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State Health and Human Services Finance Commission

Seeing opportunity in newly streamlined authority for states to experiment with their
Medicaid programs, Governor Campbell announced Sept. 3, 1993, that he was asking
Washington to implement his plan to slow South Carolina's rate of growth in Medicaid
program costs and to use the savings to extend coverage to previously uninsured low-income
people as well as to build a health-care delivery infrastructure tailored to market-based reform.

"This project was designed to achieve some very important goals for South Carolin4"
said the governor in a March 1994 memorandum to the General Assembly informing legislators
he had carried his proposal to Washington.

"It will contain the runaway growth in the cost of our current Medicaid program. It will
provide access to a basic package of health care benefits through a managed care delivery
system to our current Medicaid population. And it will ask permission of the federal
government to bring into the Medicaid program approximately 149,000 currently uninsured
low-income South Carolinians and 86,000 who would otherwise only be served part of the year
by Medicaid (such as pregnant women). In addition, it will build a health care delivery
infrastructure that will enable South Carolina to avoid a federal prescription on how services
should be delivered in our state. I believe this project is an important first step in providing
our citizens access to preventive and primary care services in the setting of their choice."
Specifically, Govemor Campbell proposed the creation of the Palmetto Health Initiative,
a Medicaid waiver project he submitted to the federal government on March 3,1994. His staff,
and that of the Finance Commission, worked with individual providers and provider
associations as well as with the Legislature to move towards greater detail and clarity on the
program design. These efforts included public hearings in Orangeburg, Fairfarc, Greer, and
Columbia.

Upon approval by the federal government (announced by the governor on Nov. 17,
1994), the Palmetto Health Initiative would extend a basic package of health care services to
South Carolinians whose incomes are at or below 100 percent of the federal poverty level.
This should begin Jan. l, 1996. If resources permit, the project also will phase in health
care coverage to children whose incomes are at or below 133 percent of poverty.
The governor said that employment would be no bar to health czue coverage for this
low-income population thus removing disincentives to work, particularly for the current welfare
population. Further, the project will include many of South Carolina's uninsured working
families whose wages are still below the federal poverty level.

Besides managing South Carolina's Medicaid resources more efficiently to slow the rate
of growth in the cost of the program, Governor Campbell's goals for the Palmetto Health
Initiative include providing better access to more appropriate levels of quality primary and
preventive services for the state's 500,000 Medicaid recipients. Additionally, a key goal was
to preserve the element of choice for clients and their providers.

Other goals included examining ways to reduce the costs of nursing home care and
provide services to the elderly in their homes and communities; ffid, streamlining the
cumbersome Medicaid paperwork requirements for both the state and the provider community.

In order to recognize South Carolina's unique medical demographics and to preserve
the element of choice for both program participants and providers, Governor Campbell planned
so that health care services will be delivered either through fully managed care plans or
through an enhanced physician program.

The Palmetto Health Initiative will be funded largely from a redistribution of state and
federal dollars already in South Carolina's Medicaid progmm. Under the project, South
Carolina will not continue to run the disproportionate share hospital program as it is currently
defined. Instead most disproportionate share dollars will be redirected to purchase a full range
of health care services for individuals previously uninsured who will brought into the program,
he said.
As the project phases in coverage of the new clients, state dollars now allocated to other
state agencies for the provision of health-care services to these currently uninsured, low-income
individuals can be reallocated to the Palmetto Health Initiative budget. Even with the infusion
of these new or redirected dollars, said the governor, the Palmetto Health Initiative is projected
to save millions of state dollars over the life of the project. These savings represent the
amount of money South Carolina would have had to spend in the Medicaid program in the
absence of the waiver project.

"As is the case with any state program, and as would be the case with Medicaid even
if we settled for the status quo, we will be able to fine tune and make midcourse corrections
if necessary ff; we go along," the governor stated in his memo to the Legislature. "As we move
forward to submit our waiver application and negotiate with the federal government for its
approval, I am asking all of you for your support and your continued ideas and input on ways
to make the project even better." A result was the creation by the General Assembly of the
Medicaid Waiver Task Force, chaired by Sen. Verne Smith. Other members included Sens.
Harvey Peeler, Kay Patterson, Hugh Leatherman, and John Matthews; Reps. Jim Mattos, Gilda
Cobb-Hunter, June Shissias, and Carole Wells; gubernatorial appointee Margaret Key; and nonvoting members: Dr. Larry Winn, Dr. Monnie Singleton, Dr. Gerald Wilson, Carole
Emmanuel, and John Burgess. This committee is intended to be a bridge between the outgoing
administration and that of incoming Gov. David Beasley, as well as a linkage to continued
support and funding by the General Assembly.

Governor Campbell Announces Transitions project
Families, especially children, in three South Carolina counties will benefit from a new
program addressing the problems of chemically dependent women, Gov. Carroll A. Campbell
Jr. announced Dec. 18, 1993.

"Project Transitions targets prenatal substance abuse, a complex problem that
significantly impacted our nation and our state," said the governor.

has

"Chemically dependent women have multiple, unique needs, in addition to the need for
treatment for the disease of addiction. Furthermore, addiction requires a holistic approach if
family preservation and recovery are to be realized," said Governor Campbeli. "yet
historically, substance abuse treafinent progftlms have not totally addressed the unique needs
of women and their children. Treatnent programs are reluctant to admit pregnant women due
to fears of liability and lack of expertise in meeting their needs."
Transitions will provide access to early medical, substance abuse, and other services that
address the diverse needs of Medicaid-eligible pregnant, substance abusers and their children.
It is funded by a Health Care Financing Adminishation (HCFA) research grant of $3.1 million

and targets the Edisto Health District, consisting

of

Bamberg, Calhoun, ond Orangeburg

counties.

This area was selected as the demonstation project site because of a firm foundation
of available quality services and a demonshated community commifinent to address the
problem of prenatal substance abuse.
Many health care professionals in the area have reported increasing numbers of women
and infants affected by substance abuse in the Edisto Health District.

A local work group attempted to address the complex problem through development of
a screening and referral protocol, and other activities. Numerous barriers were identified,
including lack of formalized interagency coordination and extemely large caseloads for case
managers, that prevent access to needed services for many women and infants.
Transitions will use outreach activities to "get the word out" to the target population and
to community members, and providers who come in contact with prenatal substance abusers.
Identified high-risk drug areas also will be targeted. Outreach specialists have also begun
making contacts with local churches and ministers in the communities.

Transitions involves Orangeburg Regional Medical Center; Bamberg County Hospital;
the Health Departments and Social Services offices in Orangeburg, Calho.tn *d Bamberg
counties; the Department of Mental Health; the Department of Mental Retardation; the Dawn
Center; the Family Health Center; the Solicitor's Office; Clemson Extension; Citizens Against
Sexual Assault (CASA); and other organizations and agencies.

The program's goal is to preserve families by providing in-home and clinic based
medical/counseling services to treat the mother's alcohol and.other drug abuse and to address
the family's total needs as an alternative to moving the children into foster care. Appropriate
women and their children will be provided drug-free transitional housing while the mother
receives alcohoVdrug treatment including detoxification, inpatient and outpatient services, and
intensive counseling. In-home services will help families overcome situations conducive to
succumbing to chemical dependency.
Project Transitions will include a strong research component which
demonstrate that the described interventions will:

will

attempt to

l) Increase

the number of pregnant Medicaid eligible substance abusers who seek and
engage in medical and drug treatment early in pregnancy;

2) Maintain the participation of the patients in medical and drug treatrnent;
3) Result in healthier outcomes for mothers and infants; and,
4) Demonstate cost effective utilization of Medicaid dollars.
Success of the demonstration project will hopefully influence expansion of Medicaid
funding to include these critical services. The ultimate goal is replication of the similar models
statewide and in other states as well.

CLTC Celebrates 10th Anniverstry
The Community Long Term Care (CLTC) program, administered by the Finance
Commission, celebrated its lOth anniversary during FY 1993-94. CLTC began statewide
service in July 1983 following a three-year pilot program in the Upstate. It was first established
to meet the needs of the elderly or disabled persons who were not able to care for themselves
independently over a long period of time. The idea was that rather than move them into
institutions to receive medically needed services, services previously provided only in
institutions could be brought to the elderly and disabled in their homes and communities, near
their families, friends, churches, and other support groups. Not only has the CLTC model been
widely copied by other state Medicaid programs, but research has shown that the CLTC
program is a cost-efficient. alternative to institutionalization of elderly and disabled individuals.

Currently, CLTC administers three programs: the ElderlyiDisabled waiver, the
HIV/AIDS waiver, and the Children's Personal Care Aide (PCA) program. The
Elderly/Disabled Medicaid waiver program targets disabled individuals 18 years of age or older
and offers case management, personal care aide, home'delivered meals, medical social services,
adult day health care, and respite care. The HIV/AIDS Medicaid waiver progmm assists
persons who have been diagnosed with HIV or AIDS. The services it offers help a person stay

at home as long as possible and avoid extended hospital stays. There is no age limit for this
program. The HIV/AIDS waiver program offers case management, personal care aide, homedelivered meals, counseling, private duty nursing, foster care, and modified hospice care.

Through a collaborative effort between CLTC and Medicaid's Early and Periodic
Screening, Diagnosis and Treafinent (EPSDT) program, PCA services are available to eligible
children from birth through the 20th year as part of our State Medicaid Plan. The CLTC case
manager works closely with the child's EPSDT worker and authorizes PCA services to meet
the child's needs. Children who are being served under this program are eligible to enter the
CLTC Elderly/Disabled waiver upon reaching age 21.
In addition to these home-care programs, another responsibility of CLTC is conducting
pre-admission screening for clients who are accessing Medicaid-sponsored community
programs or nursing home care. This screening process conducted by CLTC nurse consultants
assures that clients meet the prescribed Medicaid level of care. A part of this process also
includes PASAR& or "Pre-admission Screening and Annual Resident Review." It is a federally
mandated program that requires each state to screen individuals with any evidence of mental
illness, mental retardation, or developmental disabilities. All individuals applying for or
residing in Medicaid-certified nursing facilities must be screened to determine if they have
indicators in the above-mentioned categories, regardless of their method of payment.

Eligibility for the CLTC Medicaid-sponsored programs is two pronged: clients are
required to meet categorical and financial guidelines of Medicaid eligibility in addition to
medical eligibility criteria.
CLTC case managers work with eligible clients to help them select the plan of services
which is most suited to their needs. The case manager works with the disabled person and his
or her support system to assess the individual's specific needs and develop a service plan
involving avariety of providers depending on the client's needs. Throughout this process, the
case manager involves the client, key family members, the physician, and other appropriate
caregivers.
The plan of care is likely to include informal services, such as help from family, friends,
and volunteers, as well as formal services from agencies, such as energy assistance, church
group activities, and professional services. The case manager may also authorize services from
approved providers who have contracts with the Finance Commission. The case manager
continually monitors the provision of services and assesses case progress.

The goal of all CLTC programs is to help eligible persons live as independently as
possible, near loved ones, with the least amount of physical, emotional, ild financial stess.
This is the goal of most elderly and disabled persons and their families. It is the goal CLTC
shares with many other agencies and care providers in the public and private sectors.

