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AI\NUAL REPORT
Fiscal Year 1992-93

State Health and Human Services Finance Commission

Implementing a required 4 percent cut in the agency budget, Commissioners of the State

Health and Human Services Finance Commission approved a plan Sept. 23 preserving
pharmaceutical services that provided more than 3.4 million prescriptions for 338,000 Medicaid
patients during FY 1992-93.

The 4 percent cut was accomplished through the elimination of the $15 million Medically
Needy program, an optional Medicaid program that helped pay health care expenses incurred
by higher income South Carolinians due to catastrophic medical situations. The 4 percent cut
plan also included one-time transfers from human services programs and reductions in the
agency's operating expenses.

Three monthly prescriptions for Medicaid patients

The pharmaceutical program, an optional program that provides a maximum of three
monthly prescriptions for Medicaid patients, was funded by selected program cuts and shifting
the cost of indirect medical education from the Finance Commission to hospitals participating
in the resident and intern training program.

The 338,000 Medicaid patients required, on average, 2.24 prescriptions per month with
the average reimbursement per prescription being $30.76. The average annual cost per recipient
was $304.67, and there are more than 1,080 pharmaceutical providers enrolled in the Medicaid
program.

A public hearing jointly conducted Aug. 31 by the Advisory Committee and the Medical
Care Advisory Committee heard numerous public pleas that the pharmaceutical program be
preserved in light of the need by the Medicaid population for prescription coverage and the
program's obvious cost effectiveness.

These budget cuts, and those of previous years, coincided with significant growth in the
eligibility groups covered by the Medicaid program. (The major coverage groups are profiled
in Appendix F.)

Medicaid patient population has grown by 55 percent

During the past two years the South Carolina Medicaid population has grown by over
100,000 individuals, an increase of 55 percent. In January 1990, there were 230,596 individuals
enrolled in the Medicaid program; however, as of November 1992, that number had increased

to 357,077. Most of that growth can be attributed to groups whose income eligibility is based

on a percentage of the federal poverty guidelines.



The number of pregnant women and infants grew from 6,02t in January 1990 to 31,076

in November 1992. Monthly expenditures for this group increased from $5.2 million in January

1990 to $15.4 million in October 1992. This is a 416 percent increase in the number of
pregnant women and infants enrolled in Medicaid, and a 192 percent increase in the dollar

amount paid in medical claims for this group.

Children's expenditures up 1,219 percent

The number of children enrolled in Medicaid's categorical eligibility groups grew from

4,037 in January 1990 to 33,382 in October L992. The expenditures for children were up from

$147,000 in January 1990 to $1.9 million in October 1992. Therefore, enrollment is up 727

percent and expenditures increased 1,219 percent since 1990.

Growth in the Aged, Blind and Disabled (ABD) population more than quadrupled in the

past two years. This population grew fuom4,462 in January 1990 to 22,140 in Novembet t992.

Monthly expenditures for this group grew from $210,000 in January 1990 to $7.5 million in

Octobei lgtz. The most used services for the ABD program were payment of the Part B

Medicare premium and prescription drugs.

The increase in the Medicaid population was due in part to some program changes such

as the implementation of the Medically Needy (terminated Oct. 1 due to budget cuts), a program

to cover pregnant women, children, and the caretaker relatives of children and ABD Medically

Needy individuals; an increase in income eligibility limit for children age 1 to 6 to 133 percent

of poverty, and the expansion of coverage to include children up to age 10 at 100 percent of
poverty. Eligibility for the standard Medicaid program remains at 50 percent of poverty.

Other factors that may have affected the increase in the population are that a higher

priority was placed on the eligibility determination process (as a result of a study requested by

ihe General Assembly); and, the addition of 198 new eligibility workers funded by a number of
hospitals and some other state agencies.

Consequently, as a result of the upward trend of the Medicaid population and the

accelerating .-ort oi health care, the responsibility of providing health care to needy South

CarolinianJ will likely continue to increase if the Finance Commission is to maintain its cunent

scope of Medicaid program.

More bang for the buck

Obtaining enhanced "bang for the buck" is an answer to an era marked by increased need

for services and diminished ability to fund those services. The Finance Commission believes

managed care has the potential to improve access to basic primary care in a cost-effective

manner. I-ong-term cost savings may be achieved by reducing inappropriate use of the

emergency rooms, hospital admissions, and specialty care. Managed care, which provides

p"op[ a medical home, is a means of providing health services within a defined network of



providers who are responsible for managing and providing quality, cost-effective health care.

Businesses in Horry and Marion counties began purchasing health insurance for their low-
income workers through a new managed-care program that creates a medical home for patients
where physicians stress the personal and financial benefits of preventive medicine and family
health care, Gov. Carroll A. Campbell Jr. announced in February. Campbell personally
intervened with senior White House officials in the waning days of the Bush administration in
order to break a bureaucratic logjam which had held up federal approval of this plan.

"Our goal is to obtain increased health care coverage at lower costs," said the governor
in announcing that the South Carolina Health Access Plan had begun collecting premiums and
offering insurance coverage to the working poor. "As I mentioned in my recent State of the
State address, many businesses in South Carolina, especially small businesses, cannot afford
health insurance for their employees," Campbell said, "and a major consequence is that
hundreds of thousands of South Carolinians think they have nowhere to turn but a hospital
emergency room for basic treatment. "

The South Carolina Health Access Plan is one of three national demonstration projects
created to explore how the working uninsured can become medically independent. One out of
every four South Carolina residents, as well as 37 million other Americans, are in the uneasy
status of being either uninsured or underinsured.

A partnership of government, business and citizens

The project, serving up to 1,300 working poor in Horr)' and Marion counties, will last
three years. "This will truly be a partnership of government, business and citizens, " he said.
The key element is managed care.

By utilizing managed care during the three-year life of the project, the South Carolina
Health Access Plan will emphasize private physician care that provides structured and organized
health services in a medical home rather than more episodic treatment in emergency rooms that
is also far more costly. Preventive services will be emphasized in the medical homes; and
health care will be purchased at Medicaid rates that are lower than private fee schedules.

"After months of hard work by my office and many, many others, I am pleased to
announce that the $8 million South Carolina Health Access Plan is fully operational. Over the
next three years, this health insurance program will provide managed care for up to 1,300 low-
income employees and their dependents in Horry and Marion counties, where a large proportion
of the population is now without health insurance coverage," Campbell said.

"This effort could not have been possible without the assistance from many individuals
and organizations working together to make this demonstration a reality," said Gov. Campbell.
"It is founded on several years of work by the Health Access Board of Horry and Marion
counties, which has studied the issue of working people being unable to afford needed health



insurance. The South Carolina Medical Association, the Duke Endowment, and the South
Carolina Hospital Association have rendered invaluable assistance to further this effort, as has

our Congressional delegation. " The federal waiver obtained by Campbell was processed by the
Finance Commission, which will administer the program.

Personal and financial benefits of preventive medicine

By the end of FY 1992-93, SCHAP had recruited 50 family doctors, who created a

medical home for 500 working people and their families who previously had no opportunity to
obtain the personal and financial benefits of preventive medicine and family health care.

It was evident that doctors view SCHAP as an arena where they can share the
opportunities and challenges of providing continuing health care to a previously underserved but
struggling part of our population. Physicians also are pleased to have the freedom to not only
direct continuing care but also to control the care provided the patient outside the doctor's office.
Business owners like SCHAP because it enables them to be competitive and to retain their
trained workers while seizing an opportunity to provide affordable health insurance to their
employees. Recipients of its services enjoy the security of affordable health insurance, and they
can access the preventive services that their common sense tells them that they and their families
need.

Other managed care initiatives being developed by the Finance Commission include a
Health Maintenance Organization model for Medicaid-eligible patients under the United Way of
South Carolina's Healthy Start initiative, which is seeking to cut the Pee Dee's infant mortality
rate in half.

Collaborative efforts with multiple agencies and private providers

The managed-care initiatives will be developed and implemented through collaborative
efforts with multiple agencies and private providers. The proposed managed-care initiatives will
allow Medicaid recipients to have a medical home and improve access to quality coordinated
health care by removing barriers to access while insuring appropriate use of medical services

and facilities.

The Healthy Start managed health care initiative represents an effort to provide
comprehensive health-care services through a fully capitated managed-care program for
Medicaid recipients in the Pee Dee region. The counties are Marion, Marlboro, Dillon,
Darlington, Williamsburg, Chesterfield, and Florence. It is the intent of the Finance
Commission to solicit proposals from state-licensed and federally qualified Health Maintenance
Organization(s) for program administration and provision of health-care services to enhance the
availability and delivery of medical care in the Pee Dee region.

The Finance Commission will require mandatory enrollment for the following Medicaid
recipients: Aid to Families with Dependent Children, Optional Coverage for Women and



Infants, and Children in Poverty. It is the intent of the Finance Commission for all eligible
recipients to be enrolled by the HMO with the exception of recipients with third-party insurance.

The Request for Proposals solicits state-licensed and federally qualified HMOs to identify
a strategy for implementation and administration of a capitated managed health-care program for
recipients in the Pee Dee region. The HMO(s) will submit a proposal that identifies and
addresses the implementation strategy for provision of health-care services that will be provided
directly by the HMO(s) provider network and State Medicaid Plan services not included in the
benefit package. The Finance Commission will assist the HMO(s) in coordinating access and
referral to State Medicaid Plan services not included in the provider contract by identifying
available Medicaid providers for such services. The proposal will specify the procedures for
enrolling and disenrolling recipients and marketing strategy.

Finance Commission maintains responsibilities

The Finance Commission will be responsible for providing periodic medical audits to
ensure that the HMO furnished quality and accessible health care to Medicaid recipients;
continued Medicaid service without delay for any recipient whose HMO enrollment is
terminated; monitoring of recipient enrollment and termination practices; and proof of the
HMO's ability to provide the services efficiently, effectively, and economically.

The award of any resulting contract will be dependent upon the review and final approval
of the freedom of choice waiver and the HMO's proposal by the Health Care Financing
Administration.

The South Carolina Mental Health Managed Care Program was implemented in eight
counties effective February 1990 with a maximum enrollment of 240 recipients. The goal of
the program is to provide comprehensive medical and outpatient psychiatric services for
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.

The contracted primary-care physicians provide or arrange necessary medical services
through referral and prior authorization, including emergency room and hospital admissions.
The primary-care physician and mental-health case manager maintain a close working
relationship to assure coordination of medical and psychiatric care.

Obtaining independent evaluations

The results of the independent evaluation for the time period February 1988 through
January 1991 showed that the program increased access to primary-care services through
successful linkage of recipients to primary-care physicians, identified undiagnosed health
problems requiring intensive treatment, and improved access to care but costs increased; the
capitation for mental health services was too high and the need for primary care greater than



expected.

Both the Finance Commission and the Department of Mental Health (DMH) felt that the

initial two-year waiver period was too short to accurately assess the actual and potential benefits
of intensively case managing the target population. A request for renewal of the waiver was

submitted effective August 1992. The following changes have been implemented to control costs

during waiver years three and four: revision of the capitated rate to reflect actual costs of
enrolled recipients; development of service utilization reports for use by the mental-health case

managers to enhance their role in educating patients regarding accessing appropriate health

services and to provide utilization data to primary-care physicians to allow feedback on
appropriate referrals and authorizations.

The second independent evaluation will analyze service utilization and expenditures for
the time period February 1991 through January 1994. DMH is compiling information on

inpatient psychiatric admissions for each waiver recipient over a five-year period to analyze the

number of inpatient days prior to enrollment and during enrollment.

Begin rethinking basic premises about programs

Another response to an era of limited resources and increased demand for services is to
begin rethinking and challenging basic assumptions about programs.

An example is the decision by the Commissioners of the State Health and Human
Services Finance Commission to convert child development centers traditionally financed by

contracts funded by the shrinking resources of the Social Service Block Grant (SSBG) to the

broader and growing revenue source presented by the Child Care and Development Block Grant
(CCDBG) and its voucher system.

SSBG resources are shrinking because the federal financial contribution has remained

largely static while the buying power has decreased. Absent an increase in federal or alternate

funding, gradually these SSBG programs will wither away.

Moving similar services into larger networks

Staff was unable to find alternate funding sources, so the critical need for child care

services was examined in the larger Finance Commission policy of moving similar SSBG

services, such as Foster Care, into larger networks with associated funding. The SSBG service

of Foster Care is now enhanced with appropriate Medicaid funding.

This change stemmed from a movement within state government to rethink its children's
programs. Although society supports the concept of children growing up with their families,
public policy responses have traditionally provided government intervention in family life only
after a family failed in its role to provide and care for its children. Funding is more readily

available for interventions or services that disrupt families than for those that preserve families



in crisis or prevent serious problems.

Focusing upon prevention, family responsibility, and cost containment

A number of state agencies realized that our current service delivery system is not only
fragmented and reactive, but needs to be redirected to focus upon prevention and early
intervention, individual and family responsibility, and cost containment. Systems should also
be structured to encourage maximum involvement of the private sector and the local volunteer
community.

All South Carolina state agencies impacting children's services began meeting in FY
1992-93 to tackle this problem and to initiate a systems change that will help families remain
intact whenever possible and to decrease the numbers of children entering foster care.

Family-centered services philosophy

Using this family-centered services philosophy as a basis, the Finance Commission
worked with the Department of Social Services to orient and train all DSS child welfare case

workers and supervisors in their roles in accomplishing these goals. It was realized that the
number of children entering the social service system within state government is increasing at
a rapid rate, so much so that the number of children placed in residential settings has doubled
for each of the last two Years.

Most of the children who are placed in residential treatment settings first enter the state's
service system as foster care children. Most of the foster care children are removed from the
home for reasons of neglect as opposed to abuse.

Many children, once removed from the home, are left in foster care placements until the
conditions related to the neglect finding are corrected. These conditions include lack of funding
for housing, no electricity, no heat, and parents without training or an understanding of
parenting responsibilities as well as many others. Also once the child is removed, few, if any,
services or assistance are provided to the birth parent(s) to enable them to provide an adequate
home environment for their child(ren). This results in long term placement of children. In
many cases, children progress from foster care placements to institutional placements for the

emotionally disturbed and ultimately placement in the correctional system.

Reorienting system a two-step process

Currently South Carolina is attempting to reorient the existing system through two steps.

The reorientation will change the focus from government carrying out the responsibilities of
parents to enabling parents to carry out their own parental responsibilities. A major effort will
be directed toward providing services to the family and child so that for most children who
would otherwise be placed in foster care, removal of the child is unnecessary or of very short
duration.
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Similarly, child care services now funded by shrinking SSBG allocations, if placed in a
larger network, have opportunity to be enhanced by CCDBG funds, Title IV-A funding
designated to provide independence and self-sufficiency to parents and families, and Head Start,
a key funding source for child-care services in South Carolina.

