it not diAible for M€dicrid even if his/her inconre and ftsourc.s ar€ beloip the M€dicaid limits u ess sft€ hrs a depaodant mimf child living wi6
Nm/h€r, i! prrgiant, or is eged, blind or aotrlly rnd permflrn y disabled.
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PFEGNANT WOMEN & TNFANTS .;

CHILDREN 'I .9 ii

AFOC (Aid To Families With
Dependent Children)
AFDC MAO (4 Months E:cended
oi Transitional Medicaid)

AFDC.REI.ATED
RIBICOFF CHILDREN

OMB'S

SSI.RELATED
NURSING HOMES
GENERAL HOSPITALS
MAC (OTHER)
1977 PASS-ALONGS

AGED, BLIND, DISABLED

MEDICALLY NEEDY
AGED, BLIND or OISABLED
NURSING HOMES
AFDC.REI-ATED

FOSTER CHILDREN
REGUI,AR FOSTER CARE

AFDC

AFOC-RELATED
IIILEIV.E

TITLE IV-E AOOPTIONS'
REFUGE?ENTRANT i:iI:i

i.:li

SUPPLEMENT SECURITY INCOME:
ii::JJI 
::,1,':

SSI WESSENTIAL SPOUSE :i::::i

SOUTH CAROUNA HEALTH AND HUMAN SEFVICES FINANCE COMMISSION
Division of Oata Mansg€ment

FY 1992-93 MEDICAID EUGIBILITY: MAJOR COVERAGE GROUPS
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SOUFICE: S.C. OEPARTM€NT OF SOCTAL SERVICES EL|GlElLlTY PAYMENT CATEGORY R€POFT DATEO JULY 1991 - JUNE 1992;

ANO JULY 1992.
NOTE: OPTIONAL COVERAGE GROUP - (O) MANOATORV GROUP - (M)

THE OATA PRESENTEO REFERS TO'€LIGIELE PERSONS.'
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HEALTH AND HUMAN SERVICES FINANCE COMMISSION
FtscAL\€AR 1s91_92

MEDICAI D ADJUSTED AP P RO P R]ATI ON AND EXPENDITU RES

ADJUSTED
APPROPRIATION

TOTAL STATE
FUNDS FUNDS

EXPENDITURES
TOTAL STATE
FUNDS FUNDS

YTD %
EXPENDED

STATE
FUNDS

BALANCE
STATE
FUNDS

ACT91 -92
SERVICE

MEDICAID ASST PAYMENTS- HHSFC
HOSPITAL
DISPROPORTIONATE SHARE
NURSING HOMES
PHARMACEUTICAL SERV
PHYSICIAN SERVICES
DENTAL SERVICES
c.L.T.C.
OTHER MEDICAID SERV
FAMILY PI.-ANNING
SMI-REGULAR
SMI-MAO

TOTALASST PYT HHSFC

ASSISTANCE PYTS OTHER
DEPT OF MENTAL HEALTH
DEPT OF MENTAL RETARDATION
DHEC
MUSC
U.S.C
ALCOHOL/DRUG ABUSE
CONTINUUM OF CARE
SCHOOL DEAUBLIND
DEPT SOCIAL SERVICES
DEPTYOUTH SERVICES
DEPT OF EDUCATION
GOVERNOR'S OFFICE