Long Term Care and Medicaid-Eligible Citizens
During FY 1993-94 the Finance Commission completed tvro studies that documented
and described the condition and plight of those elderly and disabled South Carolinians needing
assistance with their day-to-day lives. A third study compared the findings of the other two
reports. The first study looked at citizens applying to nursing facilities ("Report on the Study
of Applicants Seeking Medicaid-sponsored Nursing Facility Care in South Carolina"). The
second, "Final Report on South Carolina Community Long Term Care Waiting List Study,"
looked at citizens applying for assistance in their homes and communities. These two studies,
and the third, "A Comparison Report: Community Long Term Care Applicants and MedicaidSponsored Nursing Facilities Applicants," were conducted by the Bureau of Community
Services in order to gather data which will be of assistance to long term care policy-makers
and program managers.
Traditionally, Medicaid long-tenn care has meant nursing facility care; but South
Carolina was one of the pioneers in developing a Medicaid waiver program which helps people
stay in their homes. The Community Long Term Care Program (CLTC) allows family
members to provide most of the care needed for their loved one by assisting them with some
of the essential tasks the client requires. The program also saves the state money by serving
citizens at lower costs than those of nursing facilities. Eligibility criteria for at-home care is
the same as that for nursing facility care.
Over the last few years, it has become apparent that alternatives to nursing facilities,
such as CLTC and alternative living arangements, are higHy desired by the client population,
their families, and the general public. Policy-makers are also interested in this are4 because
it provides attractive alternatives to their constituents, allows for freedom of choice, and is
generally less expensive than nursing facility care.
The nursing facility study was based on telephone interviews of caregivers in a sample
of 76 applicants to Medicaid-sponsored nursing facility care. Following are some of the
important conclusions reached in the study.

Institutional nursing facility placement seems inevitable for persons who:

.

are in residential care facilities (no caregivers).

. have conditions which make home

care physically impossible.

.

have a caregiver whose health has deteriorated.

.

have a caregiver unable to provide 24-hour care.

Fifty percent could have remained at home if more services were available:
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.

services must be immediately available.

'

assistance with Activities of Daily Living (ADL's), sitter services, respite care most

needed.

The report recommended that alternatives to nursing facilities be developed and/or
expanded, since such a large percentage of applicants could be helped to stay in their homes.
Cost-effective programs such as CLTC should receive additional funding to expand the
program to all eligible applicants, thereby eliminating ttre waiting list.
The CLTC Waiting List study was based on in-home interviews and assessments of 383
applicants. Following are some of the more important findings of that study.

If funding were available, 1,170 people could move immediately into CLTC, while
another 780 could do so after financial determination.

'

'

One-third of applicants' homes need restoration or rehabilitation.

58 percent of applicants would be good

'

candidates

for alternative living

arTangements.

'

Caregivers are generally family members providing an average of 70 hours per week.

'

70 percent of caregivers ask for some modest assistance.

'

25 percent of applicants who are fragile need new ways to receive routine medical

care.

'

54 percent need hansportation to doctors,
get prescriptions.

.

5l percent to get groceries,

47 percent to

Caregiver taining and support is needed.

Analysis of the data has led to some understanding of these populations and the roles
current and future services can play. preliminary conclusions includef

'

The biggest single determinant of where long term care takes place is the availability
of informal caregiving.

'

Modest support for caregivers can significantly help in keeping elderly and disabled
persons in their homes and communities.

'

Persons awaiting nursing home placement and persons on the CLTC waiting list are
very similar except for:

Age (median nursing facility applicant age is 84, median CLTC applicant
is 76)

age

Caregiver burnout (self-reported "worse health" due to caregiving was 75
percent for the caregivers of nursing home applicants, and 46 percent for
caregivers of CLTC applicants)
Mental status (74 percent of nursing facility applicants, and 26 percent of CLTC
applicants had moderate to severe long-term memory problems)

It is apparent that the elderly and disabled need both nursing facility and home and
community based services available to them.
The third study, "A Comparison Report: Community Long Term Care Applicants and
Medicaid-Sponsored Nursing Facilities Applicants," compares and contasts those who are on
the waiting list for the CLTC progam with those who are on the waiting list for Medicaidsponsored nursing facility care. In this study, only individuals meeting the criteria for skilled
or intermediate level of care are included. The two groups are compared to determine if they
have similar situations and needs and if it would be possible to provide less costly communitybased care instead of institutional care to those who are waiting nursing facility placement.

Statistically significant differences were found in the gender, race and age of the
applicants and in caregiver health and well-being. Nursing facility applicants are an average
of nine years older than those on the CLTC waiting list, are 75 percent female versus 70
percent for the CLTC applicants and are 25 percent African-American versus 40 percent
African-American for the CLTC applicants. The study also found 75 percent of caregivers for
the nursing facility applicants reported worse health and 86 percent reported worse well-being
since beginning to give care, compared with 47 percent of caregivers of CLTC applicants who
reported worse health and 58 percent who reported worse well-being.
The other statistically significant differences found were in deficits in toileting and
deficits in long-term memory. The study found 91 percent of the nursing facility applicants had
deficits in toileting and 74 percent had deficits in long-term memory. The study also found
66 percent of the CLTC applicants had deficis in toileting and 33 percent had deficits in longterm memory. Despite these differences between the two groups, 57 percent of those entering
the nursing homes stated they would have preferred to have stayed at home if help had been
immediately available. At the time of the CLTC study the average waiting period was nine
months.

Recommendations from this report include developing a full array of long term care
services in South Carolina" including expanded choices for living arrangements as well as a
variety of home- and community-based services which emphasize maintaining individuals at
their optimum level of functioning. These services would also include support for caregivers,
a vital link in maintaining frail elderly individuals in their homes and communities.

In South Carolina it has been shown to be cost effective to provide home- and
community-based services to those in need of long term care. Also, most frail elderly
individuals want to remain at home, given appropriate options, and their caregivers would like
to keep them there, if possible. There are those who nied institutional care. There are also
those whose needs can and should be met at home and in the community.
Historically, in South Carolina the majority of Medicaid funding for long term care of
the frail elderly has gone to nursing facilities. However, with the incre-asing demand for long
term care services and the demonstrated cost effectiveness of home- and community-based
care, it is recommended that there should be a balancing of funding between nursing furititi*
and home- and community-based services, with any new available monies bein! used to
achieve that balance.
Substitute Home Program Waiver
During FY 1993-94 the Finance Commission was asked by the Long Term planning
and Policy Subcommittee of the House Ways and Means Committee to devilop a Medicaii
Waiver for Substitute Housing. This waiver application was approved by the Commissioners
of the State Health and Human Services Finance Commission-and wili be submitted to the
Health Care Financing Administration Regional Office in Atlanta for approval by December
31, 1994. The Finance Commission had been researching long-term-cari-housing alternatives
for two years to expand the long-tenn-care service delivery system for elderly *a ai*Ut.a

individuals.

Finance Commission representatives met with Rep. Jim Mattos, Ways and Means staff,
Dr. David Murday of the Joint Legislative Committee on Health Care Planning and Oversight,
and officials of the South Carolina Association of Residential Care Homes (SCARC$ to
discuss creative ways to utilize $13.5 million in state funds currently allocated to the
Departnent of Social Services for the Optional State Supplementation Program. These funds
possibly could supplement a $250,000 appropriation.

Planning efforts centered on several areas. Agency staff evaluated the Oregon waiver
understand its similarities and differences when compared to South Carolina,s service
delivery system. Health Care Financing Administation (HCFA) guidelines require that
individuals admitted to such a waiver must meet the South darolina Lottg Term Care Level
of Care criteria for Medicaid-sponsored Nursing Facility Care. Results of a survey conducted
by SCARCH were evaluated to determine its usefulness for data on the functional status and
level of need of persons currently residing in community residential care facilities.

to

Staff had recently developed projections of the growth of several age categories by the
year 2000. The analysis indicates that the number of additional persons tt
Jome type of
"aittg
long term care services either in an institution or community-based setting will
piobably iiceed
10,000 persons. In South Carolina, it is expected that there will be dramatir gto*lh in the
number of persons age 65 and older. The numbers will be even more dramatic ln the age 85

population. Therefore, South Carolina must begin to look at lower-cost, community-based
options to meet these growing needs.
Other states have successfully sought approval from HCFA to use Medicaid dollars to
serve persons meeting the state's long-term-care level of care criteria in a setting other than the
traditional nursing facility placement.
The Finance Commission submitted its proposal to Representative Mattos on Sept. 14,
1993. The proposal recommended the creation of five components such that four services
would be preceded by Mandatory Pre-admission Screening (PAS) as an administative function.
PAS is the process by which clients would be evaluated for their appropriateness to participate
in the waiver, to include but not be limited to assessment of functional stafus, service needs,
and a level of care determination. Care management, another component of the proposed
waiver, would be provided as a quality assurance process to guarantee delivery of services
which are appropriate to meet the functional, medical, social, and other needs of the client.
The next component of the proposed waiver is the substitute home progftrm that would
facility setting, an assisted living setting, and an adult foster
care setting. The settings are designed to meet the specific needs of individual clients with a
bias toward the social model rather than the medical model. Such a model represents a more
client-centered philosophy driven by more independence and an acceptable level of risk.
create an enhanced residential care

As proposed, an enhanced residential care facility is a licensed residential care facility
which provides room and board and a specified array of services for four or more individuals
who meet the substitute home program service and financial eligibility criteria in a setting
which offers private or semi-private rooms and baths with common areas for dining, social, and
recreational activities. Primary caregivers are facility employees or facility sub-contacted
service providers.

An assisted living facility is a licensed assisted living housing option which provides
a combination of room and board and a specified array of services for four or more individuals
who meet the substitute home program service and financial eligibility criteria in self-contained
apartments with private baths and kitchens and housed within a larger structure with common
areas for dining, social, and recreational activities. Primary caregivers are facility employees
or facility sub-contracted service providers.

Adult Foster Care is a licensed adult foster care community-based housing option in the
private home of a non-relative foster family caregiver which provides room and board and a
specified array of services to no more than three persons who meet the substitute home
program service and financial eligibility criteria in private or semi-private rooms and baths with
shared family living areas.
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Volunteers get wake up call

Helping hands were extended to thousands of frail elderly and disabled Medicaid
recipients due to an unanimous vote of the Commissioners of the State Health and Human
Services Finance Commission at the oct. 26,1993, regular monthly meeting.
The Commissioners approved the addition of environmental or home modifications to
the Community Long Term Care (CLTC) elderly/disabled home- and community-based waiver
package. SpecificallY, the Commissioners agreed to purchase materials that volunteers could
use to improve homes of CLTC recipients.
Environmental modification provides minor house repairs and enhancements to clients
home. The
service includes a variety of enhancements, such as constructing wheelchailamps, installing
grab bars, widening doorways for wheelchairs, "weatherization," purchasing and installini
appliances such as fans, room air conditioners and space heaters, and exterminations and rodent
control.
so that they may remain in the community rather than be forced to enter a nursing

CLTC contacted state agencies, non-profit organizations, technical school systems, and
others to determine if they would be willing to coordinate with CLTC in the provision of these
services. Specifically, they were asked if they would be willing to provide volunteers to make
modifications if CLTC could pay for supplies. This was done to develop the service as cost
effectively as possible and to fully utilize all available resources before .5ing Medicaid funds.
Several agencies indicated willingness to participate, some on a statewide basis.
Consistent with CLTC's philosophy of utilizing available community resources to the greatest
degree possible before using Medicaid funds, the Finance Commission concluded that ii would
be viable to provide this service, paying for materials as necessary and relying on other
agencies to coordinate construction and home modifications. About l0 percent of clients
would utilize this service every year, at least for the first few years. After this, utilization
should decrease since most clients will need the service only one time over their entire
enrollment in the CLTC waiver progmm. Average cost of the service is estimated not to
exceed $200 per client. Estimates therefore are that 700 clients will be served each vear at a
program cost of approximately $140,000.