That's because when the Child Care and Development Block Grant became available to
South Carolina, a decision was made that rather than using this new funding to set up new
separate programs with limited impact, it would be used to help foster a statewide system of
child care programs and to have an impact on quality child care being made available to the
largest number of children possible. This was achieved in three ways.

First, funding was allocated for Head Start programs and public school programs so that
half-day educational programs could be extended to a full day to better meet the needs of
working parents. CCDBG dollars in these cases are used as a complement to existing
educational programs.

Maximizing dollars for children in existing programs

Second, dollars were maximized for children in existing publicly funded programs for
which funded is limited or capped. An example of this is the substitution of IV-A funding for
SSBG funding where a child may be eligible for both programs. Each this can be accomplished
means one additional child can be served.

Third, coordination of funding streams will be achieved by making funding available to
programs through the eligibility of individual children enrolled in a program, rather than funding
from one source for an entire program. Funding from Title IV-A, and CCDBG are already
being handled this way. Vouchers are issued to eligible parents for individual children based
on the appropriate funding source. Parents who receive vouchers for their children can then
buy child care from any of the programs that have chosen to become enrolled in the voucher
system. Some funding sources (CCDBG, SSBG and IV-A) provide funding on a sliding fee
scale.

Tying everything together to meet the needs

The ambition is to tie everything together to meet the needs of our citizens, and to
encourage and to support initiatives to integrate funding sources and develop networks of
services that cross funding sources. The tool to do this is a concept known as case management.

Since federal funds were allocated in 1986, agencies have been aggressive in enrolling
as targeted case management (TCM) providers. The inclusion of TCM as a Medicaid
reimbursable service allowed the Finance Commission to assist agencies in funding case
management services. TCM has maximized Medicaid opportunities to improve complex social
and medical problems of our state. Improved access to service delivery programs has allowed
many Medicaid recipients to be successfully managed in local community settings. With needs



met at the local level, the likelihood of costly hospitalizations or institutionalization has been
significantly reduced. TCM enhances the quality of life as well as affords a continuum of
necessary community-based services.

Replacing 1:1 state dollars with 3:1 federal dollars

Agencies have utilized Medicaid funding to enhance the quality of services provided their
clients without a significant increase in state funding. Targeted case management programs
formerly funded solely by state dollars, now receive 3-to-1 federal matching dollars. Programs
continue to be developed by the Finance Commission on a priority basis based on identified
needs of target populations and the availability of state funds.

So, when it came time to restructure the children's seryice delivery system, one of the
first steps was implementation of TCM in July 1992. Targeted case management should be
delivered in the context of a systems approach recognizing that services must be integrated with
all the active participants in the individual's life.

Duplication of services are to be avoided

Effective interagency collaboration is critical if needs are to be adequately met and
duplication of services are to be avoided. A system exists within each case management
program which assures that service providers are communicating, coordinating care and services,
and adequately meeting the needs of clients.

Another example of case management is the High Risk Channeling Project, a nationally
recognized program that screens pregnant women and their infants for medical problems.
Medical care is 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 kvel II or III hospital; nutrition services by a registered dietitian;
social work services by a masters-level social worker; health education services; and case
management by a registered nurse.

One of the greatest challenges of FY 1992-93 began on Feb. 9, when the Finance
Commission was told it faced a 30-day deadline to move more than 140 elderly and disabled
people from a nursing home the federal government had ordered closed. Getting the job done
seemed an almost insurmountable task.

When the deadline came, the Finance Commission's partnership had not only provided
beds for all 140 patients, but had done it with two days to spare.

Numerous inspections and follow-up surveys by the Department of Health and
Environmental Control (DHEC) had starkly pointed to an inabilrty by the Richland Convalescent
Center in Columbia to rectify 96 continuing problems that had been cited by inspectors. The
federal Health Care Financing Administration (HCFA) is the funding source of the Medicare and



Medicaid programs. HCFA concurred with DHEC inspectors on Feb. 9 that immediate jeopardy

to the health and safety of the center's residents existed and canceled its Medicare participation.
This, in turn, automatically triggered the termination of its Medicaid contract and mandated the

transfer of the residents by March 12.

Confronting the first closing of a nursing home in two decades

Suddenly, on the very eve of the three-day state and federal Presidents' Day holiday
weekend, the Finance Commission was confronted with the first closing of a nursing home in
South Carolina in almost two decades.

What followed in the next 30 calendar days was "a truly cooperative effort," said Mary
Barnett, director of the Division of Nursing Homes and Home Health. This unit became the
pivot point of a relocation effort that embraced 11 different Finance Commission units, four state

agencies, two federal agencies, eight emergency contractors, and 29 receiving facilities. Due

to everyone's cooperation, team spirit, and hard work, all of the residents were placed by March
10, two days ahead of schedule.

The first and foremost concern was protecting the health and safety of the residents, and

safeguarding their rights in the relocation process. An interagency relocation task force was

immediately assembled to oversee the relocation effort. The task force included representatives
from the Finance Commission, the DHEC, the Department of Social Services, and the

Ombudsman's Office within the Governor's Office. An intra-agency Finance Commission
relocation team was huniedly assembled and put into action.

Stepping forward to provide expertise needed

An extraordinary scene began to develop. Finance Commission staff on their individual
initiative stepped forward to provide the expertise needed over the course of the next month's
l4-hour workdays. "People were not told they had to be here over the holiday weekend or after
hours, but everybody showed up on the holiday and worked after hours for the entire month,"
said Barnett. "They realized it was a very serious situation, and staff in the nursing home

division and throughout the agency really pulled together throughout the entire process to make
it successful. "

Staff entered the facility to assess patients' medical needs, to inventory their personal

belongings, and to identify their transportation needs. Two private medical transportation
companies, two new nursing facilities, and three nurse consultants were enrolled into the

Medicaid program. The Social Security Administration held checks for patients and rerouted
them to their new addresses. Dr. Ira Horton, the Finance Commission's medical director, went
to the facility time and time again to work up medical histories and provide physical
examinations to expedite timely transfers. The Office of General Counsel provided on-going
legal advice on issues ranging from bankruptcy to sanctions. And several agency heads sorted
out functional responsibilities during weekend telephone conversations.
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The most cofilmon memory for staff in the Jefferson Square Plaza was the constant
ringing of telephones. For a placement that went well, when staff reached everyone required
and obtained agreement on the first try, at least eight calls were required. That, at minimum,
included contacting responsible family members to determine their relocation preferences;

conferring with a family-selected nursing home to determine if they would accept the resident;

advising the nurse consultants placed at Richland Convalescent to coordinate discharge planning;

arranging transportation by wheel-chair van or ambulance; and following up with all parties

involved to confirm the final arrangements. Family contacts ranged from New York to Florida
to Missouri; and in some instances, as many as six nursing homes would be contacted before
the acceptable equation of geography, resident condition, and bed availability was reached.

Working to relocate patients near families

Staff worked to relocate patients as near as possible to their families and in a few cases

worked especially hard to place roommates with a close tie together. Why? Because, said staff,
they had talked to the patients and discovered that the biggest worry of the residents was being

sent into an entirely new and strange world. The fear of being alone and lonely was great.

This closing is due to passage by Congress of the Omnibus Budget Reconciliation Act
of 1987 (OBRA 87), which requires each state to implement progressive sanctions against a
nursing home that does not comply with or come into compliance with the requirements of
participation in the Medicaid Program. The South Carolina General Assembly passed the

Intermediate Sanctions for Medicaid Certified Nursing Home Act (Title 44, Chapter 6, Article
4 of the South Carolina code of Laws, as amended) in October 1990.

Three possible sanctions may be imposed

Three possible immediate sanctions that may be imposed upon a nursing facility based

on the severity of the violation are: 1). Deny payment under the Medicaid Program; 2). Assess

and collect monetary penalties set forth in the regulations; and, 3). Appoint temporary
management to the facility. The fourth sanction which may be imposed by the Commission,
termination of the provider agreement and relocation of the residents, is specifically delineated

in Section 1919 of the Social Security Act, Section 4213 (h)(1)(A)-(B) Enforcement Process.

Since its effective date of October 1990, the Finance Commission has progressively

implemented the Intermediate Sanction program. During the initial year, each nursing facility's
annual recertification or initial survey was considered a baseline survey with regard to the

deficiencies that had the potential to be a repeat or recurring deficiency in future surveys.

Although the Act empowers the Finance Commission to impose one or all of the possible

sanctions against a nursing facility that does not comply with the requirements of participation

in the Medicaid Program, the Finance Commission had chosen only to implement the denial of
payment for new Medicaid admissions during the first year of the sanctioning program.

During the program's second year (FY I99t-92), the Finance Commission added the

11



imposition of civil monetary penalties to those deficiencies cited during any survey after Oct.
I, 1991, that were repeat or recurring deficiencies from a prior survey. During FY 1992-93,
three of the four possible intermediate sanctions were imposed.

Four facilities were notified that the Finance Commission would not pay for new
Medicaid admissions to the facility. Actual civil monetary penalties were collected from five
facilities. Four facilities were notified that the Medicaid provider agreement would be terminated
if the cited deficiencies were not corrected or acceptable progress was shown toward correction.
And, one provider agreement was actually terminated. The facility was closed and the residents
relocated to other facilities across the state.

New system means better prevention program

To meet the growing needs of Medicaid children in South Carolina and to reach the
federal government's higher goals for well-child screening services, a new more automated
system designed to streamline the Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) program was implemented in FY 1992-93.

While the number of children eligible for Medicaid-reimbursed screening and other
prevention services has increased threefold in the past 10 years, the number of full-time
employees involved in the program has not increased. Consequently, the previous system under
which EPSDT was administered becamc less effective and more unmanageable.

One of the most comprehensive EPSDT data systems was created by the Finance
Commission to reduce the amount of documentation that providers and state workers will be
required to keep, as well as eliminate almost all of the manual procedures that were part of the
old system.

New system implemented county-by-county

Three and a half years in development, the new system is currently being implemented
through county-by-county training sessions for local Department of Social Services (DSS) and
Department of Health and Environmental Control (DHEC) workers. By Fall 1993, all counties
will have completed training and the entire state will be participating in the new subsystem. The
new system will assist the state in meeting its federally mandated goal to provide 80 percent of
the state's eligible screening population with 80 percent of the screenings for which they are
eligible to receive by 1995.

The new system has meant an almost complete overhaul of the way EPSDT is managed
at local DSS offices. Caseworkers now have more timely information on children who are due
for treatment appointments, children who need transportation, those who decline or miss their
screening appointments, and the results of the screenings. Notification letters that previously
were mailed out manually are now automatically generated and mailed. EPSDT children are
now added to the data system within 48 hours instead of the 10 days under the old system. The
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new system also allows caseworkers to access a child's most current screening information
without having to consult the patient's paper file, which has been greatly reduced as a result of
automation. To accommodate the new system, the EPSDT claim form was even redesigned and
distributed to provider offices. In the past, the claim forms were generated at Clemson and
forwarded to the local DSS offices.

New system provides detailed data on children's health

The new system will also provide more detailed data and reporting on EPSDT services.
For example, the system will provide the immunization status of children in Allendale County
between two and five years old who have been screened. Such information on EpSDT
utilization will support the evaluation of staffing needs and allow better tracking of participation
among EPSDT families.

The new system allows caseworkers to get answers to their questions from a help desk
set up in the division office. They now can also keep on-line notes on individual clients and
communicate with Finance Commission employees, other caseworkers, and outreach workers
via electronic mail.

FY 1992-93 brought several hundred potential new Medicaid providers, when the
Commissioners of the State Health and Human Services Finance Commission recognized
licensed nurse practitioners as independent providers for medical services authorized by state
law. This action should increase both the availability and accessibility of medical care to South
Carolina Medicaid recipients.

The Omnibus Budget Reconciliation Act of 1989 (OBRA 89) mandated that state
Medicaid programs include the services of Certified Pediatric Nurse Practitioners and Certified
Family Nurse Practitioners, which the Finance Commission has done since Julv 1990.

Nurse practitioners new Medicaid providers

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.

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.

A 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
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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. u 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.

More Medicaid clients of all ages can be served

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
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 recipients.

The budgetary impact is estimated to be minimal for several reasons. Initially, the total
number of nurse practitioners licensed and officially recognized by our state is approximately
250. In addition, many of the nurse practitioners currently employed by physicians, hospitals,
and clinics may not elect to bill directly for their services because reimbursement is at a lower
rate than payment to physicians for the same service. The current reimbursement rate for nurse
practitioners is 80 percent of the Medicaid physician fee schedule.

During FY 1992-93, the Commissioners also approved a new disproportionate share
policy governing reimbursements to hospitals that treat an undue number of Medicaid or indigent
patients. This one-year plan will be submitted to the federal Health Care Financing
Administration, and provides for enhanced payments to hospitals exceeding 150 percent of the
statewide Medicaid utilization, or having greater than 75 percent low-income patients, or being
state-owned or operating hospitals with approved intern and resident programs.

New provision allows creation of income trusts

The legislature, in its 1993-94 Appropriations Act, the SouthCarolina General Assembly
included a pennanent provision in Part II, Section'14,to allow certain individuals (i.e., those
residing in nursing facilities and those who enter nursing facilities) to establish income trusts to
become eligible for Medicaid. This proviso is sometimes called the "Colorado Plan" because
it is similar to a law that was implemented in Colorado.

This proviso, which is effective July 1, 1993, allows an applicant for nursing home care
who has income above the Medicaid Cap ($1,302), butbelow the average private pay nursing
home rate in the state ($2,474.09), to establish an income trust that would enable him to qualify
for Medicaid if he is otherwise ineligible.
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Generally, an individual who has a Medicaid qualifying trust is not eligible for Medicaid
benefits. However, the federal law that created the Medicaid qualifying trust provision also gives
states the option of utilizing an undue hardship provision to enable certain individuals to establish
eligibility even if they have a Medicaid qualifying trust. State law now requires that the
hardship provision be used where certain income trusts are involved.

Guidelines to follow to create trusts

In order to meet the undue hardship provision, the trust must be established using certain
guidelines:

The property used to fund the trust must consist solely of the individual's gross monthly
unearned income; the applicant and the South Carolina Medicaid Program are the sole
beneficiaries; the trustee must distribute to the beneficiary an amount which is equal to $1 less
than the Medicaid Cap; if necessary, the trustee may disburse a reasonable amount for expenses
necessary to maintain the trust; the remaining corpus of the trust must not be removed from the
trust, and upon the death of the beneficiary, the remaining interest in the corpus of the trust
passes to the Finance Commission; and, the trust may not be modified by the beneficiary or the
trustee without the approval of the South Carolina Medicaid Program.