TOTALASST. PYT OTHER AGY

TOTAL MEDICAID SERVICES

309,759,187
418,529,233
192,135,017
78,786.972

100,455,732
9,695,629

27,579,302
72,9M,432

8,262,888
29,902,235
2,996,206

52,374,303
393,375

49,110,877
16,320,123
18,737,659
2,236,627
7,01 5,1 91

11,907,167
685,311

6,633,878
2,996,206

295,6-35,815
402,415,917
189,584,063
73,022,462
93,652,554
9,486,278

26,524,969
68,509,551
7,879,921

29,374,323
2,996,206

52,374,3G3
393,374

49,1 10,876
16,320,123
18,737,659
2,236,626
7,015,190

11,907,166
685,310

6,63i!,878
2,996,206

100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%
100.00%

0
1

1

0
0
1

1

1

1

0
0

1,251,036,932 169,410,717'1,199,092,059 169,410,7.11 100.00% 6

80,787,075
182,854,156

9,133,361
2,962,876
1,159,977
1,865,070
7,570,000
1,000,000

20,017,389
780,596

13,595,497
465,497

258,175

74,546,391
176,755,108

8,290,976
2,061,098
1,038,805

478,156
5,047,960

28,391
5,047,960

15,449,915
620,640
906,973

258,',t74 100.00%

3?2,191,494 258,175 290,262,273 258.174 100.00%

1,573,228,326 168,669,992 1,499,W,92 169,669,995 100.00% 7



HEALTH AND HUMAN SERVICES FINANCE COMMISSION
SUMMARY OF FY 1991 -92 AGENCY BUDGET

ADJUSTED APPROPRIATION AND EXPENDITU RES

ADJUSTED
APPROPRIAT1ON

YTD %
EXPENDITURES EXPENDED BALANCE

TOTAL STATE TOTAL STATE STATE STATE
FUNDS FUNDS FUNDS FUNDS FUNDS FUNDS

I. OPERATING
PERSONAL SERVICES
FRINGE BENEFITS
OTHER OPEMT1NG

TOTAL OPERATING

II MEDICAL SUPPORT CONTRACTS

III PROGRAM SERVICES MEDICAID
HHSFC MEDICAID
OTHER AGENCIES

IV OTHER PROGRAMS
SOCIAL SERV BLOCK GRANT
ALCOHOL & DRUG ABUSE
INTEGMTION PROJECT
CHILD CARE BLOCK GRANT
HEAD START

TOTAL OTHER PROGRAMS

AGENCYTOTAL

15,497,7U
3,432,574
9,718,166

5,096,189
1,14/-,U2
2,076,613

14,340,140
3,210,949
6,463,932

5,096,196 100.00%
1,14/'U2 100.00%
2,076,595 100.00%

3
0

18

28,&8,444

62,694,773

8,316,844

3,482,957

24,O',|5,02',1

41,732,143

8,316,823 100.00%

3,482,956 100.0070

21

1,251,036,832 168,410,717 1,199,092,059 169,410,711 100.0070 6
322,191,494 258,175 290,262,273 258,174 100.00% 1

1,573,228,326 168,668,892 1,499,34,332 169,669,995 100.00% 7

61,368,712
16,302,000

195,553
22,031,885

312,72s

3,089,124
0

190,477
803,965

o

36,324,&6
14,286,48

190,477
7,710,013

0

3,089,124 100.00%
0

190,477 100.00%
803,965 100.00%

0

0
0
0
0
0

0100,210,875 4,083,566 58,511,584 4,083,s66 100.00%

1 ,764,782,418 184,552,259 1 ,613,603,080 18/',55a230 100.00% 29



SOUTH CAROUNA HEALTH AND HUMAN SERVICES FINANCE COMMISSION
Division of Data Management

1 990-91 COUNTY MEDICAID D(PENDITURES

COUNTY
RANK BY PROVIDER

RICHI.AND
CHARLESTON
GREENVILLE
FLORENCE
I-AURENS
SPARTANBURG
SUMTEB
HORRY
ORANGEBURG
ANDERSON
AIKEN
LE(INGTON
DORCHESTER
DARUNGTON
YORK
GREENWOOD
GEORGETOWN
BEAUFORT
MARION
OCONEE
DILLON
PICKENS
COLLETON
CLARENDON
CHESTER
UNION
MARLBORO
FAIRFIELD
NEWBERRY
I-ANCASTER
BABNWELL
CHESTERFIELD
BAMBERG
WILLIAMSBURG
KERSHAW
CHEROKEE
LEE
BERKELEY
JASPER
ALLENDALE
ABBEVILLE
EDGEFIELD
MCCORMICK
HAMPTON
SALUDA
CALHOUN
OTHER NON SC
ADJUSTMENTS