Adult Protection Coordinating Council
Another development that occurred during FY 1993-94 that impacted South Carolina's
elderly population was the creation of the Adult Protection Coordinating Council. Its history
dates to Aptil24, 1991, when Gov. Carroll A. Campbell Jr. signed a joint resolution ,porrror.i
by the Joint Legislative Committee on Aging mandating the -South barolina Long Tirm Care
Council to convene an Advisory Committee to Study Adult Abuse, Neglect and Exploitation.
The Advisory Committee identified the problem areas in the adult protection system and made
comprehensive recommendations to improve the system in the areas of training, employment

1l

issues, advocacy, public awareness, care issues, coordination, and legal issues. The committee
then completed the development of an Omnibus Adult Protection Act.

The Omnibus Adult Protection Act created an effective system for reporting,
investigating and prosecuting adult abuse, neglect and exploitation and included role
clarification for the entities involved. For the first time, there is a clear definition of the class
of individuals to be protected. The act also addresses overlapping jurisdictions and duplicative
reporting requirements.
There are identical statutory definitions of abuse, neglect and exploitation for instances
that occur in the community and in facilities. In addition, the act sets out the circumstances
under which law enforcement can take an adult into emergency protective custody.
The act was signed into law by Governor Campbell on June ll,1993, with an effective
date of Sept. I l, 1993. Article Three of the act creates an Adult Protection Coordinating
Council under the auspices of the Finance Commission. The Council was created because of
the depth of concern about the need for frequent, continued coordination and cooperation
among the entities involved in the adult protection system. It is believed to be the only such
coordinating council dealing stictly with adult protection in the United States.

As regards the creation of the Adult Protection Coordinating Council, the Finance
Commission is required to provide staffing. However, the act states, in part, "Duties of the
council are subject to appropriation of funding and allocation of personnel sufficient to carry
out the functions of the Council." The Finance Commission has asked for the funding for the
Council in its FY 1994-95 budget request. Although there is no current funding, the Finance
Commission agreed to convene the Council because of the level of interest among members
and the issues around implementation of the new act.
With agreements from members that the Council would meet only quarterly until there
is an appropriation for staff, the first meeting was held on Feb. 7, 1994. Officers were elected,
bylaws were adopted, and issues relating to implementation were thoroughly discussed.
Over the last ten months, the Council has created several subcommittees to assist in
making recornmendation on various topics which impact the adult protection system. One
subcommittee has assisted with clarification of the 'facility* definition by developing
interagency MOAs to guide field staff about the appropriate investigative entity for institutional
and community settings.
Another subcommittee is developing a grant proposal for funds from the Administration
on Aging to create a Training Intitute for agencies involved in the adult protection system. A
subcommittee has just completed its work on a matrix for field staff to guide them in referring
cases to local law enforcement. A newly created subcommittee will meet in January, 1995, to
focus on protective custody for residents of facilities.

t2

A Comprehensive, Holistic, and Integrated Model
One of the challenges facing the Finance Commission is ma:rimizing opportunities to
realize the greatest benefits from preventive services. FY lgg3-g4 found the Finance
Commission working with Columbia College working towards creating a "one-stop-shopping"

scnool.

If

Columbia College has its way, students at Arden Elementary and Alcorn Middle

will find help for just about any of life's woes: grammar, math, child care, children's
preventive health screenings and immunizations, family life education, drug addiction,
schools

depression,

ild

parents who just don't understand.

It's known

as a "one-stop-shopping" school, a place where a broad range of social,
health, and counseling services are gathered under the same roof. Such services-include, bui
are not limited to: adolescent pregnancy prevention, substance abuse corurseling and referral,
transportation, parenting skills, case management, medical referrals, recreation, and family
preservation activities.

In the surnmer of

1992, Columbia College submitted a proposal to the Knight
Foundation requesting a grant for $252,000. Columbia College would uie the grant dollars to
begin development of Arden Elementary and Alcorn Middl; schools to become "Schools as
the Center of the Community."

In an all-out effort to significantly improve teaching and learning and to address
pressing social problems, Columbia College would prepare the schools for year-round learning,
and conduct research on the dynamics of change in the schools and the community
These schools would become models for educational, social, health, and community
services. The project has the full support of the school district, state departnents for social
health services, the college faculty, civic organizations, area chtuches, and the community.

Both Arden and Alcorn are ideally suited to become models for the ',school as the
center of the community" concept. Both are neighborhood schools (Arden has no buses and
Alcorn has only l0 buses, the least of any middle school in the disfrict). Both schools have
loyal parent organizations determined to make the schools and the neighborhood better and
safer. Alcorn Middle School spans the sixth, seventh, and eighth grades. Alcorn has 585
children enrolled. Arden Elementary School is for children in grades kindergarten through five.
Arden has 320 students. Both schools are located in Richland District l.

In the fall of 1992, the Finance Commission entered into a contact with the South
Carolina Departnent of Social Services (DSS) to provide administrative support to the project
for Columbia College. DSS was responsible for the provision of personnef, staff consulLtion,
and technical assistance to the Finance Commission and Columbia College for program
development and implementation to include: transportation services, written progress reports,
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development of health and social programs, identi$ing needed health and social services and
barriers to service delivery, and providing eligibility workers on location.
1993, agroup of agency people whose job itwas toprovide services to low-income
adults and adolescents came together under the leadership of Columbia College's director of

In

community services

to

discuss common issues. Several things were clear from initial

discussions.

First of all, there were large numbers of young people within our area who were poor,
in need of medical and social services, and who were often well-known to multiple agencies
and providers. Second, although these people were receiving services from several agencies,
they were doing so in a fragmented manner, with little communication among providers, afact
which often led to duplication of services, or worse. Finally, these children and their families
were traveling long distances to different places at different times.

With the help of a grant from the Knight Foundation, the Finance Commission

and

Columbia College entered into a contract July l, 1993, to develop a School-Based Community
Health Program Model that could be replicated statewide to deliver educational, health, and
human services to children, families, and the elderly. Although grant monies are limited
($252,000 over three years), Columbia College has been able to reallocate resources and place
public health nurses and social workers in the schools year-round. Mental health professionals
and other health care providers will be in the schools for a limited period each week. Present
plans involve expanding the project into other counties.
The experience with present Medicaid providers is that efficiency and service delivery
have been fremendously enhanced when agencies were located in a single site dedicated to
serving low-income adults and children. It has also been found that when children and families
are better served, caregivers themselves are less stressed and more fulfilled.
The development of the School as the Center of the Community concept has brought
excitement to the Eau Claire community over the last 12 months. In conjunction with outreach
services into schools and the community, tlis represents a new approach to cost-effective,
child- and family-centered human services provision. The School as the Center of the
Community is part of an exciting effort to serve the needs of South Carolina's young people
and their families in creative wavs.

Department Takes on New Look
This and other projects resulted in a change in name for one of the departments within
the Finance Commission's Bureau of Health Services. A sign that once read "Department of
Clinics, Ancillary Services and Utilization Control" now reads "Department of Early
Intervention and School Based Seryices" (DEISS).

DEISS currently manages outpatient therapy programs (physical, occupational and
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speech therapy, audiological, ild psychological services) for Medicaid school-aged children
performed within South Carolina's 9l school districts and by independent practiiioners.

In addition, it administers the state's Medicaid programs for diabetes education, genetic
testing and counseling, sickle cell, and head and spinal cord case management, the South
Carolina Commission for the Blind case management, as well as early intirvention and case
management for the South Carolina School for the Deaf and Blind, the Departrnent of
Disabilities and Special Needs, and Children's Rehabilitative Services at the Deparfinent of
Health and Environmental Control. The depar[nent also acts as Medicaid liaison for certain
medical care providers who are enrolled only for Medicare-Medicaid crossover claims.
Three long-term goals for DEISS are:

l. to act as a consultant to the provider community and to other Medicaid programs by
keeping current data on the school-aged Medicaid population;
2. to develop innovative Medicaid programs; and
3. to spend less time adjudicating claims by serving providers well so the departnnent
can minimize the number of claim erors over the long run.

state Health and Human senices plan Moves Forvard

In September 1993, Governor Carroll A. Campbell Jr., along with the Human Services
Coordinating Council and the Budget and Contol Board, unveiled th" Strte Health and Human
Services Plan for FY 1993'94. This plan contains specific strategies addressing seven critical
issues facing the state. They are:

. Family

Strengthening
Increased Coordination Between Education, Health and Human Services
. At Risk Youth/Teen pregnancy
. Prenatal Substance Abuse Exposure
. Increasing Population Over 65 in South Carolina
'Medicaid Managed Care and Other Approaches to Support Health Care
Reform
. Integration of Agency Data Systems

'

As part of th9 plan, each agency submitted outcome measures to determine progress on
meeting plan objectives. With this in hand, a new version of the plan has been pioduced
listing outcome measures, setting up committees to work on plan objtctives, naming staff of
the committees and setting up due dates for deliverables.
This is an ambitious undertaking as there are nearly 50 items to be addressed. Many
staff of the Finance Commission, as well as staff from otir.r ugencies, served as staff to the
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committees. Each committee was to make a quarterly progress report to the Coordinating
Council.
There appears to be considerable support for the plan from agencies and others. Two
issues contained in the plan, Family Strengthening and Increased Coordination Between
Education, Health and Human Services, were highlighted at the January 1994 Springmaid
training and generated considerable discussion. Also the Long Term Care Council and
Maternal, Infant and Child Health Council (MICH) have begun work on issues which are under
their purview.

The plan has also been reviewed with members of the House Ways and Means
Committee, which is looking to integrate the plan into its own State Strategic Plan process.
Also, a proviso to the 1993-94 Appropriations Act, which sets up a more coordinated approach
to dealing with emotionally disturbed children, draws heavily from plan recommendations.
One reason planning has fallen into disrespect is because many plans are completed and
simply sit on the shelf. The process being implemented for the state plan is aimed at making
sure that does not happen. The plan is constantly evolving and was to be revised in the
swnmer of 1994 so it can be used by the governor and General Assembly as they construct the
proposed FY 1995-96 budget in the Fall of 1994.

Also in progress is the State Primary Prevention Plan, which was mandated by the
General Assembly in the FY 1993-94 Appropriations Act. This plan, developed by the
Coordinating Council and its member agencies, outlines six high priority areas for new
activities in primary prevention. They are:

. Early School Readiness
. Teenage Pregnancy Prevention/Avoidance of Early Sexual Activity
. Alcohol, Tobacco, and Other Drug Abuse Among Youth
. Adolescent Violence
. Family Planning
. Independent Community Based Living

A draft of this plan

was transmitted to the House Ways and Means Committee, the
Senate Finance Committee, ild to the governor. Upon their approval, $200,000 state dollars
was made available for plan implementation. All of these planning efforts are being closely
coordinated with the Long Term Care Plan, MICH Council Service Plan, and Act 135 plans,
among others. This will ensure that the state is coordinating its planning processes.
Together We Can

As part of a continuing collaborative effort to coordinate health and human services,
state-level staff from agencies representing education, mental health, social services, juvenile
justice, child welfare, and others involved with children and family services met at Springmaid
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in March 1992 to focus on multi-agency systems reform. During the closing session,
participants responded positively to the experience and requested an opportunity to come
together again.
In response to this request, the Together l(e Can conference, held Jan.25-28,1994, was
designed to bring together over 300 individuals representing these same disciplines. Several
mandates and policy statements were developed to be used as tools to guide participants as
they continued to explore innovative ways to stengthen families through collaboration.