Former medically needy recipients in nursing facilities may be able to qualify for
Medicaid by establishing this type of income trust. Recipients or someone acting on their behalf
must reapply at the Department of Social Services (DSS) in the counfy where the nursing facility
is located.

Four new Commissioners during FY 1992-93

Four new Commissioners joined the seven-member State Health and Human Services
Finance Commission during FY 1992-93. Talmadge M. Crews of Laurens was named by
Governor Carroll A. Campbell to fill the vacant 3rd Congressional District seat. He succeeded
G. Fred Tolly Jr. of Anderson. Crews, a telecommunications consultant and businessman, was
appointed March 26by Governor Campbell to replace Tolly, who resigned on Dec. 31 following
his November election to the Anderson County Council.

Three new members were elected by the General Assembly. They are:

Shenill A. Hampton of Bowman, a private consultant and owner of Hampton &
Associates of Bowman, a local government planning firm, who was elected to fill the 2nd
Congressional District seat vacated by T.M. Copeland of Columbia on Dec. 31, l99l;

Fred F. Carpenter of Greenville, a vice president of American Federal Bank, who
succeeded Dr. Robert E. Robards of Taylors as the 4th District representative; and,

Ralph W. Garrison Sr. of Florence, president of Garrison Pest Control Inc. and a retired
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Florence County magistrate, who replaced James L. Pasley Jr. of Hemingway as the 6th District
representative.

Other Commissioners include Chairman William P. Simpson of Columbia, at large; Vice
Chairman George P. Knight, Harleyville, lst district, and James T. McCray of Pageland, 5th
district.

The Finance Commission plans and administers medical and social service programs on
behalf of South Carolina's taxpayers and its disadvantaged clients.

This is done through a partnership linking the agency to South Carolina's medical and
social services community, which includes other state agencies, businesses, institutions,
individuals, and organizations in both the public and private sectors. Participants include for-
profit and non-profit providers, as well as a majority of South Carolina's 4,500 physicians,
2,750 pharmacists, 7| general hospitals,242 nursing homes, and hundreds of small businesses
throughout the state.

The agency's clients uniformly share two characteristics: They are in need and they are
economically disadvantaged. About one South Carolinian in seven, or 475,000 persons, is
potentially eligible for services. Almost half of these clients are children; a fourth are 65 years
or older.
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State Health and Human Services Finance Commission
Efficiency and Effectiveness Indicators

BUREAU OF HEALTH 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 PHARMACEUTICAL SERVICES, DURABLE MEDICAL
EQUIPMENT AND LEGISLATIVE LIAISON

The Division of Pharmaceutical Services, Durable Medical Equipment and Legislative
Liaison administers the Medicaid pharmaceutical and durable medical equipment programs.
In addition, the division serves as the Program Legislative 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 Management Actions

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

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.

Increased the number of long term care facilities served by the Alternate Reimburse-
ment Methodology (ARM) program from 217 to 233 (or approximately 86.2% of all
Medicaid beds in South Carolina).
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Increased the ARM patient daily rate from $2.71 to $2.98, effective with the October
1992 payment; the patient daily rate for government-based providers increased to $1.77.

Provided reimbursement for influenza vaccine, thereby reducing potentially debilitating
illness and/or hospitalization.

Provided reimbursement for hepatitis B vaccine to Department of Mental Retardation
(cunently the Department of Disabilities and Special Needs) 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
define standards for patient counseling and prospective DUR.

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 $20.2 million FY 92-93) 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.

Provided extensive pharmacy progam expertise and assistance in directing and
maintaining the drug program.

Implemented 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 obsolete, expired, or non-rebated.

Expanded contractual requirements for ARM pharmacy providers to include furnishing
quarterly prescription claims data in order to maximize monies reimbursed to the
Finance Commission through the rebate program.
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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.

Implemented systems changes to facilitate the downloading of quarterly information
from the Health Care Financing Administration (HCFA) regarding pharmaceuticals
which are designated by the Food and Drug Administration (FDA) as less than
effective.

Enhanced procedures to facilitate processing of specially authorized drug therapies.

Facilitated claims processing and reduced paperwork by eliminating special author-
ization requirements for certain pharmaceuticals.

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

Published pertinent pricing and coverage changes for providers.

Compiled an extensive document which outlines detailed policy and progrnm
requirements for those pharmacy providers participating in the ARM program.

To assist the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Workload

A. To provide pharmaceuticals to Medicaid re-
cipients.

l) Number of recipients utilizing phar-
macy services.

L9

306,224 338,126 360.000



2) The total number of prescriptions
reimbursed by Pharmaceutical Ser-
vices.

3) Average prescription utilization per
recipient per month.

B. To administer program guidelines and facili-
tate routine program operations.

l) Total number of enrolled pharmacy
providers.

2) Total number of provider liaison on-
site visits.

Efficiency

A. To reimburse enrolled providers for pharma-
ceutical services rendered.

Actual
FY 9t-92

3,031,916

2.17

1,035

57

Actual
FY 92-93

3,349,393

2.24

1,081

20

$103,018,475
$82,818,475

$304.67
244.93

$30.76
$24.73

$20,200,000

Projected
FY 93-94

3,567,093

2.31

1,100

25

sl13,835,1l5
$89,835,1 l5

$316.21
249.54

s3 I .91

25.18

$24,000,000

l)

2)

3)

4)

Total expenditures for pharmacy ser-
vices.

Average cost per recipient (undupli-
cated).

Average reimbursement per prescrip-
tion.

Pharmaceutical Rebate Program.

G-$85,090,195
N-$68,559,959

G-$277.87
N-$223.89

G-$28.06
N-$22.61

$16,531,237

G denotes gross amount
N denotes net amount

Department of Durable Medical Equipment

The Department of Durable Medical equipment administers the program responsible for
the reimbursement of such items as hyperalimentation therapy, orthotic appliances, apnea
monitors, oxygen, and medical supplies. It administers the program through policy
development, program monitoring, analysis of expenditures, and provider liaisons.

1. Priorities and Management Actions

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

Reimbursed 19 suppliers for services rendered who were newly enrolled in the
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Medicaid reimbursement program during FY 92-93; the total number of providers
increased to 541

Initiated conversion of contracted providers to enrolled providers.

Renewed and revised the South Carolina Department of Health and Environmental
Control/Children's Rehabilitative Services contract for hearing aids to include recipients
participating in the Department of Disabilities and Special Needs Waiver.

To expedite the approval process of provider submission of claim and adjustment requests for
reimbursement.

Removed support documentation requirements for 50 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.

Initiated utilization of the Epic Plus CD ROM system in order to verify appropriate
reimbursement for equipment for which allowables have not been assigned.

Updated medical criteria for motorized wheelchair, powered air flotation bed system,
and terbutaline pump.

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

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

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

To enhance provider communications between program staff and providers.

Established an Orthotic and Prosthetics advisory group to meet quarterly and share
information relative to management changes and receive provider concerns to proposed
changes.

Continued quarterly meetings with Durable Medical Equipment provider advisory
group.

Developed and published a Medicaid reimbursement rate schedule for 33 previously
established pediatric procedure codes. Created 31 new procedure codes for medical
supplies and pediatric equipment.
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To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Workload

A. To monitor the activity and services performed
by all providers enrolled in the Medicaid reim-
bursement progmm

l) Number of enrolled providers 522 541 563

B. The number of transactions processed within
the department annually

l) Total transactions for Supply and DME 183,508 219,116 264,299

C. To provide qualrty durable medical equipment
and supplies to Medicaid recipients

l) Number of unduplicated recipients 22,515 26,525 33,701

Efficiency

A. To reimburse enrolled providers for services
rendered

l) Total expenditures for Supply and $11,550,907 $14,691,255 818,736,421
DME

2) Average cost per recipient (undupli- $513 S554 $591
cated)

3) Average cost per transaction $63 $67 $71

DTVISION OF HOSPITAL CARE AI\ID PITYSICIAN SERVICES

The Division of Hospital and Physician Services coordinates and administers the
Medicaid progftrm 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 Hospital Services

The Department of Hospital Services is responsible for ensuring that inpatient,
outpatient and administrative day services are provided by approved facilities, and that there
is adequate access to these facilities. Hospital services must be: medically necessary; under
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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.

The Department provides 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. In
addition, the Department offers medical documentation reviews for selected medical/surgical
procedures to veriff medical necessity.

The department administers the private-duty nursing program for children under age 2l;
Nurse Practitioner/Clinical Nurse Specialist Program; End Stage Renal Disease Services;
Ambulatory Surgical Center Program; Outpatient Infusion Center Program; and the Transplant
Program. Medicaid services are administered by developing and implementing program
guidelines, establishing edit criteria and claims resolution procedures, monitoring expenditures,
publishing program policies, conducting training seminars and on-site educational interventions,
and performing provider liaison activities.

1. Priorities and Management Actions

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

Develop policy and procedures to be used by all 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.

Provide assistance with policy interpretation and billing procedures.
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To expedite claims processing to assure reimbursement.

Monitor claims resolution policy.

Reduce paperwork requirements.

Ensure proper payment for crossover claims.

Continue an open communication line with MMIS staff.

Make appropriate recommendations for system changes and reference file updates.

To provide assistance to the Peer Review Organization (PRO).

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, abortion reviews,

etc.).

Perform positive or negative adjustments to hospital expenditures.

To administer the private duty nursing program for children under age 21.

Monitor the prior authorization process.

Coordinate DMR waiver services for private duty nursing.

Provide assistance with policy interpretation and billing procedures.

To administer the nurse practitioner/clinical nurse specialist progftIm.

Expand coverage of nurse practitioner providers to include all state licensed
nurse practitioners.
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Open independent Medicaid enrollment to include all state licensed clinical nurse
specialists.

Distribute enrollment procedure information.

Review Nurse Practitioner/Clinical Nurse Specialist Program protocols.

Develop program policy and procedures.

Publish program manuals and bulletins.

Perform liaison activities.

To expedite the approval process of provider submission of prior authorization, claim and
adjustment requests for reimbursement.

Review claims which require medical determination.

Coordinate reviews with physician consultants when appropriate.

Reduce paperwork requirements.

Make appropriate recommendations for system changes and reference file updates.

To administer the transplant progftlm.

Develop program policy and procedures.

Expand coverage of organ transplantation to include lung transplants and liver with
small bowel transplants.

Develop a system to ensure all transplant related services are approved for Medicaid
sponsorship 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 administer the Outpatient Infusion Center Program.
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Develop program policy and procedures.

Provide assistance with policy interpretation and billing procedures.

To administer the Ambulatory Surgery Center Program.

Develop program policy and procedures.

Publish program manual and bulletins.

Perform liaison activities.

To administer the End Stage Renal Disease (ESRD) Program.

Monitor the utilization of services for recipients receiving dialysis.

Monitor recipient enrollment into the Medicare program.

Enroll newly developed ESRD clinics.

Develop program policy and procedures.

Provider assistance with policy and procedures.

Provide assistance with policy interpretation and billing procedures.

Publish progftlm manual and bulletins.

Stay abreast of changes in the medical management of dialysis patients.

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9r-92 FY 92-93 FY 93-94

Workload

A. To monitor the activity and services per-

formed by all providers enrolled in Medic-
aid Hospital program

l) Total in-state hospitals 73 73 73

2\ Total on-site visits 73 73 73
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3) Total hospitals in administrative
day program

To provide quality hospital services to
eligible Medicaid Recipients

l) # inpatient admissions

2) # recipients admitted

3) # outpatient claims

4) # recipients receiving outpatient
servtces

# inpatient crossover claims

To reimburse enrolled providers for ser-

vices rendered

Actual
FY 9l-92

97,816

76,112

529,675

178,053

162,964

$2,997

$2,840

$64

$l9l

$l9l

s247,245,484

s35,760,747

$31,080,678

$70.54

493

$4,174

65

Actual
FY 92-93

4l

100,059

78,541

590,532

198,230

181,997

$2,349

82,992

$s8

$173

$198

s234,991,122

$34,202,110

$35,937,15 I

$65.38

588

$5,156

70

Projected
FY 93-94

43

101,060

79,327

643,679

216,070

t98,376

$5,403

$3,261

$59

$174

$216

$237,576,014

$34,544,131

$38,812,123

$66.38

640

$5,620

76

B.

s)

c,

l)

2)

Avg, inpatient paymenl

Avg. inpatient payment per recipi-
ent

Avg. outpatient payment

Avg. outpatient payment per

recipient

Avg. Inpatient crossover payment

Total inpatient expenditures

Total oupatient expenditures

Total inpatient crossover

3)

4)

5)

6)

7)

8)

D. To decrease shifted cost to private payers

and reimburse for care while a recipient
awaits a nursing home bed

l) Per diem administrative day rate

2) # recipients in Administrative Day
progrirm

Avg. Administrative Day payment
per recipient

Avg. # Administrative Day per
recipient

3)

4)
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Actual Actual projected

FY 9r-92 FY 92-93 FY 93-94

5) Total Administrative Days expen- $2,057,816 $3,031,617 53,304,445
ditures

E. To monitor activity and services of the
PRO

l) Total number of claims processed 97,552 100,254 103,354

2) Total number claims reviewed 4,096 3,392 4,000

3) Total number of pre-admission 6,224 7,020 7,977
review

F. To monitor the activity and services of
private duty nurses

l) Total number recipients served 9 14 20

2) Expenditures $364,170 $548,827 $941,950

G. To monitor the activity and services of
nurse practitioners/clinical nurse specialists

l) Total number participating pro- I I l7 25
viders

2) Expenditures $162 $670 $1,500

H. To ensure adequate reimbursement to
enrolled providers

l) Number of medical review claims 5,633 3,120 3,500

2) Number of prior authorizations 106 177 100

Department of Physician 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, medical associations and other professionals.
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Communicate changes in policy in a timely manner to Medicaid providers.

Stay abreast to 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 billing and policy 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 Journal to keep members current of
changes in the Medicaid progftrm.

Released new Medicaid provider manual on April l,1993.

Reorganized out-of-state services progftlm for efficiency.

Increased provider visits to improve provider relations.

Established monthly provider workshops for basic billing.
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Announced approval of Third Party Liability Waiver to eliminate cost avoidance of claims
beginning the Spring of 1992.

Implemented line-item rejections to reimburse processable lines on first cycle claims.

Reduced turn-around time on paid claims to two weeks to comply with the Cash Management
Improvement Act.