TOTAL MEDICAID

SOURCE:

NOTES:

RANK EXPENDTURES
NO. BY PROVIDER

COUNTY
RANK BY RECIPIENT

RANK E(PENDTTURES
NO. BY RECIPIENT

1

a

4

7
n
o
10
'| 

1

12
re
14
1E

16
17
18
to

21
zz
ZJ
24
25
26
27
28
ZJ

30
2l

32

286,?37,116
211,O71,912

89,182,742
83,050,505
68,072,682
61 ,026,477
41 ,420,840
38,868,898
37,781 ,923
37,015,438
36,618,161
30,842,788
29,949,506
28,916,689
27,326,936
25,029,130
22,869,080
20,333,905
19,092,989
15,615,434
14,497,234
13,677,433

7,890,515
7,575,349
6,269,450
6,148,734
4,888,847
4,601 ,255
4,522,664
4,223,O51
3,734,880
3,698,109
3,251 ,412
2,540,949

56,145,438
12,851 ,387

1 2,91 1 ,1 49 rii
1 2,1 35,953 i:i:,

12,016,6 t0
1 | ,357,516
10,568,340
10,417,507
9,930,289
9,688,228
9,599,044
9,584,553
8,1 19,251 i::::il

7,901 ,467 t:iil

CHARLESTON
GREENVILLE

LORENCE

SPARTANBURG

DOBCHESTER
HORRY
LE(INGTON

SUMTER

OARLINGTON
YORK

:i;BERKELEY
GREENWOOD
PICKENS

DILLON
ETOWN

I.ANCASTER
CI.AFENDON
COLLETON
ABBEVILLE

iKERSHAW
:NEWBERRY
iMARLBORO

UNION
LEE
HAMPTON
BAMBERG
SALUDA

EDGEFIELD

RMICK
NON SC
ADJUSTMENT

117,476,9t2
83,.1O3,3:19
73,971,&7
62,462,826
60,631 ,852
58,916,923
36,303,684
35,1 21 ,061
33,972,938
33,066,367
31 ,517,81 4
30,784,243
30,555,3&r
29,617,548
27,771,4?',1
19,707,516
16,628,852
'16,601 ,458
'16,088,326

15,817,023
15,529,668
15,150,396
15,078,596
14,W2,74A
14,627,929
14,463,023
1 3,628,610
13,463,291
13,137,710
12,283,051
12,On,704
11,843,379
11 ,554,105
1 1 ,514,640
10,857,063
10,541,273
9,437,283
9,150,397
7,839,053
7,576,1 05
7,084,468
6,926,733
6,217,409
5,684,454
4,314,723
3,993,092

56,145,438
325,690,303

Ir rgr pzqzos-l

1

2
3
4
c
o
7
I
9
10
11

12
t?

14
1q

16
17
18
19
20
21

2.
23
24
25
26
27
28
29
JU
31

32
JJ

34
35
JO
'1-l

38
39
40
41

CJ

44
45
co
NA
NA

J+

37
38
?o
40

+z
9J
44
45
co
NA
NA

itiriiiiiiiji:::i:iicH ESrE R

iii:i;i:iiriii:i:!:i:i:i! FAIRFIELD

iiili::

TOTAL MEOICAID

MMIS MEDICAIO EXPENOITUFIES BY COUNTY BEPORT OATED JULY 16. 1992,

EXPENOITURES gY PFOVIDER FEFERS TO THE COUNTY OF THE PROVIDER.

EXPENDITURES 8Y RECIPIENT REFERS TO THE COUNTY OF TH€ RECIPIENT.
RECIPIENT EXPENOITURES OO NOT INCLUOE GFIOSS ADJUSTMENTS MAOE TO PROVIOER
ACCOUNTS OFI PAYMENTS FOR TRANSPOBTATION UNOER THE CAPITATED TRANSPORTATTON
PFIOGFIAM.

| 1 ,491 ,O74,765Iii:ij,,,,,,::,:,:i j

| 3-AUG-92
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