The first tool was the Health and Human Services State Plan for 1994, which was a
collaborative effort of the Governor's Office, the Human Services Coordinating Council, and
the Budget and Contol Board. The plan sets goals and outcomes for the state's most critical
issues, and, for the first time, links the plan to the state's budget system. Two of the seven
critical issues, Family Stengthening and Increased Coordination getrveen Education. Health
and Human Services, were emphasiznd at the conference.

A second policy statement, the Families First Vision Statement, sets forth a common
philosophy for serving children and families based on the premise that the family is the
constant in the child's life, and that the role of government is to help stengthen, not replace,
families. The vision statement was signed by the Governor and the dirictors of l0 state

agencies and divisions.

The Families First Vision Statement reads as follows:
Families First is the philosophical basis for services to children and families in
South Carolina. This philosophy is based on the premise that the family is the
constant in the child's life, while service systems fluctuate. It is the role of
government to provide assistance to families to enable them to be successful
parents. It is not government's role to replace families and carry out the
responsibilities of parents. It is government's role to plan with fanilies, notfor
them.

We, as the directors of state agencies with the responsibility for serving children
and families, express our support for the Families First philosophy. We express
our cornmitnent to work in concert with families and local communities to
ensure the best services for children and their families. Together, we seek to
develop local systems of care that are family centered, culturally competent and
accessible, flexible, and responsive.

We believe that the status of children and families today in South Carolina, as
described in the March 1993 Kids Count Report, reflects a crisis situation both
here and nationally. A greater crisis will develop in the future unless we meet
and address the current situation. We seek to develop partnerships at the state
and local levels with the business community, th€, religious community, the
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private, non-profit and voluntary sectors, civic and local governmental entities
and community schools to address the needs of children and families in South
Carolina.

The Families First Vision Statement was signed by Governor Carroll A. Campbell Jr.;
State Superintendent Barbara S. Nielsen; Director Philip S. Massey, Deparbnent of Disabilities
and Special Needs; Commissioner Doug Bryant, Deparhnent of Health and Environmental
Control; Director Joseph J. Bevilacqu4 Deparftnent of Mental Health; Division Director Paula
B. Finley, Office of the Governor, Continuum of Care Division; Director Flora Brooks Boyd,
Department of Juvenile Justice; Executive Director Eugene A. Laurent, Ph.D., Finance
Commission; Director Jerry McCord, Department of Alcohol and Other Drug Abuse Services;
Director J. Samuel Griswold, Department of Social Services; and, Division Director Cornelia
D. Gibbons, Office of the Governor, Division of Foster Care Review.

At the same time that planning for the Together We Can conference was occurring, the
State Department of Education had also been arranging haining for key persons from around
the state who will be helping local schools collaborate with health and human service agencies
in implementing Act 135, School Renewal, a third mandate for our state. Act 135 requires that
local schools collaborate with health and human services agencies in developing plans that
assure a focus on early childhood education and prevention, and include parent education and

family literacy.
Because of the cornmon goal of working together to strengthen and improve outcomes
for family members, the Finance Commission joined with the State Departnent of Education
to host the Springmaid meeting as well as the Act 135 taining. Technical assistance from the
Institute For Educational Leadership, Inc. (IEL), w6 provided at Springmaid and SERVE
(South Eastern Regional Vision for Education) provided leadership for the Act 135 training.

An example of an effort to encourage increased local involvement in services is found
in Beaufort County, particularly in the case of children in need of out-of home treatnent
services. A subcommittee of the Beaufort County Human Service Coordinating Council,
Collaborative Organization of Services for Youth (COSY), had been developing a plan to
enable county-level staff to take responsibilrty for planning and developing services for these
children. Agencies involved in this effort include the Beaufort County Human Services
Coordinating Council, Beaufort County DSS, Coastal Empire Mental Health Center, Beaufort
County School District, Department of Juvenile Justice, the Continuum of Care, Deparhnent
of Disabilities and Special Needs, and the Deparfinent of Alcohol and Drug Abuse.

It was proposed that Beaufort County Council be responsible for the management of
pilot operations, including funding and hiring/supervising the coordinator, per COSY
inpuVdirection. The work group will recommend two levels of staffing for Beaufort County
children receiving or who are potential candidates for receiving therapeutic residential services:
multi-disciplinary staffing by case managers to identiff existing ways to manage each child,
preferably in Beaufort County; and, COSY staffing to identiff, pl&o, and implement services
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that are needed in Beaufort County to facilitate the return and maintenance of children locally
in a fiscally responsible manner. A board appointed by agencies involved in the pilot as a
separate entity from COSY screens children who are referred as potential candidates for
therapeutic services.

Training for Family Court Judges
During the Fall 1992 interagency training sessions, DSS direct service workers voiced
a need for training for several systems with which they must interact. This included the judicial
system. DSS, Finance Commission, and staff from other agencies helped plan such trui"i"g.
In Decembet 1993 South Carolina Family Court judges were addressed by nationally acclaimel
judges. Among the speakers were Richard J. FitzGerald of Kentucky (named Judge of the
Year in March 1993 by National Court Appointed Special Advocaie Associationj, Virgil
Costley Jr. of Georgi4 Robert Praksti of Nevada, as well as S.C. Sen. Maggie Glover, and S.b.
Chief Justice David Harwell. This training focused on the "reasonable -e-fforts" provision of
federal legislation, Public Law 96-272 (the Adoption Assistance and Child Weifare Act of
re80).

During the fiaining, the cornmon expression by the S.C. judges was that they were
aware of the "boiler plate'language in court orders related to "reasonable efforts." They were
not aware of the legislation's relationship to federal funding (titles IV-E and IV-B) not of ttt"it
responsibility as judges to be "gatekeepers to the foster care system" by ensuring that social
service agencies receiving this funding were acting in accordance with thi law to pievent foster
care placements and to promote reunification of families who had been separated due to foster
care.

At the end of the training, S.C. judges expressed that, now being fully aware of the
requirements and implications of this law, they would be more stringent in its
tementation
through initial judicial determinations, supervision of case plans, p.t
n.y planning reviews,
and by holding the whole system accountable for actions on behalf of children and their
families.

rt
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Parent Net/tlothers as Mentors Special project
Yet another collaborative effort is the Parent Net/Jvlothers as Mentors program operating
in Aiken County. Services are provided through the collaborative efforts of three-distinct
service providers. The Lower Savannah Health Dishict provides case-management services
to women with primarily psycho-social risk factors (e.g., victims of abuse) to enhance birth
outcomes and reduce subsequent unintended/unwanted pregnancies. The Aiken Center for
Alcghol and Drug Services provides lifeskills workshops (e.g., information sessions dealing
with issues such as birth control, pregnancy, alcohol and drug abuse, parenting, etc.) t6
adolescents and young women at risk for a first or subsequent unintended pr"go*.y.

The program also utilizes an oufeach worker to provide casefinding and educational
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activities to the target population. The University of South Carolina-Aiken provides training
for young, low-income mothers to enable them to function as Mentors (e.g., serve as a role
models, encourage prenatal care, and coordinate other needed services) for younger pregnant
and postpartum adolescents in their own neighborhoods. USC-Aiken is also responsible for
evaluation of the three project components.
During FY 1993-94 USC-Aiken submitted its two-year evaluation report on the Aiken
Parent Net project. Significant findings were as follows:

Women who received case management services and delivered during year one
exhibited only a nine percent repeat pregnancy rate as compared to rates of betrveen 18
and 36 percent for the control groups of women who did not receive case management
services.

Over three-fourths of the women who received case management and delivered during
year one were using birth conhol after giving birth.

Lifeskills Workshop attendance did not improve knowledge of birth control, sexually
tansmitted diseases, prenatal, or child development. Graduates continued to hold
maladaptive attitudes towards parenting.

Lifeskills Workshop graduates exhibited a repeat pregnancy rate of 25 percent within
18 months as compared to rates of between 18 and 36 percent for other young women
and adolescents who did not attend the Lifeskills Workshops.
Mentors who were not pregnant at the close of taining experienced a repeat pregnancy
rate of l0 percent within 18 months as compared to rates of between l8 and 36 percent
for other yomg, low-income mothers who were not involved in the mentor training.

Graduates of the mentor program were more likely to hold positive parenting attitudes
and less likely to perceive significant barriers to birth control usage.

Innovative Health Care Network for Low-Income Residents
During FY 1993-94, the Finance Commission, in parfirership with the Palmetto Project,
embarked on one of the nation's most creative ventures aimed at providing primary and
preventive health care to low-income residents without health insurance.
The initiative
known as Commun-I-Care (CIC)
is a statewide volunteer network
of health care professionals, pharmacists, drug companies, and hospitals to which patients are
referred through a toll-free hotline. At a minimum CIC guarantees each patient a free nonemergency visit to one of 850 volunteer physicians, which can then be followed up with
referrals to specialists when necessary. Four national pharmaceutical companies, through 260
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S.C. pharmacists, will fill the prescriptions written for these patients at no cost. In the
event
hospital services such as lab work, x-rays, overnight or even emergency care is required, the
CIC patient will be referred to one of 28 South Carolina hospitals purtiriputittg in the program.
Participating physicians are not obligated to see the patients 111oti th*t-ottce, tho.rgtr inhost
cases, cIC patients have been absorbed into the doctor's practice.
"Essentially we are creating a managed care network of volunteer services for the nearly
600,000 South Carolinians who have fallen through the cracks in the health care system," dd
Palmetto Project Executive Director Steve Skardon. "We are tying to insure that no one in
our state must go without at least primary and preventive care."

CIC serves anyone currently at or below the poverty level and not currently covered by
some form of health care insurance. Skardon said that anyone who has applied ior ptogru,,tt
like Medicaid, but not yet been approved, is eligible for CIC's services. "6ur goal is-to tsure
that everyone in the state has access to essential care," he said.

Meanwhile, launched in the summer of 1993 under the CIC umbrell4 the palmetto
Project initiated an ll-county immunization campaign in partrrership with the Finance
Commission, Physicians' Health Plan of South Carolina, and the Governor's Immunization
Coalition. The campaign created coalitions of local business, civic groups, hospitals, doctors,
nurses' and community leaders to work with local Departnent of Health and bnviro*rtrtrj
Contol (DHEC) health districts in outreach, parent education, and public awareness.
CIC screens its applications for individuals who appear to be eligible for Medicaid or
other health programs but have not applied. "Commun-I-Care and the bepartrnent of Social
Services (DSS) have a very solid working relationship in this regard," Skardon said. "South
Carolinians can be proud of the effort our state is making to ease the crisis in health care for
our citizens."
Applications for CIC are available at all county DSS offices and the CIC central office,
which is accessed through the special cIC hotline (l-800-763-0059). Approval usually only
requires three days, though particularly urgent cases can be handlid in a day.- Ait
appointnents, physician assignments, pharmaceutical and hospital services are arranged through
the CIC staff.