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual
FY 9l-92

345,133

283,802

372,020

328,088

409,222

360,897

Actual Projected
FY 92-93 FY 93-94

Workload

A. To monitor access to care Primary Care Physi-
cians **

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

2,285 2,736 3,009

1,932 2,472 2,719

ensure access

Total # workshops 12 2l 15

Total # on-site visits 364 487 535

D. To ensure adequate reimbursement to enrolled
providers

Average cost per procedure

Expenditures

** Primary Care Physicians include
PediatriciansA.leonatologists and Internists.

s34.00 $33.00 $36.00

$93,500,000 slI1,210,750 $122,331,820

Family/General Practitioners, Gynecologists/Obstetricians, and

DTVISION OF PRIMARY CARE

The Division of Primary Care coordinates and administers Medicaid activities to ensure
access to high quality care and effective and efficient utilization of resources for special
populations and special needs. The division consists of four departments.
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Department of Mental Health and Rehabilitation Services

The Department of Mental Health and Rehabilitation Services (DMHRS) develops,
implements, and administers Medicaid programs serving emotionally disturbed children and
adolescents, chronically mentally ill adults, and mentally retarded individuals. The DMHRS
activity coordinates the participation of state agencies seeking and accessing federal funding
to supplant state funds. Through this interagency coordination, the DMHRS ensures the
judicious use of federal dollars by avoiding duplication of services while enhancing the
economic base for service delivery systems through federal funding. This provides the state
with more funds for improved access, quality, and availability of services to a greater number
of clients.

l. Priorities and Management Actions:

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

Implemented and managed five newly developed progrirms with State agencies
primarily providing or coordinating services for children and adolescents. State dollars
previously spent by these agencies during FY 92-93 have been refinanced by federal
funds. Due to the services being developed in the latter part of FY 92-93, the total
financial impact to the state agencies will be realized in FY 93-94.

Additionally, the enrollment of private providers of children's mental health and
rehabilitative services was expanded by 11 providers or 23Vo. These programs, operated
by the Finance Commission in conjunction with various state agencies, drew down
$19,392,355 in Federal Financial Participation, an increase of 78% from FY 9I-92.

Services provided by the Department of Mental Health to the chronically mentally ill
were increased by $7,709,632 or 4l%o.

The use of Clozaril Services increased by $808,64I or 49Yo.

The Department of Social Services' (DSS) Targeted Case Management program for
children in foster care was developed during FY 9l-92 and implemented in FY 92-93.
The total financial impact to DSS in federal frrnding was $5,562,252.

The Department of Youth Services (DYS) {being reorganized as the Department of
Juvenile Justice (DJ.I)) provides children's mental health and rehabilitative services
which have been refinanced by Medicaid funds; $450,827 in federal funds has been
generated. The Finance Commission has worked with DYS in exploring other avenues
of Medicaid reimbursement. Further development and expansion of services will occur
in FY 93-94.
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The school districts under the auspices of the State Department of Education started
receiving Medicaid reimbursement for Psychological Services provided by qualified
school personnel which have been refinanced by Medicaid funds; $542,383 in federal
funds has been generated.

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

The number of children under 2l accessing Medicaid mental health services increased
by 4l%. (Children receiving SDE Psychological services are not reflected.)

The number of clients served by case management programs increased by 50%.

Programs developed and implemented late in FY 92-93 will show an increase in the
number of clients served by State agencies during FY 93-934

To develop new services for children and adolescents using federal Medicaid funds to replace
existing expenditures of State dollars.

Completed implementation of five new services for Medicaid as previously mentioned.

Initiated development of three new children's mental health and rehabilitative services.
These include: Home-Based Treatment Services, Therapeutic Child Care, and
Supervised Independent Living.

Researched the DYS services to facilitate future development of Medicaid reimburse-
ment.

To maintain a quality assurance effort among all providers.

Worked with the State Agencies, Foster Care Review Board, Inter-Agency Program
Assistance Team, Professional Review Organization, and this Department to develop

Quality Assurance plans and to monitor these efforts.

Provided regular consultation and technical assistance to providers of Children's Mental
Health and Rehabilitative Services to monitor their compliance with the Medicaid
Standards, as well as increased program management efforts in resolving policy and
billing questions.

Provided regular training sessions for providers of Children's Mental Health and
Rehabilitative Services, DSS case management offices, as well as input in the training
efforts of the various state agencies.

To assist in the implementation of applicable managed care initiatives.

32



2. Performance Measures

Workload

Number of Medicaid clients served bv state

agencies.

Number of Medicaid children and adolescents

served by state agencies.

Efficiency

Total federal dollars paid to state agencies for
their operation of Medicaid programs.

Total dollar impact of new services developed
for children and adolescents.

Effectiveness

o/o Increase in the use of federal funds in serv-
ing clients of state agencies.

0/o Increase in the number of Medicaid clients
served in other programs operated by other

state agencies.

% Increase in services for children and adoles-
cents using federal funds to replace existing
state funds.

Actual
FY 9t-92

4g,ggg

11,205

32
million

17.l
million

78

22

Actual
FY 92-93

52,409

18,990

39
million

28
million

7l

32

Projected
FY 93-94

55,000

20,000

45
million

30
million

50

l5

208724

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 newbom. These services
act as clinical adjuncts to 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 unhealthv mothers and babies.

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

High Risk Channeling Project (HRCP)

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 appropriate 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.
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Targeted Case Management of Non-High Risk Pregnant Women/llewborns

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 1993 was the fourth 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.

Project Transitions

State Health and Human Services Finance (Finance Commission) was awarded a grant
for Project Transitions to take place in a three county area (Orangeburg, Calhoun and
Bamberg). Project Transitions is a demonstration treatment program for Medicaid eligible
chemically dependent pregnant women and their families. The focus of the program is to
provide early intervention and treatment to assure healthy outcomes for infants and their
mothers. The program is funded by HCFA.

Enhanced 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.

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 93-94.

To maintain exemption rates for high risk pregnant women and infants at or below 10 percent
during FY 93-94.

To conduct social work assessments on 90 percent of HRCP participants in FY 93-94.
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To increase the rate of HRCP deliveries occurring in level II and III hospitals to 100 percent
during FY 93-94.

To reduce the frequency of problem newborn Diagnostic Related Groups (DRG) by 2 percent
in FY 93-94.

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 irmong adolescents by l0 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.

To develop and maintain a data base for internal evaluation pulposes and a format for staffing
Transitions cases with provider agencies.

To establish and maintain MOAs with each provider agency in the demonstration site(s) and
the comparison area(s) and contract with the Orangeburg Department of Mental Health to
provide intensive in-home services; as needed for Transitions families.

To obtain, cultivate, and sustain the support and cooperation of Orangeburg County's sheriff
department and other local law enforcement agencies.

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Workload

A. Number of maternal risk assessments 29,099 32,000 35,200

B. Number of infant risk assessments 22,992 25,000 27,500
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C.

D.

E.

F.

Efficiency

HRCP Participation cost per client

Effectiveness

Number of pregnant women channeled

Number of infants channeled

Number of nutrition assessments completed

Number of social work assessments completed

Actual
FY 9l-92

4,731

2,425

5,065

5,124

$340.00

100

100

6

5

7l

73

J

597

9r6

972

2,543

3,701

3,3 l8

5,279

1,647

Actual
FY 92-93

4,519

2,327

5,644

5,61I

Projected
FY 93-94

4,970

2,560

6,209

6,172

100

100

l0

l0

95

95

100

640

1,040

l,l0l
2,845

4,602

J,JIJ

5,587

2,932

$540.00 $540.00

G.

H.

A.

B.

c.

D.

E.

F.

Enhanced Services

Workload

A.

B.

c.

% Medicaid pregnant women screened

% Medicaid infants screened

% HR Medicaid pregnant women exempted

% HR Medicaid infants exempted

% HR Medicaid pregnant women and infants
receiving nutrition assessment

% HR Medicaid pregnant women and infants
receiving social work assessment

% HRCP deliveries in level II or III hospitals

Number of problem newborns DRG's:

l. 386 - Extreme immaturity

2. 387 - Preemie w/major problems

3. 388 - Preemie w/o major problems

4. 389 - Full term w/ major problems

5. 390 - Neonate w/specific problems

100

100

l4

l6

9t

9l

N/A

582

94s

1,001

2,586

4,184

Number of patients receiving psycho-social
intervention services

Number of patients receiving enhanced nutrition
services

Number of patients receiving enhanced health
education services

3,066

5,079

2,665
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D. Number of newborns receiving Infant Home
Visits

t7 ,377 I 9,06 I 19,967

Actual Actual Projected
FY 9r-92 FY 92_93 FY 93-94

Enhanced Services

Workload

A. Total cost for psycho-social intervention servic- S150,203 9224,709 $247,179
CS

B. Total cost for enhanced nutrition services $183,249 5221,392 $243,520

C. Total Cost for enhanced health education ser- $122,459 $186,296 $204,926
vices

D. Total cost for Infant Home Visits $1,129,389 51,179,026 $1,296,929

Effectiveness

A. % Non-high risk womer/infants receiving psy- 14 25 27
cho-social intervention services

B. % Non-high risk women/infants receiving en- 22 40 4l
hanced nutrition services

C. % Medicaid eligible pregnant women receiving 14 Zl 22
health education services

D. % Medicaid eligible newborns receiving Infant 72 69 100
Home Visits

Targeted Non High Risk Case Management*

Workload

Number of clients receiving non-high risk tar- 25,429 12,431 13,674
geted case management services

Efficiency

Cost per client for targeted non-high risk case $270 $290 $300
management services

Effectiveness

Non-high risk case management initiatives for
pregnant women and their infants 95 100 100

*Percentages represent all state-wide non-high risk case
management initiatives for pregnant women and their
infants
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Department of Clinics, Ancillary 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) to 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 impact of Acquired Immune
Deficiency Syndrome (AIDS) on the Medicaid Program through systems utilization review to
determine if cost-effective interventions can be implemented.

1. Priorities and Management Actions

To continue to enhance and expand the existing system that accommodates the school districts
and other state agencies utilizing independent and/or employed providers of physical therapy,
occupational therapy, speech therapy and psychological testing.

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

sponsored by a participating agency, school or program.

Continue to negotiate, through the State Department of Education, agreements with the
remaining 5 of the 9l school districts to provide the state matching funds for these
services.

Ensure coordination between sponsoring agencies in the provision of these rehab
services to avoid duplication of services.

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

To facilitate and coordinate the development and implementation of school-based health
services as they fit into the family preservation and year 2000 school readiness goals.

Participate in various interagency task-forces and committees that are developing
various school based services.

Conduct at least quarterly meetings of the intra-agency school-based services committee.

To ensure that the South Carolina Medicaid Program continues to comply with the regulation
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set forth in P.L. 102-ll9 (BabyNet).

Continue to negotiate and develop an administrative contract with the lead agency for
P.L. 102-119 for outreach, tracking and monitoring services for Medicaid children 0-3
years of age.

Ensure smooth transition for Medicaid children from part H to Part B of the Individuals
with Disabilities Education Act (IDEA).

Continue to develop agreements with early intervention service providers in order to
provide Medicaid reimbursement for P.L. 102-ll9 services.

To continue the development and implementation of systems utilizing existing state funds to
provide services such as targeted case-management, early intervention, and other enhanced
services for special needs children.

Through quality assurance reviews ensure the delivery effective services of existing
programs such as targeted case-management for: children with physical disabilities;
individuals with Sickle Cell Disease; as well as nutrition and psychosocial services.

Coordinate the provision of target case-management for Sickle Cell Disease statewide
between the private providers and state agencies.

Expand the delivery of targeted case-management of individuals with head and spinal
cord insults and injuries on a statewide basis.

Implement targeted case-management for individuals with sensory impairment through
the School for the Deaf and Blind and the Commission for the Blind.

Streamline and implement quality assurance activities for early intervention services
provided through the Department of Disabilities and Special Needs and coordinate the
implementation of these services through the School for the Deaf and Blind.

Coordinate the implementation of statewide developmental assessment services for
special needs children.

Facilitate communication and coordination between providers of services to the special
needs population to ensure that services are delivered in a family-centered, cost-
effective manner to the special needs children.

Continue to negotiate and develop agreements with participating agencies to secure their
commitment to provide the state matching funding for these enhanced services.

Monitor the delivery of the enhanced clinical genetic services through the three genetic
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centers statewide.

To continue administering implemented 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 progruLm expenditures.

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual hojected
FY 9l-92 FY 92-93 FY 93-94

Workload

A. Have MOA's with participating agen- 7 7 12

cies/program completed

B. Have contracts with direct service providers 32 105 99

completed

C. Number of provider training workshop/provider 43 30 50

visits

D. Number of enrolled providers to monitor 200 375 425

Efficiency

A. Estimated additional federal funds made avail- $2,400,000 $9,000,000 $14,000,000
able

Effectiveness

A. Number of children receiving rehabilitation 4,025 4,000 5,000

services

B. Number of agencies/progr.rms participating 30 7 20
(providing state match)

C. Number of individuals receiving Sickle Cell 283 336 450

Case Management

D. Number of physically disabled children receiv- 512 1,496 2,000

ing case management services

E. Number of children receiving P.L. 102-ll9 350 1,318 2,000
Early Intervention Services
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Number of individuals receiving head and spin-
al cord injury case management.

Number of individuals receiving case-manage-
ment services for sensory impaired individuals.

Department of Alternative Delivery 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
maximizing the use of federal dollars to improve health status while containing short-term and
long-term costs to the state. There are two components: managed care and prevention of
unintended pregnancies.

1. Priorities and Management Actions

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

The South Carolina Managed Care Program was approved by HCFA for a two-year
renewal of the waiver effective August l, 1992.

Enrollment at eight sites has reached approximately 225 recipients, with exclusion of
Medicare eligibles continuing to force the exemption of some recipients.

All clients have been linked to a primary care physician who provides treatment and
referral (gatekeeper).

Primary care physician were paid a nominal fee for gate-keeping 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 statewide.

The contract with the Medical University of South Carolina (MUSC) to research and
implement managed care models statewide was renewed. MUSC provides the state
match for development. The department researched design and outcomes of managed
care programs in other states.

F.

G.

Actual
FY 9t-92

N/A

N/A

Actual
FY 92-93

t2l

N/A

Projected
FY 93-94

250

450
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Submitted Freedom of Choice Waiver to HCFA December 15, 1992, for operation of
a managed care program based on the primary care case management system with a

cost-based encounter rate. MUSC will develop a network of all Medicaid providers
willing to participate. Additional information was requested by HCFA and
implementation will be in FY 94 in Charleston county. Later, Berkeley and Dorchester
will come on board.

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

Drafted request for proposals (MPs) to operate an HMO in the Pee Dee region and
after final review it will be published in third quarter FY 94, for implementation early
next year.

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 disable adults) to become Medicaid reimbursable programs,
expanded to additional sites, and measure outcome.

Continued service contract with the University of South Carolina (USC) for operation
of the Denmark-Olar Sexual Risk Reduction Program and a similar program in
Hampton.

Began development of separate contracts for Denmark and Hampton so that local
government/school entities can assume ownership to the programs, with USC providing
technical assistance and monitoring. Contracts will be in place in second quarter FY
94.