CIC is currently funded thnough private contributions, a grant from the state, and the
Finance Commission. The program was founded with grants from Blue Cross of South
Carolina and the Samuel Freeman Charitable Trust of New York. Parbrers in the CIC program
also include the S.C. Medical Association, the S.C. Pharmaceutical Association, Pfrz.er, Siale,
Johnson & Johnson, ond SmithKline Beecham. CIC is overseen by a board of some of the
state's leading health care professionals including Charleston neurologist, Bartolo Barone,
immediate past president of the S.C. Medical Association and CIC's board chairman.
Skardon said that a special telephone line has been installed in the CIC offices to
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answer questions from professionals working in the program or state employees advising
prospective applicants. That number is 1-800-983-3339.
In six Pee Dee counties, which were part of the pilot, immunization rates increased from
58 percent in August 1993 to over 80 percent in April 1994. In the Charleston Trident area
rates climbed from 52 percent to 70 percent during the same period.
also part of the pilot

-

-

During FY 1993-94 the Finance Commission developed and submitted for federal
approval a Medicaid home- and community-based waiver for adults who are dependent upon
mechanical ventilation. The objective is to provide an alternative to hospitalization or
institutionalization for persons who are dependent upon mechanical ventilation.

A number of people in South Carolina are dependent upon mechanical ventilation.
Many of these people are currently receiving services through the home- and community-based
waiver program for elderly and disabled individuals managed by the Division of Community
Long Term Care (CLTC). However, the amount and type of services available through this
program are not sufficient to appropriately meet their exceptional needs. Due to the skilled
nature of the care needed, it must be provided by a skilled medical professional such as a nurse
or by a trained family member or caregiver. Generally, the client cannot be left alone with an
unskilled paraprofessional such as a personal care aide without a fiained caregiver in
attendance.

The existing waiver does not include this level or intensity of care. Without sufficient
services to augment the family's support system, it is very difficult to maintain these
individuals in the community. The stress of caregiving contributes to breakdown in the family
support system and readmission to a hospital is the only alternative. Hospitalization is
extremely expeasive and is not a cost-effective means for caring for this special population.
Currently, alternatives for institutional placement outside a hospital are almost nonexistent. A
waiver progmm which specifically targets this group could provide services which would assist
the family in caring for the clients outside of an institution.
The waiver will serve a small, specific population, which would not be subject to the
waiting list for the existing elderly/disabled waiver, avoiding problems such as delays in clients
receiving services, caregiver burnout, high cost of continuing hospitalization or
institutionalization.
Another FY 1993-94 development was the continued evolution of service development
for emotionally disturbed children within the Deparhnent of Mental Health and Rehabilitation
Services.

The first phase of service development sought to bring in Medicaid dollars to reimburse
services that were being paid exclusively with state funds. These services were predominantly
rehabilitative residential placements for emotionally disturbed children.
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Aside from creating an array of quality residential options, these services did two things:

.

immediately offset the unpopular alternative of sending children out of state for these
services, and

.

freed up state dollars for services for special needs children who were in the foster
care system or were living with their family, but on the verge of disruption.

Work continues on completing of an ilray of services that has a provision of care
consistent with the principles of normalization and the preservation of family life. These
services include:

. Therapeutic Child Care. These services (for children ages 0 to 6 and their families)
target children identified as abused/neglected or children who are at high risk of abuse
and neglect. Therapeutic Child Care is a social-emotional and developmental system
of services provided within a strucfired "therapeutic" day progmm for young children
and their families.
Anticipated outcomes include the prevention of child malneatnent, the mitigation of
the effects of abuse and neglect, and the empowerment of family units to establish
healthy interactive relationships.

. Clinical Day Programming.

Treatnent services for emotionally disturbed youth,
in coordination with educational services.
Treatment includes integration of therapeutic interventions with educational and
recreational activities. The expected outcomes are to reduce maladaptive behaviors of
these children while fostering healthy parent-child and school-child relationships.
ages six through adolescence are provided

. Home

Based Treatment Senices. Provided within the home environment, these
family preservation services are designed to avert out-of-home placement, reduce
occurrences of abuse and neglect, promote reunification, and to strengthen the family
unit. The multi-faceted system includes assessment, crisis management, counseling, and
skills taining.
Other services invarious stages of development include Supervised Independent Living,
Individualized Wrap-A-Round Services and Parental Support Services. These services will
assist children, adolescents and their families by providing treatment and preventive solutions
that will promote self-sufficiency and reduce the likelihood of a life-long dependency on the
social service system.

Included in all service development is a pre-enrollment staff training requirement, a
provider certification component, as well as an annual program-effectiveness evaluation.

Summary: By applying interventions on the front end of lives at risk, the following
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will be possible:

.

Prevention of unnecessary placements in foster care,

. Facilitation of reunification of children with

families,

'

Strengthening the schools through the continued expansion of school-based teatnent
services, and

'

Affecting the flow of referrals to the courts and the Juvenile Justice system and

'Strengthening South Carolina's families and South Carolina's communities.
Electronic Medicaid Claims Payment
Another development during FY 1993-94 was the completion of an elecfionic funds
transfers system for Medicaid providers. Over the last couple of years there has been much
discussion about transferring Medicaid reimbusements to providers electronically. The Health
Care Financing Administation is encouraging such electonic funds tansfers (EFT), and all
discussions with lean towards a push for paperless transactions when possible.

In light of this futuristic approach and the implementation of the Cash Management
Improvement Act (CMIA), where the state of South Carolina must pay the federal government
interest on funds awaiting clearance from its bank, the Finance Commission will begin EFT
to about 194 providers on Dec. 10, 1993.

Hospitals and nursing homes were selected as the first implementation group because
providers. We mailed 440 letters
to potential participants. The 440 letters were sent to non-governmental providers within the
state's service area" which includes facilities bordering South Carolina. Of the 440letterc,22l
were sent to hospitals (most hospitals have two provider numbers - one for inpatient and one
for outpatient services) and 219 were sent to nursing homes which included residential
treafinent facilities. The first EFT for 194 providers represents 44 percent of the first
implementation group.
these providers are generally more automated than our other

Upon successful tansfers for this group, plans will continue for automating payments
for our other provider groups. There is a cost benefit for the EFT process; therefore, the
Finance Commission will continue its efforts in increasing participation. It expects
participation will voluntarily increase after successful hansfers for the current participating
providers.
Another FY 1993-94 change was the mandatory increase in coverage of children.

24

The Omnibus Budget Reconciliation Act of 1990 (OBRA 90) required states to expand
Medicaid coverage to children born after Sept. 30, 1983, with family income below 100
percent of the federal poverty guidelines. Currently, coverage is provided to children up to age
10. Effective Oct. l, 1993, coverage was extended to children up to age as required by
federal law.

ll

Under OBRA 90, coverage of children must be expanded in increments of one year at
a time until the state covers children up to age 19 with countable family income below 100
percent of the federal poverty guidelines.
The number of eligibles increased by approximately 6,000. The anticipated cost of the
expansion was included in the FY 1994-95 budget request.

New System Means Better EPSDT 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 sfeamline the Early and Periodic Screening, Diagnosis and Treatnent
(EPSDT) progmm has been implemented. While the number of children eligible for Medicaidreimbursed screening has increased threefold in the past l0 years, the number of full-time
employees involved in the program has not increased. Consequently, the previous system
under which EPSDT was administered became less effective and more unmanageable.

A

comprehensive EPSDT data system was implemented 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. Three and a half years
in development, the new system is currently being implemented through county-by-county
taining sessions for local Department of Social Services (DSS) and Department of Health and
Environmental Control (DHEC) workers.
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 treatnent appointnents, children who need tansportation, 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 l0 days under the old system.
The 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.
The new system will also provide more detailed data and reporting on EPSDT services.
For example, if Finance Commission staff wanted to look at the immunization status of
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children in Allendale County between two and five years old who have been screened, staff
can call the data up on the system computers. The new system also allows caseworkers to get
answers to their questions from a help desk set up in the Finance Commission. They now can
also keep on-line notes on individual clients and communicate with Finance Commission
employeeso other caseworkers, and outeach workers via electronic mail. Finance Commission
staff, in turn, can monitor caseworker activity from within the agency. As for the provider
community, he said it has also responded favorably to the new system.

Inpatient Hospital Admissions Cap Lifted
The Commissioners of the State Health and Human Services Finance Commission voted
unanimously at the July 1993 regular meeting to remove the limit of three inpatient hospital
admissions per year per eligible individual.

When agency budgets were required to be reduced across the board due to revenue
limitations, the Commissioners had previously amended the State Medicaid Plan to limit
inpatient hospital admissions to three per fiscal year for Medicaid recipients age 2l years and
older.

Monies for inpatient hospital admissions were reinstated in the FY 1993-94
Appropriations Act. Accordingly, the limit on inpatient hospital admissions was lifted effective
July l, 1993. All Medicaid recipients will be allowed unlimited medically necessary inpatient
hospital admissions.
Campbell Hopes Baby Book Improves Care
My Baby Keepsake Book focuses attention on immunizations and other preventive health
care was introduced during FY 1993-94 by Gov. Carroll A. Campbell Jr.

About 53,000 copies of the ll8-page, spiral-bound My Baby Keepsake Book were
printed, and copies were given to every woman who delivers a baby in a South Carolina
hospital, Campbell said. "Immunization is one of the most effective means of preventing disease, especially for children under the age of two, who are most vulnerable," Campbell said.
Parents will find health tips to help them understand their child's development,
inforrqation and a directory on services available to families, and gift coupons honored when
children are immunized on schedule. The book is also a keepsake, where parents may record
their baby's first smile, or initial crawl, or tentative steps, or first tooth. Space is also provided
for a family tree, we well as photographs and other childhood memorabilia. Most important,
the keepsake book also helps parents keep track of medical records.
From 1987 to 1990, 462 preschool children were treated in South Carolina hospitals for
Haemophilus Influenza B, which can cause meningitis, pneumoni4 brain damage, and death.
Of those children, 216 developed meningitis, and 100 had permanent brain damage, the
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governor said. Treatnents to deal with these preventable conditions cost more than $2.3
million, compared to $12,548 -- the cost of 462 Haemophilus Influenza B immunizations,
Campbell said. "It's a small price for a healthy start," Campbell said. During FY lgg2-93,
Campbell created the Statewide Immunization Outeach Committee to improve the state's
immunization rate, which climbed to 73 percent for children younger than two, up from 62
percent in March 1993. In April 1994, the governor announced that the immunization rate had
increased to 82 percent.

Medicaid Claims Volume Itrit 12.7 Million Claims
Medicaid claims volume in FY 1993-94 exceeded the volume for the previous year by
more than l0 percent, rising to 12.7 million claims. This continues the tend of the last three
years.

There was almost no change in the percentage of claims which paid on first edit; over
percent
all, 88
of claims pay on first edit. About 3.5 percent of claims suspend for in-house
resolution. Average inventory of aged claims continued to be very good; when the aged
inventory is run each month, claims over 30 days old run from about 550 to 700 claims.