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

Received evaluation by South Carolina State University of Teen Companion on June
30, 1993. Changes will be recommended before acceptance and final payment.

Continued contract with the Department of Disabilities and Special Needs (DDSN) for
operation of pregnancy prevention programs for adult clients in expanded service areas.

DDSN has existing evaluation contract.
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Contracted with the United Way of South Carolina to provide administrative support
to existing and developing teen pregnancy initiatives. The United Way of South
Carolina will provide technical support to local community organizations and the state
matching funds to improve access to these family planning services.

Contracted with Columbia College to coordinate and develop for implementation a

School-Based Community Health Program. The program demonstrates a new model
for delivery of educational health and human services to children, families, and the
elderly.

Developing contract with Planned Parenthood of Central South Carolina to coordinate,
develop and implement a program of family planning and health education services to
low income adolescents and young adults.

Other initiatives currently being considered include:

Big Brothers/Big Sisters of Greater Columbia: the program would provide family
planning and targeted outreach services to preteens and teenagers.

The Columbia Awareness Team (Junior League): the program would be responsible for
enhancing existing programs that provide adolescent pregnancy prevention, family
planning and health education services.

To develop an approvable eligibility waiver to extend Medicaid family planning services to
women up to t85% of poverty.

Submitted research and demonstration waiver in December of 1992 to HCFA. Revised
research design in June of 1993 and awaiting approval. Preparing for implementation
that will include notification of eligibles, DHEC outreach to recipients and physicians,
and USC-based research project.

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 progrurm, adolescent medicine program, school-based clinic and
managed care initiatives.

To assist in the implementation of applicable managed care initiatives.
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2. Performance Measures

Workload

A. Number of managed care contracts

B. Development contracts, managed care

C. Number of provider contracts, pregnancy pre-
vention

D. Number of state agencies trained, Medicaid
pregnancy prevention

E. Service start-up, pregnancy prevention
programs

F. Number of clients, pregnancy prevention

G. Number of counties, pregnancy prevention

Efficiency

A. Total cost per managed care client, mental
health/medical care for waiver program only
(DMH)

B. Savings, per client

Total savings, DMH managed care

Total savings, new managed care programs

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

Effectiveness

Actual
FY 9t-92

2

7t9l

2,025

46

$693,637

$1,688

$310,592

N/A

$150-200

$398,887

$294,',l50

N/A

2,025

Actual
FY 92-93

I

I

aJ

3

7192

2,225

46

$458,949**

insuflicient
data

insuffrcient
data

N/A

$150-200

$287,507

$17t,442

N/A

2,541

Projected
FY 93-94

2-3

2

6

J

7193

2,725

46

8951,642

$1,275

$306,000

N/A

$150-200

$436,810

s514,833

$2,500,000

2,935

I

I

J

C.

D.

E.

A.

B.

C.

D.

E.

F.

**

Number of clients receiving managed care

Number clients linked to Primary Care Physi-
cians

Cost, managed mental health care

Cost, managed medical care, DMH program

Cost managed care, primary care case manage-
ment system

Number of clients receiving pregnancy preven-
tion counseling services

176

r76

184

184

240

240

Total cost per client will increase when all claims are processed.
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DIVISION OF PREVENTIVE 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 screenings and any diagnosis and
treatment services determined to be medically necessary for Medicaid eligible recipients from
birth to age 2I. A screening consists of a complete history, unclothed physical exarn,
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, md 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 perfonns program compliance reviews of provider medical records to assure that all
required components of an EPSDT screening have been performed and documented.

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

1. 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 203,043 EPSDT screenings during FY 93-94.

To increase the number of physician and clinic enrollments by 10 percent during FY 93-94.

To selectively review DSS recipient case records and DHEC Outreach records in all 46
counties during FY 93-94.
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To jointly work with DHEC and the Department of Education to train all school nurses to
provide EPSDT screening services and conclude screening contracts with school districts.

To maintain a 95 percent statewide performance standard on all DSS records reviewed during
FY 93-94.

To perform 40 program compliance reviews on EPSDT screening providers during FY 93-94.

To coordinate with DHEC and the Department of Education to conclude contracts for screening
services with 50% of school districts during FY 93-94.

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9r-92 FY 92-93 FY 93-94

Effectiveness

A. To effrciently provide as many screenings as

possible through increased provider enrollment,
setting screening goals and monitoring for
established progmm standards.

l) Increase physician and clinic enroll-
ments by l0%

2) Number of counties DSS/DHEC re-
cords reviewed

3) Statewide DSS performance standard

4) Number provider program compliance
reviews

5) DSS Annual Screening Goal

6) Neonatal Screenings

7) # of screenings statewide

8) Total Screenings

*Decreased number due to testing, training, and imple-
mentation of new EPSDT Automated Date Svstem.

Workload

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

l) Number recipients 184,000

76,850

204,000

92,845

337 4t7 459

46

95o/o

80

I18,565

25,ggl

136,425

162,316

9r

9s%

25*

151,959

28,315

148,389

176,704

20

95%

40

177,043

26,000

177,043

203,043

2) Number defects/problems identified
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Actual
FY 9r-92

)) 717

29,215

Actual
FY 92-93

Projected
FY 93-94

Total referable conditions

Complete Outreach visits

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

(The number of recipients declining after outreach has been reduced from 35%o to l3Yo)

x The EPSDT Annual Report Rieht From the Start: Improvine Health Care for Ohio: Preenant Women and Their

Children: Children's Defense Fund 1982.

Department of EPSDT/Ancillary Services

The Department of Ancillary Services administers the Medicaid Dental, Optometric,
Ambulance, and Non-Emergency 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 progftrm 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 (DEO)

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

Children under age2l are provided arange ofpreventive and restorative dental services,

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

corrective glasses as needed. These are federally mandated programs under the Medicaid
Program. Adults, age 2l and over, are provided emergency and catastrophic dental services,

optometric examinations and post-surgical glasses as needed. The adult programs are at the

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

1. Priorities and Management Actions

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

3)

4)

24,465
(3.80)

24,961
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To develop additional sources of non-emergency transportation for our increasing numbers of
recipients.

To develop a new source of non-emergency transportation through the use of mass transit
system where available.

To review and evaluate the current ambulance policies and procedures and revise and./or
clarifr, where necessary, to bring this program up to the current state of the art within the state
of South Carolina.

To develop a system to accommodate school districts and other state agencies that provide non-
emergency transportation.

To provide training and support to school districts in order to allow them the ability to access
Medicaid reimbursement for the non-emergency transportation they provide.

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

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Actual Actual Projected
FY 9r-92 FY 92-93 FY 93-94

Workload

A. To provide services to Medicaid recipients.

l) Dental:
Screenings (children)
Emergency services (children)
Emergency services (adults)

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

Transportation:
Ambulance
Non-emergency (approx.)

65,262
8,095

20,762

23,401
12,683
14,566

159

29,047
l39,l7g

65,780
8,141

25,123

22,411
15,356
21,830

471

29,639
139,588

68,300
8,500

25,500

23,100
15,600
22,400

500

30,400
143,100

To utilize provider resources.

Dental:
Licensed practitioners
Enrolled providers

2)

3)

1,369
1,128

1,377
1,142

1,400

1,175
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2)

3)

Optometric:
Licensed practitioners
Enrolled providers

Transportation:
Licensed ambulance services
Enrolled ambulance providers
Enrolled non-emergency providers:
Contractors
Individuals

To provide as many preventive services as

possible within the restraints of the program
appropriations.

Dental:
Expenditures for children:
Screenings
Services
Expenditures for adults

Optometric:
Expenditures for children:
Examinations
Glasses

Expenditures for adults:
Examinations
Glasses

Transportation:
Expenditures for ambulance
Expenditures for non-emergency:
Individuals
Contractual

Actual
FY 9t-92

Actual
FY 92-93

r62
162

30
l,6l I

1,000,073
9,352,901
2,443,421

770,101
528,894

449,339
9,176

3,134,193

1,006,646
9,795,285

Frojected
FY 93-94

162
r62

30
1,650

1,199,000
g,5l6,000

2,474,000

818,000
574,000

464,000
I1,000

3,216,000

1,038,000
10,495,000

295
264

287
2s9

300
270

162
162

32
1,598

Efficiency

1)

2)

3)

809,648
6,648,297
1,987,355

636,467
471,884

398,019
7,987

3,116,356

744,994
7,098,307

DIVISION OF ELIGIBILITY

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 progr.Im
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.
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Department of Policy

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 5 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.

1. 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 3
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 93-94.

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 35 counties during FY 93-94.
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To review 20 to 30 eligibility records in a minimum of 10 out-stationed sites in FY 93-94.

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

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures

Workload

Total number of case records

Number of records reviewed

Number of records re-reviewed

Number of chapters reviewed

Groups added and/or major policies revised

a. Number of groups added

b. Number of major policy revisions

Efficiency

Average cost per review

Average cost per chapter review

Effectiveness

Number of counties reviewed

Number of out-stationed sites reviewed

Number of counties re-reviewed

Number of out-stationed sites re-reviewed

Number of chapters reviewed

Increase in eligible population

Actual
FY 9t-92

207,837

1,147

132

2

3

2

I

$1,000

$952

4l

7

5

0

2

51,394

Actual
FY 92-93

352,411

1,3 l6

20

J

0

I

0

$1,000

$952

46

20

I

0

J

l4l,9ll

Projected
FY 93-94

362,411

1,350

20

4

0

0

I

$1,000

$952

35

l0

I

0

4

10,000

DIVISION OF MEDICAID MANAGEMENT INFORMATION SYSTEM
(MMrS) USERS SERVTCES

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 to carry out and manage the Medicaid program. It ensures that management reports
detailing expenditures and utilization of services are available and that enhancements zue made
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to implement changes to the state's Medicaid program. The Division manages the MMIS re-
approval 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 Commission's annual "Statistical Report of
Medical Care: Eligibles, Recipients, Payments, and Services - HCFA 2082". This Department
provides 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 staffs
official user interface with technical support staff.

The Department of MMIS Support Systems ensures that Medicaid providers are enrolled
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.

BUREAU 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 Chiel 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 (Division of Program Development, Division of Program
Monitoring, and Division of Out-stationed Program Monitoring) provides guidance and
direction for the Social Services Block Grant (SSBG) program; the Child Care and
Development Block Grant (CC&DBG) program; Dependent Care Planning and Development
Grant; the Child Development Associate (CDA) Scholarship Assistance Grant; and the Head
Start Collaboration Grant.

The Community Long Term Care Division (CLTC) administers Medicaid waiver
programs for: the elderly and disabled; persons with Immunodeficiency Virus/Acquired
Immune Deficiency Syndrome (HIV/AIDS); and persons with mental retardation or related
disabilities (MR/RD); two special grants which complement the HIV/AIDS program; and the
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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 Survey/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 for the development and testing of new
methods for improving quality of services overseen bythe Bureau and conducts monitoring and
evaluation for the CLTC program.

DIVISION OF PROGRAM DEVELOPMENT

Program Objectives:

l. 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 9r-92 FY 92-93 FY 93-94

Effectiveness

l) Number of children prevented from 66 136 N/A
Foster Care Placement.

2) Number of children prevented from
DYS placement.

26 4t N/A

Efficiency

l) Percentage oftotal clients served by 8l% 83o/o 85%
high priority services.

2) Percentage of tunds allocated to high 69% 66% 56%
priority services.
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3) Average cost per client for Family
Preservation services.

Projected
FY 93-94

N/A

DIVISION(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
requirements and enhance service provision.

To recruit, monitor, and enroll child development providers for the Child Care and

Development Block Grant (CC&DBG) program.

Projected
FY 93-94

2.

Actual
FY 9t-92

s 2,627

Actual
FY 9t-92

Actual
FY 92-93

N/A

Actual
FY 92-93

80

I 133

Effectiveness

l) Number of SSBG site visits.

2)

Efficiency

Number of CC&DBG site visits.

105

654

47

1003

l) Average number of SSBG sites per

FTE.

Average number of CC&DBG visits
per FTE.

Percent of CC&DBG sites enrolled.

478049

13013998

89o/o

2)

3)
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DIVISION OF QUALITY ASSURANCE

Program Objectives:

l. To provide statistical, research,evaluation, training, automation and similar support to
the Bureau of Communitv Services.

2. To develop, identiff and communicate information which improves the quality of
services.

Actual Actual Projected
FY 9l-92 FY 92-93 FY 93-94

Effectiveness

l) Number of reports, databases, 60 90 90
presentations, articles, evaluations and
similar products produced.

Efficiency

1) Products per employee. 4.24 5.6 5.6

DIVISION OF COMMUNITY LONG TERM CARE

The Division of Community Long Term Care (CLTC) operates three home and
community-based services 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 progftrms.

The first program, the Elderly/Disabled waivered services progftrm, 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
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nursing, and other services to eligible clients who require institutional level of care or who are
at risk for hospitalization.

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 bv social service
organizations, hospitals, family, friends, or even themselves.

Program Objectives

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 measures:

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Workload

l) Number of referrals each year. 15,272 15,645 16,027

Based on CMS system figures derived from monthly
reports.

2) Total clients served each year.

FY 90-91 figure derived from the 372 report.

FY 9l-92 figure derived from CMS system.

Effectiveness

l) Cost per day, per client for CLTC
services.

Cost per day based on average length of stay as

reported on FY 90-91 372 report (299 days) multiplied
by total clients to get total days of service. Total
expenditures divided by total days to get average cost
per day.

5,090 5,411 6,087

s14.82 $15.95 $1s.9s
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##ffifl
2) Cost per day, per client for nursing $66.80 $63.60 $63.60

home placement.

Based on average daily rates for nursing home care.

3) Percentage of daily nursing home rate 22% 25o/o 25%
expended for CLTC services.

Efficiency

l) Total expenditures per year for CLTC. $22,560,221 $24,387,518 527,434,268

Figures derived from MMIS expenditure reports for FY.
Includes NO case management component.

2) Savings to Medicaid Program per day, $51.98 $47.65 $47.65
per client.

Nursing Home rate per day less CLTC rate per day.

HMAIDS waiver program performance measures:

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Workload

l) Number of referrals each year.

Based on CMS figures derived from monthly reports.

2) Total clients served each year.

FY 90-91 figure derived from the 372 report.

FY 9l-92 figure derived from CMS system.

392 496 744

345 477 716

Effectiveness

l) Average Medicaid expenditures for $7,805 N/A N/A
CLTC waiver recipient per year.
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#
Total waivered service costs + hospital costs + other
acute care costs for waivered service recipients divided
by number of waivered service clients from 372 report
for FY 90-91.

2) Average Medicaid expenditures for $11,755
non-CLTC client per year.

Total hospital costs + other acute care costs for non-
waiver recipients divided by total non-waiver recipients
from the FY 90-91 372 report.

3) Percentage of 2. for CLTC clients.

Efficiency

l) Waiver services expenditures per year.

From MMIS expenditure reports for FY covered.

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

Waiver services expenditures divided by number of
clients.

$402,973

$1,168.04

Actual
FY 92-93

N/A

s690,530

$1,448.00

Projected
FY 93-94

N/A

N/A

s1,036,768

$1,448.00

N/A66%

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 l, 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 acost of $268,000. During FY 92-93 the program served

150 children at a cost of $435.335.

DIVISION OF HOME HEALTH AND NURSING 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.
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3. To enforce standards for the quality of care and quality of life for residents of Medicaid
certified nursins facilities.

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

Actual Actual Projected
FY 9t-92 FY 92-93 FY 93-94

Program Measures:

l) Number of individuals who 312 630 700

participated in the Nurse Aide training
progftrm:

Number of competency tests provided: 2,112 1,952 2,200

Number of individuals added to the 3,931 3,939 4,000

nurse aide registry:

Average cost per nurse aide for $280 $276 $276

training:

Average cost per nurse aide for testing: $75 $78 $78

2) Number of medicaid sponsored nursing 3,603,391 3,761,235 |
facility bed days:

Average gross Medicaid rate to nursing $65240 $64'99 *

facilities
(without recurring income):

Average net Medicaid rate paid to 552.28 $51'68 *

nursing facilities
(with recurring income):

3) Number of facilities notified of ll9 150 150

potential sanctions:

Number of facilities sanctioned: 3 5 8

4) Units of home health services 144,339 125,976 129,500

provided.

Medicaid expenditures for home health 57,214,443 $6,475,506 $6,650,000
services.

* Information unavailable.
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APPENDICES

APPENDIX 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, Sherrill A. Hampton, Bowman;

3rd District, Talmadge M. Crews, Laurens;

4th District, Fred F. Carpenter, Greenville;

5th District, James T. McCray, Pageland;

6th District, Ralph W. Garrison, Florence.

Four new Commissioners joined the seven-member State Health and Human Services
Finance Commission during FY 1992-93. Talmadge M. Crews of Laurens was named by
Governor Carroll A. Campbell to fill the vacant 3rd Congressional District seat. He succeeded

G. Fred Tolly Jr. of Anderson. Crews, a telecommunications consultant and businessman, was

appointed March 26 by Governor Campbell to replace Tolly, who resigned on Dec. 3l
following his November election to the Anderson County Council.

Three new members were elected by the General Assembly. They are:

Shenill A. Hampton of Bowman, a private consultant and owner of Hampton &
Associates of Bowman, a local government planning firm, who was elected to fill the 2nd

Congressional District seat vacated by T.M. Copeland of Columbia on Dec. 31, l99l;

Fred F. Carpenter of Greenville, a vice president of American Federal Bank, who
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succeeded Dr. Robert E. Robards of Taylors as the 4th District representative; and,

Ralph W. Garrison Sr. of Florence, president of Garrison Pest Control Inc. and a retired
Florence County magistrate, who replaced James L. Pasley Jr. of Hemingway as the 6th
District representative.

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
no member shall serye more than two consecutive terms.

The Commissioners establish 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 fot 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 Long Term Care (CLTC) System.

The South Carolina Medically Indigent Assistance Act (MIAA) was enacted in June
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 govemment 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 taxes from the state's 70 general hospitals and
contributions from the 46 county governments. Effective July l, 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 progrirms:

A. Medical Assistance (Title XIX), including,

l. Community Long Term Care
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2. Statewide AIDS Waiver
3. High Risk Channeling Waiver
4. ElderlvlDisabled Waiver

B. Social Services Block Grant

C. Child Care and Development Block Grant

D. South Carolina Health Access Plan

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 Commissioners. He is assisted bv an executive staff.

EXECUTIVE STAF'F

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; Richard G. Hepfer,
Deputy General Counsel, Office of General Counsel; and Willis R. Brown, executive assistant.
This group is designated the senior management team when joined by Malcolm L. Carroll,
Director of the Office of Internal Audits; Ronald A. Thompson, Chief of the Bureau of
Personnel; and Frank Adams, Chief of the Bureau 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 responsibihty of Deputy Executive Director
Benny F. Clark, who has executive oversight of five bureaus: Budgeting, Data Management,
and kgislative Affairs; Information Resource Management; Medicaid Program Assessment;
Fiscal 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.
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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.

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 management, implementation of directives and formulation
of recommendations to the executive staff.

Bureau of
ADMINISTRATIYB SERYICE S

Executive oversight:
Dr. James D. Blair

Chief:
Tom Barnes

Division directors:
Billy Ganett, Contracts
Robert Pursley, Appeals
Jimmy Allen, Support Services

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
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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
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
supervises facility utilization and scheduling. It provides the agency with needed equipment,
supplies and services. It also maintains a current inventory of all agency property.

Bureau of
BTJDGETING, DATA MANAGEMENT,

AND LEGISLATIVE ATIIAIRS

Executive oversight:
Benny F. Clark

Chief:
Roy Payton

Division directors:
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 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.
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
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operating those processes associated with budget execution and control. This includes
development of bureau operating budgets; allocation and certification of funds, monitoring of
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 kgislative 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 Directors:
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. Garvev
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Special Assistant for Human Services:
Rita G. Paul

Division Directors:
Mark Orf, Division of Program Development
Robert Coffey, Division of Program Monitoring
Beverly Hunter, Division of Program Monitoring Out-Stationed.

This bureau provides guidance and direction for the Social Services Block Grant (SSBG)

program, Child Carc & Development Block Grant (CC&DBG) program, Dependent Care

Planning & Development Grant, Child Development Associate (CDA) Scholarship Assistance

Grant, Head Start Collaboration Grant, Medicaid Community l-ong Term Care program, and

Medicaid Home Health and Nursing Facility progrirm. 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 tenn care

legislative initiatives; provides long term care policy analysis; recommends 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 Garvey 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 care and development for children
of parents who are working or attending school, and special services for handicapped children
and adults. The CC&DBG program provides additional funds for child care services for working
parents, and has allowed for the development of a more unified administrative system for child
care and development services. Twenty-five percent of the 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 qualrty or availability.
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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
Long Term Care Area Offices.

The Division of Community l,ong Term Care (CLTC) administers Medicaid Waiver
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. The MR/RD 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 alternative 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 instinrtion 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, Area2; 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 ll.

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 Survey/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.
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Bureau of
IilSCAL AFFAIRS

Executive oversight:
Benny F. Clark

Chief:
Jenny Butler

Division directors:
Robby Kerr, Reporting & Receivables

Paul Moore, Fiscal Systems Control
Dave Schaefer, Fiscal Expenditures & Payroll Operations

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 repofts, 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, the

quarterly HCFA-37 Budget Forecast, fiscal monthly activity reports and other management

repofts as required. It also prepares the annual SSBG post expenditure report and all other
federal and state financial reports.

The Division of Fiscal Expendinrres and Payroll Operations processes payments for all
administrative accounts payable, Medicaid, SSBG, CCDBG and other grant expenditures,
payroll and fringes. This division coordinates with Agency management staff, other agencies'

management staff, statewide public and private providers, vendors, the Comptroller General's
Office and State Treasurer's Office for payment and reconciliation procedures and problem

solving.

The Department of Contractual and Child Care Expenditures processes the SSBG,IV-A,
CCDBG claims payments through the Child Care Voucher System. This department processes

provider reimbursement requests for Social Services Block Grant funds, and all agency contract
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payments. The Department of Administrative, Medicaid, and Payroll Expenditures processes
all administrative payments, (i.e. rent, travel costs, supplies, and other agency expenses),
vouchers through the Comptroller General's system for claims paid by MMIS, payroll and fringe
expenditures.

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's automated accounting system
(GAFRS). This entails establishing agency account structure and maintaining all tables within
the system. Also, the department develops, coordinates and implements all interfaces with other
systems, designs and implements automated reports, analyzes the general ledger and verifies file
postings, 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. The
department provides technical and procedural assistance to accountants, data processing
personnel, and management staff in understanding the system, resolving problems, interpreting
output, as well as providing training for all users. It has also demonstrated 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 grant, fund, and object code. It is
responsible for the monthly reconciliation of the MMIS bank account, and the CCDBG
subsystem, also coordinates with other fiscal/budget areas pertaining to any corrections needed.

Bureau of
IIEALTH SERVICBS

Executive oversight:
Gwen Power

Chief:
Debbie Francis

Division directors:
Jim Assey, Pharmaceutical Services and Durable Medical Equipment
Bob McRae, Primary Care
Jim Jollie, Preventive Care
Darlynn Thomas, Hospitals & Physician Services
Barbara Longshore, Eligibility
Gail Buchanan, Medicaid Management Information System User Services
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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 specihc program responsibilities.

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

The Department of Pharmaceutical Services administers the pharmaceutical services

program by developing policy, monitoring expenditures, making projections, establishing

editing criteria and claims resolution procedures, publishing program documentation,

conducting training seminats, rnd 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 expendi-

tures, 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 two departments.

The Department of Hospital Services has two units. The Unit of Hospital Services

administers medical inpatient, outpatient hospital and administrative day programs by
developing policy, monitoring expenditures, establishing criteria and claims resolutions
procedures, publishing program documentation, conducting training seminars and performing
liaison activities with hospitals, other institutional providers and the South Carolina Hospital
Association. The unit is also responsible for the end stage renal disease progfttm. The

Utilization Review Unit monitors utilization review activities performed by hospitals and the

Peer Review Organization (PRO) contracted to performed reviews of Medicaid hospital
services and monitors the utilization review plans of contracted hospitals. The unit is also

responsible for the management of the private duty nursing services program for children, nurse

practitioners/clinical nurse specialist progrzrm, ambulatory surgical centers and infusion center

programs.

The Department of Physician Services performs various coordination and liaison
activities with physicians, physician groups, nurse midwives, nurse anesthetists, podiatrists,

rural health clinics, federally qualified health centers, independent laboratories and x-ray
laboratories. It is involved in the technical development of enrollment procedures, claims
resolution procedures and reference file and pricing updates to the MMIS system. The
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department is also responsible for conducting workshops, making on-site visits, responding to
inquiries and claims resolution issues. It coordinates reimbursement and policy development
with physician consultants, medical association, md other professionals. The department
encourages ambulatory services and the acceptance of Medicaid patients by all Medicaid
physician specialties.

The Division of Primary Care coordinates and administers Medicaid activities to
ensure access to high quality care and effective and efficient utilization of resources.
Responsibilities include developing programs for special populations and special needs,
including high risk pregnancies, teen pregnancy prevention, community mental health and
mental retardation, school-based services, children's services and managed care. The division
includes the departments of Mental Health and Rehabilitation Services; Clinics, Ancillary
Services, and Utilization Control; High Risk and Maternal Care; 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, 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 Department of High Risk and Maternal Care is responsible for the High Risk
Channeling Project (HRCP), Family Planning, Healthy Mother/Flealthy Futures maternal and
child health 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, including education and treatment for alcohol and other drug related problems. 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 Services is responsible for clinical services which include
end stage renal disease, ambulatory surgical clinics, tertiary pediatric clinics and ancillary
services podiatry, physical therapy, occupational therapy and school based rehabilitative
services. 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 reports to
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identify high users of the medical system through Medicaid for possible cost-effective
interventions.

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
long-term costs to the state. There are two components: managed care and prevention of
unintended pregnancies (FQHC and RHC programs transferred to Physician Services in
December, 1992).

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, and transportation 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.

The Department of EPSDT consists of 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 monitors DSS and DHEC compliance with contract requirements in
providing EPSDT Case Management and Outreach services. The department also provides the
"Help Desk" for the recently implemented automated EPSDT subsystem. The function of the
help desk is to provide technical assistance and education to the users of the system in the 46
county DSS offices and health departments.

The Department of Ancillary Services administers the Medicaid Dental, Optometric, 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, ild 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 coordinates Medicaid eligibility policies
and procedures in accordance with state and federal guidelines. Responsibilities also include
policy interpretation and clarification to DSS and the community at large; training and technical
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assistance to staff of Federally Qualified Health Centers for the initial processing of Medicaid
applications for poverty level pregnant women and children; management of a model waiver
which provides special services to a severely disabled child; and management of a contract
with Vocational Rehabilitation which is the entity designated to determine disability for the
Medicaid progftrm.

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.

The Division of Medicaid Management Information System (MMIS) User Services
also reports to the Office of Programs. This division ensures there is adequate system support
to 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.

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 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.
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Bureau of
INFORMATION RESOIJRCES MANAGEMENT

Executive oversight:
Benny F. Clark

Chief:
Tim Donahue

Division directors:
Marsha Stepp, Contract Monitoring
Robert Davis, Technical Support
Donna Price, Third Pany Liability
George Grimes, End User Support
Pat Ellis, Child Support Enforcement System Project (Temporary)

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 (TPL) program, that identifies other persons or businesses responsible for
Medicaid expenditures and insures that Medicaid is the payor of last resort. In Fiscal Year 92-
93, TPL savings exceeded $41 million, up about 15 percent from the year before. 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
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
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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 oversees 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
(benefit recovery). The division pursues private and group health insurance, Medicare coverage,
and casualty insurance such as automobile liability coverage.

The Health Insurance Departrnent 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.

In the last quarter of 1992, DSS with the Information Technology Planning and
Management office of the Budget and Control Board asked the Finance Commission and
specifically BIRM to take over project management for the procurement, transfer, modification
and implementation of a federally-certified Child Support Enforcement System (CSES). The
CSES will support a division of DSS that employs more than 200 staff plus it will support staff
in the 46 Clerk of Court offices about the state. The Child Support Enforcement program has
about 170,000 active cases and collects about $70 million a year in child support payments.

In FY 1993, the recruiting of staff for the CSES Project Team was all but completed,
forming a new, temporary division of the BIRM. The CSES Request for Proposals (RFP) was
approved and published; as of year's end, proposals had been received and evaluated and
procurement protests were being heard. Additionally, a second RFP for a contractor to aid the
state in reviewing and approving the implementation contractor's deliverables was published.
(Such a contractor is commonly called "verification and validation" or "V & V' contractor.)
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Bureau of
INTERAGBNCY PLANMNG,

RESBARCH AND COORDINATION

Executive oversight:
Dr. James D. Blair

Chief:
I-arry 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 are 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

issues development, case management, and human services integration pilot sites. It provides

staffing for the Human Services Coordinating Council and its committees, administers the South

Carolina Health Access Plan and operates the SC Client Masterfile Information System.

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 18 state agencies that are members of the Human
Services Coordinating Council.