Medicaid Payor of Last Resort

The Finance Commission's division of Third Party Liability works to ensure that
Medicaid is the payor of last resort by identiffing other parties which are legally liable for
payment of medical services. If other resources are known at the time claims are submitted
to Medicaid, the claims are rejected, or cost avoided. If resources are discovered after
Medicaid has paid claims, the money is collected from the responsible party (benefit recovery).
A waiver was implemented in FY 1993-94 that allows the Finance Commission to eliminate
cost avoidance of physician claims. Therefore, effective April l, 1994, the Finance
Commission pays physician claims regardless of known insurance coverage, and then bills
insurers for these claims on a quarterly basis.
The Deparfrnent of Health Development and Recovery directs the development and
maintenance of a recipient health insurance database used in claims processing. The division
pursues both private and group health insurance.
The Casualty Deparunent reviews all Medicaid claims with tauma diagnoses to identifu
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 expenses. The
Casualty Deparhnent has also begun the development and implementation of an estate recovery
program, following the passage of enabling legislation in June, 1994.

Dramatic Increases in Voucher System
The Child Care Voucher System saw dramatic increases in volume during the year. By

June 30, 1994, the number of vouchers processed monthly reached 26,000, up from just over
10,000 in July, 1993. Unduplicated children for whom child care vouchers were paid totaled
9,168 in the month of June 1994, up from 2,940 in July, 1993. There were 700 unduplicated
providers who received payment in June 1994, compared to 406 in July, 1993. Payments in
June, 1994 totaled approximately $2.1 million, up from approximately $800,000 a year ago.
Payments totaled $15,219,145 for the fiscal year.

Another 2,000 children are scheduled to be added to the system in August 1994.
Electronic Funds Transfer (EFT) was implemented and made available to pharmacy, hospital
and nursing home providers.
Medicaid Estate Recovery Oveniew
During FY 1993-94, Congress included in the Omnibus Reconciliation Act of 1993 a
requirement that South Carolina and other states make claims against the estates of certain
persons if Medicaid paid for their health care.

As provided in enabling legislation passed by the General Assembly, claims can be
lodged only for payments made after July l, 1994, and the state is limited in its collection
attempts to the amount Medicaid has paid.
Recovery may be made only after the death of the decedent Medicaid patient's spouse
or any disabled children, or until other children turn 21. The federal law also requires South
Carolina to establish policies and definitions that would result in Medicaid estate recovery
being waived if families can demonsfiate that repayments could result in undue hardship.

Priorities for payments from estates are, in order set by law: costs and expenses of
administration, including attorney's fees and reasonable firneral expenses; reasonable and
necessary medical and hospital expenses of the last illness of the decedent and Medicaid estate
recovery claims; debts and tares with preference under federal law; debts and taxes with
preference under South Carolina law; and all other claims. Citizens are encouraged to direct
questions about the personal impact of these new requirements to an attorney versed in probate
law.

Medicaid recipients in South Carolina must meet stringent financial eligibility
requirements, which limit stock ownership and savings accounts. They are permitted to own
their homes. Although the majority of Medicaid patients are children, the federal requirement
limits estate recovery to two groups of patients: The first is comprised of residents of long term
care facilities, and the second group is composed of any person 55 or older receiving any
health care paid for by Medicaid.
Income Trust Provisions

In the FY 1993-94 Appropriations Act, the General Assembly included a permanent
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provision in Part II, Section 74,to allow residents of nursing facilities or those entering nursing
facilities to establish income trusts to become eligible for Medicaid.
Basically, the provision allows an applicant for nursing home care who has income
above the Medicaid cap ($1,338 month), but less than the average private-pay nursing facility
rate in the state ($2,474.09), to establish an income trust which would enable him to quafry
for Medicaid, if otherwise eligible.

Both state and federal law (the Omnibus Budget Reconciliation Act of 1993 [OBRA
931) require that this type of income trust not be counted in determining eligibility, if it is
established according to the following guidelines:

l.

The property used to fund the trust must consist solely of the individual's gross
monthly unearned income form all sources. No other assets may be placed in the trust.
The sources and amounts of unearned income must be identified on Schedule A which
is at0ached to the trust document.
2. T\e applicant and the single state agency for the South Carolina Medicaid progam
are the sole beneficiaries of the trust.
3. The trustee must distribute each month to the beneficiary an amount from the corpus
of the trust which is $l less than the Medicaid cap.

4. From the monthly distibution, the trustee may disburse a reasonable amount for
expenses necessary to maintain and/or administer the trust. This amount can not exceed
$10 per month without the approval of the Finance Commission.
5. After distribution, the remaining corpus of the trust must not be removed from the
beneficiary or dissolution of the tnrs! the
remainder interest in the corpus of the tnrst passes to the Finance Commission as the
single state agency for the South Carolina Medicaid program.

trust. Upon the death of the primary

6. The trustee must provide an annual accounting of expenditures from the trust to the
Department of Social Services (DSS) eligibility worker. If the trust has not been
administered according to the guidelines, the recipient will become ineligible for
Medicaid.
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state Health and Human services Finance commission
Efliciency and Effectiveness Indicators

BT]REAU 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. The divisions are composed
of one or more deparhnents that have specific program responsibilities.

DTVISION OF PHARMACEUTICAL SERVICES, DURABLE MEDICAL
EQUIPMENT AI\[D LEGISLATIVE LIAISON
The Division of Pharmaceutical Services, Durable Medical Equipment and Legislative
Liaison administers the Medicaid pharmaceutical services and durable medical equipment
programs. Additionally, this division which is composed of trvo deparhnents seryes as the
Program Legislative Liaison for the agency.

Department of Pharmaceutical Selvices

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, monitoring ttre
federal drug rebate program, managing the prospective and retospective drug utilization rwiew
programs, conducting training seminars, and performing providerJiaison activities.

1.

Priorities and Management Actions

To improve the health and well-being of Medicaid recipients by providing reimbursement to
enrolled pharmacy providers who have 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 Reimbursement Methodology (ARM) program ftom 233 to 243, representing approximately 85
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percent of all Medicaid beds in South Carolina.
Increased the ARM patient daily rate (effective with the October l,1993 payment) from
$2.98 to $3.26; the patient daily rate for government-based providers increased from
$1.77 to $1.94.

Provided reimbursement for influenza vaccine for Medicaid-only recipients (not dually
eligible for Medicare coverage), thereby reducing potentially debilitating illness and/or
hospitalization.

Provided reimbursement for hepatitis B vaccine to Deparfinent 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) progr:rms.
Promoted compliance with prospective DUR requirements.

Monitored compliance with patient counseling policies by reviewing and evaluating
REOMBs (Recipient Explanation of Medical Benefits).
Utilized retospective DUR each month during fiscal year.
Reviewed (on a monthly basis) 350 - 500 medical history profiles detailing six months'
data of Medicaid-reimbursed services.
Prepared and submitted the annual Medicaid DUR report to HCFA in compliance with
the 1990 omnibus Budget Reconciliation Act (OBRA) requirements.

Realized an increased cost savings to the pharmacy program of approximately $88,000
during FFY 1993 through implementation of refiospective DUR recommendations.

To access rebate monies through the effective management of the pharmaceutical services
initiatives included in the 1990 omnibus Budget Reconciliation Act.
Provided extensive pharmacy program expertise and assistance
maintaining the drug rebate program.

in

directing

and

Implemented systems changes in order to maximize the collection of rebate monies by
identiffing certain procedure codes used in the Physician Services program which may
be converted to National Drug Code numbers for inclusion on rebate invoices.
Ma:<imized the collection of rebate monies by generating reports (based on amount
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of

rebate due versus amount of Medicaid reimbursement) used to identi$ NDC numbers

for which incorrect data may have been submiued by either the provider or

manufacturer.

Mo<imized the collection of rebate monies by generating reports used to facilitate the
conversion of billing units to rebate units.
Maximized the collection of rebate monies by generating reports used to facilitate the
conversion of certain obsolete and specially assigned NDCs to current rebated NDC
numbers.

Morimized the collection of rebate monies by generating dispute resolution reports
detailing pertinent data required by pharmaceutical manufacturers participating in ttre

federal drug rebate program.

Maximized monies received through the rebate program by requiring all contracted
ARM pharmacy providers to furnish quarterly prescription claims data.
Received rebate monies (approximately $23.2million FY 1993-94) from pharmaceutical
manufacturers in response to the Medicaid drug rebate program.

To enhance provider liaison activities and provider participation.
Provided a $4.05 dispensing fee per prescription.
Implemented procedures to reimburse providers via elecfonic funds transfer (EFT)
upon voluntary selection of this method of paymen! rather than by paper checks.
Conducted workshops/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 leffers.

Provided informational booklets, manuals,
statewide annual professional conference.

ild

brochures to providers attending the

Implemented online systems enhancements in order to correctly reimburse providers for
those prescriptions designated as "brand medically necessar5r," thus facilitating more
prompt payment and eliminating the need for manual adjushnent.

To revise and update program policy and procedural directives.
Defined and implemented additional SURS parameters in order to facilitate correct
billing procedures and enhance provider educational effort

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

Published pertinent pricing and coverage changes for providers.

To assist in the preparation and approval process of the Palmetto Health Initiative waivers
request as appropriate.

2.

Per{ormance Measures
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

Workload

A.

To provide pharmaceuticals to Medicaid recipients.

l)

Number of recipients utilizing par-

338,126

34t,554

346,275

mary services.

2)

The total number of prescriptions
reimbuned by Pharmaceutical Ser-

3,349,393

3,464,612

3,593,795

2.24

2.22

2.20

1,081

1,096

1,105

20

ll

l0

vices.

3)
B.

Average prescription utilization per
recipient per month.

To administer program guidelines and facilitate routine program operations.

l)

Total number of effolled pharmacy
providers.

2)

Total number of provider liaison onsite visits.

Efficiency

A.

To reimburse enrolled providers for pharmaceutical services rendered.

l)

Total expenditures for pharmacy services

2)

Average cost per recipient (unduplicated).

3)
4)

Average reimbursement per prescription.
Pharmaceutical Rebate hogram.

G denotes gross arnount
N denotes net amount
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G-$85,090,195
N-$64,890,195

$118,372,233

G-$304.57
N-$244.93

$324.65

$393.12

s249.s4

8320.92

G-$28.06
N-$22.61

$34.17
827.46

$37.98

$20200,000

$23,231,729

$25,000,000

$95,140,505

$136,128,068
I I1,128,068

$31.01

Department of Durable Medical Equipment
The Department of Durable Medical equipment administers the program responsible for
the reimbursement of such items as hospital beds, wheelchairs, oxygen, leg brac-s, artificial
limbs to be used in the residence of the Medicaid recipient. 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 teafinent of an illness or injury
or to improve the function of a malformed body member.
Reimbursed 490 suppliers for services rendered who were newly enrolled in the
Medicaid reimbursement program during FY 1993-94. The additional enrollees were
the result of the Federal Government implementing the Durable Medical Equipment
Regional Carrier program which increased the total number of providers to 1,031.

a favorable reimbursement program
compression by way of the ThAIRapy system.

Negotiated

Renewed

the South Carolina

Departrnent

to

provide

high frequency

chest

of Health and Environmental

ConfoVChildren's Rehabilitative Services contract for hearing aids (two years - July
l, 1994 through June 30, 1996).
Reconciled Durable Medical Equipment Regional Carrier unmatched crossover
claims.

Enrolled new types of medical professionals as DME crossover providers.

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

Published an updated DME manual which included procedure codes, descriptions,
modifiers, prices and frequencies.
Conducted four regional workshops at locations throughout the state.

Conducted a special workshop for Children Rehabilitative Services (CRS) and the
Deparftnent of Special Needs and Disabilities.
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Established twelve new procedure codes for medical equipment.

Adopted and included all Palmetto Government Benefits Administrators K-codes.
Continued utilization of the Epic Plus CD ROM system in order to veriff appropriate
reimbursement for equipment for which allowables have not been assigned.
Established pricing methodology for "S" code rate increases.

Continued the reviewing process which ensured that monthly activity reports contain
accurate and acfual expenditures.
Continued open communication with Medicaid Confracts Control System (MCCS) and
Medicaid Management Information System (MMIS) staffs.

Continued quarterly meetings with Durable Medical Equipment provider advisory
groups.

To assist in the preparation and approval process of the Palmetto Health Initiative wavier
request as appropriate.

2.

Performance Measure.s

Actual
92-93

FY

Actual
93-94

FY 94-95

1,031

1,186

FY

Projected

Workload

A.

To monitor the activity and services performed
by all providers enrolled in the Medicaid reimbursement progam

l)
B.

providers

541

The number of transactions processed within
the departrnent annually

l)
C.

Number of enrolled

Total transactions for Supply and

DME

262,209

313,777

26,525

31,921

38,415

To provide quality durable medical equipment
and supplies to Medicaid recipients

l)

Number of unduplicated

recipients

Efliciency

A.

219,116

To reimbune enrolled providers for services
rendered

36

Actual
93-94

FY 94-95

s17,720,291

$2t,373,927

Actual

FY 92-93

FY

Projected

Workload

l)

Total expenditures for Supply and

$14,691,255

DME
2)

Average cost per recipient (undupli-

$554

s5ss

$5s6

$67

s68

$68

cated)

3)

Average cost per transaction

DIVISION OF HOSPITAL CARE AIID PITYSICIAN SERVICES
The Division of Hospital and Physician Services coordinates and administers the
Medicaid progam for hospital, physician and other specialty 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 deparfinents.
Department of Hospital Seryices

The Deparhnent 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
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 deparhnent provides utilization contol and surveillance of Medicaid hospital
services as required by the Code of Federal Regulations through a contract with the Peer
Review Organization (PRO). The departnent 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 deparhnent administers the Nurse Practitioner/Clinical Nurse Specialist Program;
End Stage Renal Disease Services; Ambulatory Surgical Center Program; Outpatient Pediatric
AIDS Clinic Program and 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 taining seminars and on-site educational interventions, and
performing provider liaison activities.
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1.

Priorities and Management Actions

To administer the Medicaid inpatient, outpatient and administrative day hospital progrnms.
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
economically operated facility.

to

assure

an efficient

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.

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.

and

Revised Minor Surgical Procedure Code List.

Monitor current contact expenditures and project future expenditures.
To provide assistance to hospitals for services not contracted.

Monitor activities not contacted to the PRO (sterilization reviews, abortion reviews,

etc.).

Perform positive or negative adjustnents to hospital expenditures.

To administer the outpatient Pediatric AIDS clinic (opAc) program.
Develop program policy and procedures.

Enroll newly developed outpatient pediahic AIDS clinics.
Provide assistance with policy and procedures.
Publish program manual and bulletins.
Make on-site visits to provider offrces

To administer the Nurse Practitioner/clinical Nurse specialist program.
Stay abreast of changes in the medical management of pediatric AIDS patients.

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
adjusfinent requests for reimbursement.

of prior authoization, claim

Review claims which require medical determination.
coordinate reviews with physician consultants when appropriate.
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and

Reduce paperwork requirements.

Make appropriate recommendations for system changes and reference file updates.

To administer the transplant program.
Develop program policy and procedures.
Expand coverage of organ transplantation to include liver/pancreas, liverlkidney, and
kidney/pancreas.

Develop a system to ensure all nansplant 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.
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.
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Develop progfttm policy and procedures.
Provider assistance with policy and procedures.
Provide assistance with policy interpretation and billing procedures.
Publish program 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.

Per{ormance Measures
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

Total in-state hospitals

73

73

73

Total on-site visits

73

73

73

Total hospitals in
administrative day program

4l

39
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Workload

A.

To monitor the activity and services
performed by all providers enrolled in
Medicaid Hospital program

l)
2)
3)

To provide quality hospital services to
eligible Medicaid Recipients

l)
2)
3)
4)
5)
c.

# inpatient admissions

100,059

96,955

105,572

78,541

77,247

84,199

# outpatient claims

590,532

58g,g0g

641,902

# recipients receiving
outpatient services

t98,230

199,570

2t7,531

# inpatient crossover claims

l8l,9g7

206230

224,791

# recipients admitted

To reimburse enrolled providers for
services rendered

l)

Avg. inpatiurt payment

$2,349

s3,000

$3,398

2)

Avg. inpatient payment per

$2,992

$3,908

$4,260

$58

s57

$62

recipient
3)

Avg. outpatient payment
4T

4)

Avg. outpati€,nt payment per

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

$173

sl69

$184

$198

$182

$198

recipient
5)

Avg. Inpatient crossover
payment

D.

6)

Total inpatient expenditures

$234,991,122

$301,859,187

$329,026,514

7)

Total outpatient expenditures

$34,202,1t0

$33,640,7U

$36,668,41I

8)

Total inpatient crossover

$35,937,151

$37,587,887

$40,970,797

$65.38

s70.48

$76.82

588

593

646

$5,156

s4,227

$4,608

70

59

64

To decrease shifted cost to private
payers and reimburse for care while a
recipie,nt awaits a nursing home bed

l)

Per diem administrative day
rate

2)

# recipiurts in Administrative
Day program

3)

Avg. Administrative Day
payment per recipient

4)

Avg. # Administrative Day per
recipient

5)

Total Administrative Days

s3,031,617

$2,506,681

$2,732.282

expenditures
E.

To monitor activity and services of the
PRO

l)

Total number of claims

282,056

286,184

291,055

Total number claims reviewed

3,392

4,020

4,920

Total number of pre-admission

7,020

7,007

7,500

l4

l3

N/A

$548,827

s480,951

N/A

processed

2')
3)

review
F.

To monitor the activity and services of
private duty nurses

l)
2)
G.

Total number recipients served
Expenditures

To monitor the activity and services of
nurse practitionerVclinical nurse
specialists
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l)
2)
H.

Total number participating
providers
Expenditures

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

t7

t7

25

$670

$t4,326.92

$20,000.00

3,120

2,273

2,500

t77

75

95

6l

80

87

1,221

1,331

To ensure adequate reimbursement to
enrolled providers

l)

Number of medical review
claims

2)

Number of prior authorizations

To monitor the activity and services of
the ESRD clinics

l.

Total number participating
providers

2.

# recipients receiving ESRD

2,959
services

2,6g9,g12

16,497

17,g7l

3.

Total ESRD claims

5,976,453

19,352

21,094

4.

Total ESRD crossover claims

$2,510,794

$2,736,765

26

28

$570,429

$621,768

N/A

33

210

N/A

$183,810

570,971

To monitor the activity and services
ambulatory surgery centers

l.
2.
K.

-

of

Total # participating providers

26

Expenditures

To monitor the activity and services
outpatient pediatric AIDS clinic

$401,366

of

program

l.

Total # participating providers

2.

# recipiants served

3.

N/A

Total OPAC expenditures
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DIVISION OF PRIMARY CARE
The Division of Primary Care coordinates and administers Medicaid activities to ensure
to high quality care and effective and efficient utilization of resources for special
populations and special needs. The division consists of four departnents.
access

Department of Mental Health and Rehabilitation Senices
The Deparbnent of Mental Health and Rehabilitation Services (DMHRS) develops,
implements, and administers Medicaid programs serving emotionally distwbed children and
adolescents, chronically mentally ill adults, children in foster care and individuals wittt
disabilities. DMHRS actively coordinates the participation of state agencies seeking and
accessing federal funding to supplant state funds. Through this interagency coordination,
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.

1.

Priorities and Management Actions:

To maximize the use of federal funds in serving clients of state agencies.
Implemented and managed four newly developed services. Three were communitybased (non-residential) services for children and adolescents; one service was developed
as part of the Deparhnent of Mental Health's array of services. Due to the services
being developed in the latter part of FY 1993-94, the total financial impact to the state
agencies will be rcalizr,d in FY 1994-95.

The enrollment of children's residential mental health and rehabilitative service
providers were expanded by 14 providers or 23 percent. Children's residential services,
drew down $29,583,377 in Federal Financial Participation, an increase of 53 percent
from FY 92-93.
Community services provided by the Deparhnent of Mental Health to the mentally
were increased by $ 9,015,427 in Federal Financial Participation or 34 percent.

ill

Targeted Case Management services administered by various state agencies (Deparrnent
of Social Services, Deparfinent of Disabilities and Special Needs, Governor's Office
Division of Continuum of Care for Emotionally Disturbed Children,
Departnent
of Mental Health) through DMHRS during FY 1993-94 resulted in a total financial
impact in federal funding of $ 14,521,957; an increase of 16 percent.

ild

4

The Department of Juvenile Justice began development of a statewide targeted case
management program for youths receiving probation and parole services.
Implementation will start July 1994.

Work was done with the Medical University of South Carolina to implement an array
of community based mental health services. The total financial impact will be realized
in FY 1994-95.
To increase the number of other State Agency's Medicaid clients served in programs.
The number of children under 21 accessing Medicaid mental health and rehabilitative
services (community and residential) increased by 3l percent.
The number of clients served by case management programs increased by 18 percent.
Programs developed and implemented late in FY 1993-94 will show an increase in the
number of clients served by state Agencies during Fy 1994-95.

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

As previously mentioned, completed implementation of three new Medicaid services.
These include: Home-Based Treaftnent Services, Therapeutic Child Care, and Clinical
Day Programming.
Initiated development of three additional children's mental health and rehabilitative
services. These include: Respite Services, Wrap Services, and Supervised Independent
Living.
To develop new approaches to service coordination for children and adolescents to ensure the
most appropriate placement while ma<imizing the use of state and federal funds.

Initiated implementation of the Collaborative Organization of Services for youth
(COSD. This Beaufort county initiative will empower local decision making, planning,
and budgeting relative to Beaufort County children who are receiving or are-potential
candidates for residential therapeutic services.
counties.

will be replicated in other

If

successful, elements from this project

Participated with other areas of State Health and Human Services Finance Commission
(Finance Commission) and other state agencies to develop a protocol for children
entering out-of-home care.
Participated with other areas of the Finance Commission in planning for the Interagency
System of Care for Emotionally Disturbed Children. The Interagency Syste^ of C*"

for Emotionally Disturbed Children will "pool" all state dollars devoted to children's
mental health services into a "super fund" administered by the Finance Commission,
which in turn will purchase services as recommended by local interagency staffings.
To maintain a quality assurance effort among all providers, as well as, to ensure the quality of
services.

Worked with other State Agencies, Governor's Office Division of Continuum of Care
for Emotionally Disturbed Children, Foster Care Review Board, Inter-Agency Program
Assistance Team, and the Professional Review Organization to monitor compliance and
service provision among providers.

Provided regular consultation, training, 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.
Worked hr coordination with the Human Services Coordinating Council to implement

the Interagency Case Management Institute for all Targeted Case

Management

providers.