The Division of Interagency Planning and Coordination provides staffing for the Human
Services Coordinating Council and its committees. 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 issues, case management, and human service integration pilot sites. The

Division works with the Governor and Budget and Control Board to develop the South Carolina
Health and Human Services Plan. The Division operates the SC Client Masterfile System,

which is a client and service data base which contains specific information on the clients of 13

health and human services agencies. The Division also analyzes and reports on all state and

federal legislation affecting the Finance Commission and the Coordinating Council. The

Division also produces the state's Primary Prevention Plan.

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
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Care Advisory Committee, and coordinates staff support to the Interagency Council for
maintaining and updating the Human Services Dictionary. The Division administers the South
Carolina Health Access Plan (SCHAP), which is a Medicaid wavier program operated in Horry
and Marion counties. This Plan provides Medicaid benefits to low income employees of small
businesses in a managed care environment.

Activities of special note this fiscal year include the Human Services Coordinating
Council September 1992 Conference on Coalition Building And Risk Assessment. This
Conference was attended by over one hundred state and local participants and featured national
experts on local coalition-building. As a result of this activity, the HSCC funded eight local
pilot sites which are demonstrating innovative methods of using coalition-building to solve local
problems. Another notable activity was the release of the Advisory Committee's comprehensive
report on Child Abuse And Neglect. This report presented numerous recommendations on
reforming the state's system of caring for abused and neglected children. Also, due to the
newly-passed ethics legislation, ex-officio legislators can no longer serve on the Advisory
Committee. Finally, the South Carolina Health Access Plan began operation in February, 1992.
Forty-five businesses and 364 members have enrolled in the plan and 48 physicians have agreed
to become primary care coordinators.

Bureau of
MEDICAID PROGRAM ASSESSMENT

Executive oversight:
Benny F. Clark

Chief:
Carolyn G. Jordan

Division directors:
Brenda McMillan, Program Utilization
Cynthia Mack, Medical Service 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 post-
payment 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 affords recipients an 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 4,600 letters were sent to recipients this year. During the year,
through the REOMB Program, there were no instances discovered of providers billing Medicaid
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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 practitioner and one pharmacy, unless the service is an emergency. Nineteen (19)
recipients were placed in counseling and none required locking in to a provider. During fiscal
year 9l-92, there were only three (3) recipients placed in counseling as compared to the nineteen
(19) during FY 92-93. In response to the rise in recipient fraud and abuse, draft legislation was
submitted in an informational item at the November Commission meeting. It was presented to
the Medical, Military, Public and Municipal Affairs Committee by Representative Houck. It
did not reach the full house during the session.

Statutory authorities governing MPA functions are found in Section 1909 of the Social
Security Act and 42 CFR Parts 455, 456 and 1002. South Carolina regulations and administra-
tive sanctions are found in Binder 27 R. 126-400 through 126-405.

During post-payment 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 221 provider and 251 recipient
cases during the fiscal year. State 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. In a final report on SPR the bureau
received an official score of 100%. Staff were cornmended for their comprehensive case

development and thoroughness in documenting in the case file.

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 post-payment 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
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bureau's performance for compliance with SPR. Staff in the unit receive Federal Financial
Participation (FFP) of 75 percent for MMIS related tuncrions.

The Division of Medical Service Review is responsible for the post-payment review of
physician and other medical related specialties as well as recipient reviews. Staf 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 io a prorecutorial
authority for adjudication. Division staff are currently working cases in conjunciion with the
State Attorney General's Office, the Federal Bureau of Investigation, the Board of Medical
Examiners, the Department of Health and Environmental Control (Controlled Substance Unit)
and several local solicitors. Division staff were invited by the United States Attorney's Office
to serye on a statewide Health Care Fraud Task Force.

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
the program and recoupment of the overpayment. For cases where abuse has beln identified,
the sanctions recornmended are recoupment of the overpayment and educational intervention.
The State Administrative Procedures Act grants providers the opportunity to appeal the
determinations made by MPA. Twenty-four of the 221 closed provider cases were appealed.
All but three of the 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-M93, 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 deveioping
policies and proeedures for the management agency human resources, to include
employee/employer relations, recruitment and selection, Affirmative Action/EEO and position
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classification and compensation. It also 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 training.

Bureau of
PTJBLIC INT'ORMATION

Executive 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
which promote teamwork and improve morale through the Employee Activity Committee,
publishes the agency's monthly newsletter, CommuniEte, and creates the agency orientation
document.

Bureau of
REIMBT]RSEMENT METHODOLOGY

AND POLICY

Executive oversight:
Mr. Clark

Chief:
Jeff Saxon

Division directors:
Melissa Davis, Long 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
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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 bureau also provides leadership
in the administration of the South Carolina Medicaid inpatient hospital disproportionate shari
payment program.

The Division of Long 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, instinrtions for mental diseases, and intermediate care facilities
for the mentally retarded). There are 297 nursing home providers participating in the South
Carolina Medicaid program.

The Division of Acute Care Reimbursements sets the inpatient hospital rates by which
hospitals are paid and ensures adherence to federal reimbursement guidelines. The division
administers the inpatient hospital disproportionate share payment program for eligible hospitals
participating in the South Carolina Medicaid Program which expended approximatety $+ZS
million during this fiscal year. This division also processes claims for the Medically Indigent
Assistance Fund (MIAF), which has subsequently been renamed the South Carolina Mediiaid
Expansion Fund (MEF). There arc 122 hospitals participating in the South Carolina Medicaid
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, federally qualified
health centers, and other ancillary Medicaid providers. There are approximately itO Sociat
Services Block Grant contracts, 61 home health providers, 18 federally qualified health centers,
and thousands of ancillary Medicaid providers. In addition to rate setting activities required for
the above, cost sefflements have been initiated by the Division as appropriate. As necessary,
review and analysis of proposals, cost reports, budgets, and audits, as well as related financial
documents, are performed across provider types.

Additionally, the Division of Ancillary Reimbursements is responsible for the processing
of credit adjustments. During state fiscal year ending June 30, t993, approximately 3,100 credii
adjustrnents were processed by the Division.
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APPENDIX B

STJMMARY OF LAW/STATUTORY 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.
12, 1983, and passed on May 19, 1983, with amendments. The Senate concurred with House
amendments on May 30, 1983.

The authors of House Bill2184 were: B.L. Hendricks, R. Schwartz, R.L. Altman, F.X.
Archibald, D.L. Aydlette, D. Blackwell, T.M. Burris, M.D. Cleveland, M.J. Cooper, F.L.
Day, P. Evatt, S.R. Foster, B.J. Gordon, D.O. Hawkins, I.C. Joe, H.H. Keyserling, J. Murray,
J.J. Snow, J.H. Toal, M. Washington, D. Williams, and D.E. Winstead.

Senate Bill 132 was introduced on Jan. 19, 1983. It passed the Senate on April 23, 1983.
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 progrirm, and to operate the Cooperative Health
Statistics program.

Duties of the Finance Commission are specifically stated in S.C. Code Ann. $44-6-40
(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.

In addition, this section of the law charges the agency with the responsibility of
monitoring and evaluating all contractual services and establishing a procedure 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 service, 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 44-6-10 of the South Carolina Code creates the State Health and Human
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Services Finance Commission and establishes the process for selecting Commissioners;

2. Section 4-6-30 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 44-6-40 enumerates the duties imposed by statute upon the agency;

4. Section M-6-90 empowers the agency to promulgate regulations to carry out its
duties;

5. Sections M-6-132 et seq. outline the operation of the Medically Indigent Assistance
Fund;

6. Sections 44-6-3N et seq. describe the Commission's responsibility in establishing
child development services in certain counties;

7. Sections M-6-400 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., and
various temporary and permanent provisions appear in Sections 30 and 129 of Part I and in Part
II of the 1993-94 Appropriations Act, Act. 164 (R277 , H3610). Among the permanent process
this year was the addition of an Article 6 to the Commission's enabling statutes. That article
allows applicants, who are ineligible for medicaid due to excessive income, to divert the income
to a trust. Upon the death of the beneficiary, the corpus of the trust passes to the Commission.

The Restructuring Act did not affect the Finance Commission for this year. Beginning
July, of 1995, the act brings the Agency under the direct control of the Governor, and deletes
the Commission and the state statutory requirements for the Advisory Committees. (The
Medical Care Advisory Committee is still required by Federal Law.)
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APPENDIX C

COMMISSION ADVISORY COMMITTEE

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 I I 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 years.

In addition, I I ex officio members serve on the Advisory Committee.

The appointees of Governor Canoll A. Campbell Jr. are:

Barbara Jackson, 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, Lake View

Hazel J. Harkness, Columbia

The ex officio members are:

T. Ed Childress, III
Chair of the Medical Care Advisory Committee;
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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. Joseph J. Bevilacqua
Commissioner of the Department of Mental Health;

Dr. Philip S. Massey
Commissioner of the Deparhnent of Mental Retardation;

Ruth Q. Seigler
Executive Director of the Commission on Aging; and,

William J. McCord
Executive Director of the Commission on Alcohol
and Drug Abuse.
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APPENDIX I)

MEDICAL CARE ADVISORY COMMITTEE

Federal law (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 (Department 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

Dr. Larry Scheele, Sumter

James W. Hammond Jr., MD, Columbia

Jim Head, Columbia

Dr. Samual Baker, Columbia

Donna Murphy, Irmo

Hana Pokorna-Williamson, Ph.D., Columbia

John D.R. Jones, Columbia

Dave Reeves, Columbia
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James F. Keasler, Greenville

Jay Cox, Sumter

Dr. Morrison Farish, Florence

Mary Fagan, Columbia

Juanzena Johnson, Columbia

Thomas Brown, Columbia

J. Samuel Griswold. Columbia

APPEI\IDIX E

An organizational chart of the State Health and Human Services Finance Commission
is found on succeeding pages.

APPENDIX F

A two-page outline of the major coverage groups receiving Medicaid services through
the Finance Commission is found on succeeding pages.

APPENDIX G

An analysis of changes occurring within the eligibility coverage groups is found on
succeeding pages.

APPENDIX H

A year-end budget analysis of FY 1992-93 expenditures, including estimated Medicaid
expenditures to providers in each of South Carolina's 46 counties us *ell as expenditures by
county residence of recipients, is detailed on succeeding pages.
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SOUTH CAROLINA STATE MEDIGAID PROGRAM: MAJOR COVERAGE GROUPS

Eliqible Population lncome Limits Resources Benefits

rol AGED. BLIND Must be age (65+), blind, or totally lncome must be at or below 100 per Resources below Medicaid.
DISABLED and permanently disabled. cent of poverty, individual limited $4,000 for an

02t01t93

UNDER IOO%
POVERTY

rnr QillB

rul SLMB

to $581/mo. lf both members of a individual and
married couple qualify, couple limited $6,000 for a
to $786/mo.

Must have Medicare Part A hospital Same as above.
insurance.

Same as above.

couple.

Same as above. Medicaid payment of Medicare
premiums, co-insurance and
deductions.

lncome under 11Qo/o of pove0 ($639 Same as above. Payment of Medicare
for an individual and $865 for a couple). Part B premium only._

tr| AEPq. Must havE child in home under age Based on family size; family of four $1,000 State and Federal cash payment
(Ald to Famlll.a 18. Child must be deprived of limibd to net incoms (after child care based on tumily size; family of
wlth D.p.n&nt support due b a parenfs absenca. and standard work deductions) of bur with no income receives
Childrrnl death, incapacity, or unemployment. $529,/mo. $25!mo.

Medicaid.

ur $! Must be aged (65+), blind, or totally Eligibility is established on an $2,000 for an Federal cash payment based on
(Supgl.monhl and permanenty disabled. individual basis; individual limited individual. income; individualwith no income
Security Income) to $434/mo. lf both members of a $3,000 for a receives $434lmo.

married couple qualify, couple couple.
limited to $651/mo. Medicaid.

lo| OPTIONAL Mus't live in a licensed reaidential Eligibility is established on an $2,000 br an Stab cash payment based on
SUPPLEIEI{T care facility meet SSI Eligibility individual basis; indivilual individual. income; individuat receiyes

cribria except for income. limited to net income of $695/mo. difrerence betyreen net income
and S695,ho. ($662 for thE
Pacility, $33 for personal n€€ds.)

Medicaid.

rn ff&EEtAlES- Individuals under age 18. Based on famiV size; family of four $1,000 Medicaid.
iIEDICAL ASST. (lncludes so-called Ribicoff limited to net income (after child care

children, who are not deprived and standard work deductions) of
of support of a parent.) $529/mo.

Same as AFDC

NOTE: rol = Ootional Coveraqe GrouL rul = Mandatory Coverage Group



SOUTH CAROLINA STATE llEDlCAlD PROGRAI: AJOR COVEMGE GROUPS 02101193

Elioiblo Populdlon lncome Limitt R€aourc€o Benofits

{o| SS!:EE!A!Eq Must be age (65+), blind or btally Eligibility is established on an $2,000 for an Medicaid. Thes€ indivkluals may
I'EDICAL ASST. and perman€ntly disabled. Must individual basis; individual limited individual be required to pay toward the
ONLY lflAOt reside in a medical facility 30 days !o $1,302mo. (excluding home). cost of nursing seNices.

or meet inbrmediate or skilled
nursing care criteria. (lncludes Cunent maximum spouse income Current maximum
p€opl€ in nuFing homes and people allocation is $1,662. spouse resource
receiving home and community allocation is
based 'Vraivsred" services.) $66.480.

(olzuChi|drenunderage21,at|eastE|i9ibi|ityisgenera||yestab|ished$1'000Medicaid.
partially supported by the state, on an individual basis; individual
living in foster homes or private limited to $249lmo.
institutions.

rrl PREGNANT WOMEN Pregnant women and children Based on family size; family of four Resources not Medicaid.
& INFANTS UNDER under age 1. limited to net income (after child considered.
185% POVERW care and other deductions) of

$2,2131mo.

ru SILDBEN AGE All children ages 1-10. (Children Based on family size; children up to Resources not Medicaid.
l-10 UNDER 1 to 6 at 133o/o ot poverty. age 6 in family of four limited to considered.
POVERTY Children 6 to 10 at 100% of net income (after child care and other

poverty.) deductions) of $1,591/mo. Children
6-10 in family of four limited to net
income (after child care and other
deductibles) of $1,196/mo.

NOTE: An adult is not eligible br Medicaid even if his/her incor|e and resourcea are below lhe Medicaid limib unless s/he has a dependent minor child living
wifi hirvher, is pregnant, or i8 aged, blind or totalv and permanendy disabled.



SOUN{ CANOLINA IlEATTII AND I-IUMAN SERVICES FINANCE COMMISSION
Dlvislon ol Data Managemenl

FY I992_93 MEDICAID ELIGIAILITY: MAJOR COVERAGE GNOUPS

JUN 92 JUL 92 AUG 92 SEP 92 OCT 92 NOV 92 DEC 92 JAN 93 FEB 93 MN R 93 APR 93 MAY 93 JUN 93

Prevlous
Month

%change

%Change %Change
Jul 92 to Jun 92 to

Jun 93 Jun 93[@ort
PREGNANT WoMEN & INFANTS i:i: M iii

::::i: i;'ii
CI{ILDREN AGE 1 UP TO AGE lo :;::,: M i':i::

ii; ii::l
AFDC (Aid To Famllies Wilh iii ill
Dependent Chlldren) lii ili
AFDC MAO (4 Mos Extended/Trans) ::::ii M 

i::i
:,i::: i:liiAFDC-REL^TED iii li:ii:

RIB|COFF CHTLDREN 
:::.i 

M 
i:::ii

il:::: iitiQMB's 
i.:.:i 

u l*:;i:'i i::ii:

SS|-REIATED i;,i:i o ,::i:i

NUHSING l1oMf s !:i: '':""

!:i:

i:i:l
i:::l

30,616 30,974

30,538 31,406

8,453 8,754

7,058 6,991

51 34

11,t81 't1,293

143 135
1,683 1,705
258 239

20,o42 20,752

237 189
236 255
674 672

31,619 31,60 1

32,121 32,844

I,693 8,809

6,985 6,970

29 27

11,347 11,323
'| 35 122

1,698 1.697
228 217

2 1 ,306 21 ,7 4l

186 223
274 293
779 706

3 1 ,290 31 ,075

33,382 34,488

8,907 9,566

6,899 6,925

29 32

11.432 11,505
1 37 131

?.oo7 2.044
215 207

21 .841 2?j40

0
17 1

94,1 93
27

30,288 29,967

35,306 36,186

9,722 9,616

6,848 6,824

30 34

11.512 11,480
123 126

2,026 2,029
198 192

22,375 22,306

410 1 ,019

94 ,1 98
27

29.960 30,236 30,274

36,782 32,691 38,214

9,611 9,642 10,302

6,754 6,657 6,735

20 20 19

1 1 ,4 43 11 .47A 11 ,4A7
122 117 123

2,023 1,999 1,992
196 193 185

22,526 22,737 22,669

28 39

1,968 2,039 2,028

602

30,810 30,773

38,916 39,614

1 t,024 11,646

6,637 6,574

19 18

11 ,524

(0

1.79

0.00
0.00
0.00

30.77

4.72

1 .47

0.53
2.93

3.10
o.24

3.76

26.14

33.04

:!::t

2s.72 iil
{:l

i$
tt .tt ii;l

:::::l

(6.s6i:i:l

:i!:l
(64.7 1)i:i

:i:i

c oz !i,i
(s 0et:i:j
19.67:iil

(3s.27)i::i
:::::l

1s.ss iil
.ttl

1r oo.ooiilil
(100.0oliil

0.51

0.00

0.00

4.13
(20

(s

(47

GENERAI llosPllAl s :i.::i

MAO (OTHER) i,,:
1977 PASS-ALONGS 

::'i,i

::l:::

AGED, ALIND, DTSABLED :::::: O
i::,,:

MEDICAILY NEEDY iii:; O
AGED, BLIND or DISABLED :::i::

NURSTNG ]toMES :i.i;;

AFDC-REIATED 
:l::i:

it::sc HEALTI{ AccEss PLAN' 
il:i
:,i::

ssr NURSTNG HoME.. lii M
:ii::

FoSTER clllLDnEN li:l o
REGULAR FoSTER CABE i,:i

i,,!

f casH prvuettf - ---li;i

AFDC

AFDC_RELATED
TITLE IV-E
TiTLE IV-E ADOPTIONS
REFUGEE/ENTRANT

SUPPLEMENT SECURITY INCOME
ssl
SSI WESSENTIAL SPOUSE

OPTIONAL STATE SUPPLEMENT
OSS Only/OSS Adult Foster Care
oss

FOSTER CHILDBEN i

556 556 568 580 589

134,735 133,621 136,653 135,662 135,641

2,168 2,171 2,121 2,103 2,A77
197 203 211 218 237
24 37 43 36 40

91,441 91,960 92,486 93,299 93,462
29 29 27 27 27

997 986 1,070 1,060 1,044
2,686 2,665 2,774 2,763 2,744

1 ,130 1 ,102 1 ,058 1 ,075 1 ,067

596 588 589 598

11,495
119

2,003
173

22,871

2.05
(3.7
18.12

(30.1

| 1.63

2,O14
167

lil
i:::::

xi
iiii

i::::i

136,825 140,897

2,105 2,1 16
257 281
43 45

142,811 144,100

2,121 2,079
321 334
39 57

93,936 93,669
27 25

1,110 1,114
2,878 2,865

1 ,035 981

143,722 142,642

2,093 2,083
358 393
409

93,757 93,880
25 25

1,115 1,146
2,867 2,921

949 962

23,1

117 153

2,019 2,195

614 623

t41,866 140,464

2,073 2,084
443 456
26 25

94,713 95,220
25 23

1 ,162 1 ,198
2,920 2,927

983 1,020

(1 00
(1oo
(100 (1 00

446.43

435.37

i:i:i M i::i.lt: i:t
liii:i u riii
:::::: i:::i

:::::: ::::i

i:::: iri::

iii u iii

:,ii o i:ii

ili.l
::l'.j

.05:!i:::!:.r
i::i:

:::::i

.12iiiiii

llt
,t-aa

:1;:::

01lill
.63 iiil
.13tiii

t]!:

i:::i
.55 !il:
,6sii1il

12

5

(4
124
(32

(20

(3.87
131 .47

1.17

1,089 1,113
2,787 2,836

1 ,041 1 ,036

21 .50
9.83

(7.44

20.1 6
8.97

3{5,133 346.729 352,,1t1 353,396 353 357,077 361 367,227 368.363 368.730 371

SOLjFlC€: S.C. OEPARTMENT OF SOCIAL S€RVICES ELIGIBILITY PAYMENT CATEGOHY FEPORT DATED JULY 1991 - JUI€ 1992: and JULY 1s92 - MAY 1993.

NOTE: OPTIONAL CoVERAGE GFOUP = (O) MANDATORY GROUP = (M)
THE DATA PFESENIEO EFERS TO ELIGIBIE PERSONS.'
THE MEDICALLY IIEEOY PFOGRAM WAS ELIMINATED EFFECTIVE OCTOBEFI 1992, TI.IE ELIGISI.ES SHOWN IN TI-€SE CA1EGOBI€S EPRES€NTS F€TROACTIVE ELIGIBI.ES
sc IGALTH ACC€SS PLAN ELTG|BIES (pcs3l BECAME EFFECTTVE MABCH 1993..
ssl NURSING HOiiE ELIcIBLES (PC 54) ECAME EFFECTIVE OCToSER 23, 1s92...

TOTAL STATE ELIGIBLES

(s.7



HEALTH AND HUMAN
FISCALYEAR 1992-St

MEDICAID ADJUSTED APPROPRIATION AND EXPENDITURES

ADJUSTED
APPROPRIATION

TOTAL STATE
EXPENDITURES

TOTAL STATE
FUNDS

YTD %
EXPENDED

STATE
BALANCE

STATE
EXPENOITURES

FEDEML OTHER
FUNDS

230,071,(X0 34,s9s,283
308,246,564 121,771,985

ACT92-c'
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-REGUI.AR
SMI-MAO

TOTAL ASST PYT HHSFC

ASSISTANCE PYTS OTHER AGENCIES
DEPTOF MENTALHEALA
DEPT OF MENTAL RETARDATION
DHEC
MUSC
U.S.C
ALCOHOL /DRUG ABUSE
CONTINUUM OF CARE
SCHOOL DEAUBUND
DEPT SOCIAL SERVICES
DEPTYOUTH SERVICES
DEPT OF EDUCATION
GOVERNOR'S OFFICE

TOTAL ASST. PYT OTHER AGY

TOTAL MEDICAID SERVICES

139,197,416
58,913,891
73,U4,2U

8,467,078
22,s16,799
56,962,717
7,7U,tN9

24,877,377

34,902
2.,033,767

992,690
4,496,82s

1,721,247
3,971,060
5,418,616

508,s10
992,557

5,8s3,906
127,703

1,366,000

13,9t13
8,228,125

396,024
1,796,365

---_----o-----------o-
9gg,_3!?,!gs____1_79.339,!q?_

59,9s5,(x)0 23,859,614
135,080,342 53,700,691

7,975,506 4,107,746
2,089,075 &t0,844

737,565 6,899
509,874 203,,146

4,4i!6,374 1,760,401

-______ _*0_ _______ _ __q
3_3!.t3p10_____9J,_s!1,!91

168,724,105 271,230,9ss

s6,603,753 321,270,O7s
438,596 430,4s7,145

53,834,252 194,752,915

23,639,649 102,402,s29
2,84s,038 11,820,626
6,963,2s3 30,472,609

____!,1949$______!,tgag18______gJga$8______!,!gaqs_q
1?3_.,?_s_____1ftp12,991__J_.ry!,!?Lg!s_____19?gagry_______L10.0_r1______

8/123,42,
188,782,255

12,2833,29
2,927,200

946,503 2O2,OO7
728,669

6,206,305
65.414

30,282,2U
1,427,295
6,trt8,244

0

___qfl,!Lqg2_0_ _______uJ997_____qgg,!1q1q4 202,006 100.00%

1,639,234,145 192,214,891 1,632,169,949

DATA IS BASED ON THE FINANCE COMMISSION'S GAFR'S 9424 EXPENDITURE REPORT.



SUMMARYOF FY 1992-9i} AGENCY BUDGET

AGENCY ADJUSTED APPROPRIATION ANO o@ENDITURES

ADJUSTED
APPROPRIATTON EXPENDITURES

TOTAL STATE

YTO %
EXPENDED

STATE
EXPENDITURES

FEDERAL OTHER
FUNDS

9,718,423
2,308,850

141

16,565,414

28,102,537

930.382,095 176,326,867
94,904,088

1,168,724,105

8,2%

9,7n.,o13
12,730,895

0
7,461,933

0

n1,?3,o,95s

50,914,841 4,670,626

1,264,314,991 2S1,679,2s1
:====================

399,366
69,859

______E9198_
628,423

17,145,9*l

3,314

43',,U7
0
0

4,m,ng
0

ACT92-Cl

I, OPERATING
PERSONAL SERVICES
FRINGE BENEFITS
OTHER OPERATING

TOTAL OPERATING

II MEDICAL SUPPORT CONTRACTS

III PROGRAM SERVICES MEDICAID
HHSFC MEDICAID
OTHER AGENCIES

IV HEALTH ACCESSASST PYTS

IV OTHER PROGMMS
SOCIAL SERV BLOCK GRANT
ALCOHOL & DRUG ABUSE
INTEGMNON PROJECT
CHILD CARE BLOCK GRANT
HEAD START

TOTALOTHER PFOGRAMS

AGENCYTOTAL

TOTAL
FUNDS

DATA IS BASED ON THE FINANCE coMMISSION'S GAFR'S 9424 EXPENDITURE REPORT.

16,686,237 5,420,150 i5,tiil7,9it3 5,4mJ44 10o'0o% 6
g,8oa,o6c 1,266,934 3,645'el2 1,206,933 100'00% 1

----9JLBq1-----3499?gs------9191{2------?'9-'4i-------LW-E}-----------98,78s,N2 25,979,117

4,151,287 49,399,555 4,151'285 100'00%

1,305,123,225 192,012,884 1.m8,721,U5 192,012'8tr1 100'm% I

---€lJLqgao- -----&91-----€941S!y-------392-'996-------19:81-----------l
1,639,234,145 'l%,214,891 1,6t2,169,949 192,214,889 100.m%

0 11,608 0

13,504,44i1 1,810,211
00

---llfl 1310------?:Y\!Y-------1T:T1-
1.76s,167,459 n7J73,217 100.00%



SOUTH CAROLINA HEALTH AND HUMAN SERVICES FINANCE COMMISSION
Division of Data Management

FY 1992-93 COUNTY MEDICAID E(PENDITURES ANAL

COUNW
RANK BY PROVIDER

RICHLAND
CHARLESTON
GREENVILLE
FLORENCE
SPARTANBURG
I.AURENS
HORRY
ORANGEBUFlG
SUMTER
ANOERSON
AIKEN
LE(INGTON
DARLINGTON
YORK
DORCHESTER
GREENWOOD
GEORGETOWN
BEAUFORT
MARION
COLLETON
OCONEE
DILLON
CLARENDON
PICKENS
KERSHAW
CHESTERFIELO
CHESTER
MARLBORO
UNION
LANCASTER
NEWBERRY
BARNWELL
FAIRFIELD
BAMBERG
WILLIAMSEURG
CHEROKEE
BERKELEY
LEE
JASPER
ABBEVILLE
EDGEFIELD
ALLENDALE
HAMPTON
MCCORMICK
SALUDA
CALHOUN
NON SC
ADJUSTMENT

ALL COUNTIES

SOURCE:

NOTES:

RANK E(PENDITURES
NO. BY PROVIDER

COUNTY
RANK BY RECIPIENT

E(PENDITUFIES
BY RECIPIENT

't24,584,O45
94,A17,840.
86,901 ,992,
67,952,251
67,937,815
62,380,891 ,

40,953,055
39,790,623
39,716,422
3e,113,988,
37,2'14,731 ,

36,097,331 ,

34,482,701,
32,573,834,
31,683,668:
22,950,799,
18,778,561
18,582,094,
1 8,390,219
18,261,779'
't7,953,224,
17,792,024,
17,s31,979,
17,545,490
1 6,91 9,549 i

16,667,657
16,588,252
15,341,597
14,316,183,
13,785,862
13,665,233
13,057,516
12,373,248
12,261 ,1 89
1 1,982,971
1 1,864,500
10,573,O72
9,817,898
9,704,677
9,014,898
7,916,419
6,897,819
6,8s6,066
6,732,833
6,162,635
4,640,186

0
401 ,020,949
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MMIS MEDICAID SPENOITURES 8Y COUNTY REPORT DATEO JULY 1/3, 19s1.

EXPENOIruRES BY PROVIDER REFAS TO THE COUNTY tr THE PROVIOEF.

E(PENOITURES AY RECTPIENT REFEFS TO THE COUNTY tr THE RECIPIENT.

PAYMENT FOR RECIPIENTS OO NOT INCLUDE GRG AII'TJSTMENTS OR

CONTRACTURAL IRANSPORTATION.
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Total Number of Documents Printed

Cost Per Unit 3.14

Printing Cost - S.C. State Budget & Control Board (up to 255 copies) g
g',t5.72

400

Printing Cost - Individual Agency (requesting over 255 copies
and/or halftones)

Total Printing Cost

441.77
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