Implemented procedures to require residential based children's mental health and
rehabilitative services to successfully complete a pre-enrollment evaluation prior to
enrollment with Medicaid. The pre-enrollment evaluation places particular emphasis
on the potential Medicaid provider's therapeutic serviceVprogramming and
administrative structure while helping ensure that only qualified providers are enrolled
to render Medicaid reimbursable services.
Implemented procedures to require program/services standards, training requirements,
management criteria, and established clinical standards with the new children's services
developed during FY 1993-94. Providers will be evaluated yearly on their compliance
with each criteria, especially on meeting the performance and outcome criteria.

2.

Per{ormance Measures
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

52,409

55,203

57,000

18,990

24,161

26,000

Workload
Number of Medicaid clients served by state
agencies.

Number of Medicaid children and adolescents
served by state agencies.
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Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

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

39

49

54

million

million

million

Total dollar impact of services for children and
adolescents.

28

42

45

million

million

million

32%

5%

r0%

87%

46%

Effectiveness
o/o

Increase in the use of federal funds in serving clients of state agencies.

o/o

Increase in the number of Medicaid clients
served in other programs operated by other
state agencies.
o/o

Increase in services for children and adolescents using federal funds to replace existing
state funds.

7t%

20o/o

Department of High Risk and Maternal Care

The Deparfinent 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/newborns and reduce tG incidence of repeat
unintended/ unwanted pregnancies. The Deparhnent also administers Medicaid sponsored

alcohol and other drug abuse rehabilitative services.

The following is a synopsis of these services/projects:

High Risk Channeting project (IIRCP)
The HRCP provides specialized medical care and ancillary services to pregnant women
wh9 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 rist appropriate care for
.
these women and infants, thereby reducing the maternal and infant morbid-ity-and mortality
rates in South Carolin4 and improving the quality of life for these individuals in the pro""rr.
The most recent evaluation of the HRCP was concluded by the USC-College of Nursing in
August of 1994. The evaluation indicates that the percentage of severrty itt infants -has
decreased steadily from 1987'1992. This decrease hasresulted in an estimaied adjusted cost
savings of $3,814,501.88 or a savings of $7,244,961.49 in1992 dollars for hospital care. High
quality HRCP care of pregnant women, followed by delivery in a risk appropriate hospital, his
reduced the number of very low birthweight infants and low Uirtirwiight infants with
complications.
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Targeted Case Management of Non-High Risk Pregnant Women/l\lewborrrs
Targeted case management of certain groups of pregnant women and their newborns
of accessing appropriate care, enhancing patient compliance,
improving birth outcomes and, ultimately, reducing Medicaid costs resulting from problem
pregnancies and unhealthy infants.
has proven to be an effective way

FY 1993-94 was the fifth year of implementation for targeted case management of atrisk pregnant women in South Carolina. Essentially, women who exhibit psycho-social factors
(e.g., which may make them "at risk" for poor birth outcomes under 2l years of age, no
prenatal care during previous pregnancy, homelessness, etc.) are case managed to ensure their
use of appropriate services that address these factors. Many of these factors can be as
detrimental to pregnancy outcomes as serious medical conditions (e.g. diabetes). During FY
1994-95, the Finance Commission, in conjunction with service providers, will develop process
and impact evaluations to assess the overall effectiveness of these services.

Project Transitions

In 1993, the Finance Commission was awarded a Health Care Financing Administration
(HCFA) research demonsfation Waiver that was implemented in a three county area
(Orangeburg, Calhoun and Bamberg). Project Transitions is a teatnent program for Medicaid
eligible chemically dependent pregnant women and their families. The focus of the project is
to provide early intervention and treafinent to assure healthy outcomes for infants and their
mothers. The three major components of the project are Outeach, Peinatal/substance Abuse
Clinical Services, and Evaluation (on both a local and national levels). The primary function
of the outreach component is to provide early identification of prenatal substance abusers and
to assist pregnant substance abusing women in accessing early prenatal care and teatnent.
Clinical services include alcohoUdrug treatment, perinatal medical care, case management,
children's health services, family centered services, tansitional housing and other ancillary
services. Specific waivered services include Medically Monitored Detox (residential), Intensive
Alcohol/Drug Case Management, Medically Monitored Adult Treatnent (residential), Child
Developmental Assessments, and Intensive In-Home Services (Family Preservation). All
clinical services are monitored through an interagency teatnent team which meets weekly.
During the first nine months of the project, 27 corftrmed substance abusers and nine at-risk
women have received services. Ten of these women delivered drug and/or alcohol free babies.

Alcohol and Other Drug Abuse Rehabilitative Senices
Medicaid Alcohol and Other Drug (AOD) Abuse Rehabilitative Services are provided
a statewide basis. Services such as
MedicaVClinical Assessment, Individual, Group and Family Counseling, Targeted Case
Management and Intensive Outpatient Treatnent are provided to Medicaid recipients by clinical
counselors who are credentialed by the Department of Alcohol and Other Drug Abuse Services.
During FY 1993-94, the menu of Medicaid reimbursable AOD services was expanded to

primarily through county AOD authorities on

include Residential Medically Monitored Youth Treatnen! Acute and Expanded Intensive InHome Treatnent Services, Enhanced Health Education/Parenting Services, Residential
Medically Monitored women's Treatnent and Therapeutic child care.

Fanily Planning Waiver - dutreach Senices

In June 1994, the State of

South Carolina was granted a HCFA lll5 Research
Demonstration Waiver which creates a new eligibility category for family planning services.
Eligible women must have had one or more Medicaid sponsored pregnanciis or births and have
income below 185 percent of the federal poverty level. Under the *ui1r"r, women are eligible
for Medicaid reimbursable family planning services (e.g., family planning cognseling, physlcian
and/or clinic visits, laboratory services, and pharmacy supplies) for trvo years anir ieiivery.
Enhanced Seryices
Enhanced services are designed to compliment naditional medical procedures by
addressing the nutritional, psycho-social and health education needs of pregnant women and
newborns.
Health education services include individual and group activities that cover areas such
as smoking cessation, diabetes education, infant care, etc. Nutrition and psycho-social services
include assessments and appropriate interventions to identig and address-related problems.

High Risk and Maternal care Priorities and Management Actions
To assist in the implementation of applicable managed care initiatives.
To screen/risk assess and appropriately refer for care 100 percent of Medicaid pregnant women.
To screen/risk assess and appropriately refer forcare l00percent of Medicaid eligible infants
during FY 1994-95.
To maintain exemption rates for high risk pregnant women and infants at or below l0 percent
during FY 1994-95.

To conduct social work assessments on 90 percent of HRCP participants in
To increase the rate of HRCP deliveries occurring in level
during FY 1994-95.

II

and

III

Fy

lgg4-g5.

hospitals to 100 percent

To reduce the frequency of problem newborn Diagnostic Related Groups (DRG) by 2 percent
in FY 1994-95.

To provide psycho-social intervention services to 100 percent of all non-high risk Medicaid
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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 eligible pregnant and/or parenting
women and their families to alcohoVdrug abuse rehabilitative services.
To provide services to targeted teens in Aiken, Richland, Spartanburg, and Greenville counties,
designed to reduce initial and repeat pregnancies among adolescents by l0 percent by 1996.

To provide Focused Maternal Outreach and Case Management services through county 301
AOD agencies in targeted counties to prevent and/or address problems associated with
substance use/abuse.

To implement Residential Medically Monitored Women's Treatnent (MMWT) programs in
targeted counties for pregnanVparenting women and their families.
To develop Residential MMWT program in Charleston County for pregnant/parenting women
and their families.

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

To maintain and refine a data base for internal evaluation purposes.

2.

Performance Measures

Actual
92-93

FY

Actual

Projected

FY 93-94

FY 94-95

Workload

A.
B.
C.
D.
E.
F.

Number of maternal risk assessments

32,000

31,771

34,948

Number of infant risk assessments

25,000

31,817

34,999

Number of pregnant women channeled

4,519

4,750

5,225

Number of infants channelled

2,327

2,787

3,066

Number of nutrition assessm€nts completed

5,&4

N/A

N/A

Number of social work assessments completed

5,61I

N/A

N/A
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G.

Number of patients receiving HRCp, social
work and/or nutrition services

Actual

Actual

FY 92-93

FY 93-94

hojected
FY 94-95

5,61I

6,974

7,671

$540.00

$549.00

$549.00

100

100

100

100

100

100

Efliciency
HRCP Participation cost per client
Effectiveness

A.

% Medicaid pregnant women

B.

% Medicaid infants

c.

% HR Medicaid pregnant women exempted

6

l4

l0

D.

% HR Medicaid infants exempted

5

l6

4

E.

% HR Medicaid pregnant women and infants
receiving nutrition md/or social work services

9l

N/A

N/A

F.

% HR Medicaid pregnant women and infants
receiving social work assessment

9l

N/A

N/A

G.

% HR Medicaid pregnant women and infants
social work and/or nutrition services

N/A

93

95

H.

% HRCP deliveries in level II or III hospitals

N/A

79

87

I.

Number of problem newborns DGR's:
l.
386 - Extreme immaturiw

582

596

584

945

944

925

2.
3.
4.
5.

screened

screened

387 - Premie dmajor problems
388 - hemie w/o major problems

1,001

1,092

1,070

389 - Full term dmajor problems

2,596

2,721

2,667

390 - Neonate dspecific problems

4,194

4,534

4,443

Enhanced Services

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

Workload
A.

Number of patients receiving psycho-social
intervention services

3,066

N/A

N/A

B.

Number of patients receiving enhanced nutrition

5,079

N/A

N/A

2,665

N/A

N/A

N/A

I1,238

12,362

services

c.

Number of patients receiving enhanced health
education services

D.

Number of patients receiving social work,
nutrition, and/or health education services
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E.

Number of newborns receiving Infant Home
Visits

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

lg,06l

18,389

20,228

$224,708

$234,232

$257,655

Efficiency
A.

Total cost for psycho-social intervention
services

B.

Total cost for enhanced nutrition services

$221,382

$31 1,748

$342,923

c.

Total cost for enhanced health education

$186,296

$323,91I

$356,302

N/A

$869,891

$956,880

sl,179,025

$1,202,960

$1,323,256

services

D.
E.

Total cost for enhanced services
Total cost for Infant Home Visits

Effectiveness

A.

% Non-high risk women/infants receiving
psycho-social intervention services

25

N/A

N/A

B.

% Non-high risk women/infants receiving
enhanced nutrition services

40

N/A

N/A

C.

% Medicaid eligible pregnant women receiving
health education services

2l

N/A

N/A

D.

% Medicaid eligible newborns receiving

69

73

80

Targeted Non High Risk Case Management *
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

12,431

10,909

12,000

$290

$358

$358

Total # of medical assessments completed

N/A

815

897

Total # of clinical assessments completed*

N/A

4,102

4,512

Total # of individual treatment plans

N/A

7l

78

N/A

445

490

Workload
Number of clients receiving non-high risk
targeted case management services

Cost per client for targeted non-high risk case
management services

Alcohol and Other Drug (AOD) Rehabilitative Services
Workload

A.
B.
C.

completed*

D.

Total # FMO/case management referrals

Effectiveness
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A.
B.
C.

% of clients receiving a medical
% of clients receiving a clinical

assessment
assessment

o/o

of clients receiving individualized treatment
plans and progressing to service
Number of clients receiving non-high risk

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

N/A

85

90

N/A

99

100

N/A

89

95

12,431

10,909

12,000

N/A

$525.00

$577.50

N/A

$1,360,947

$2,785,260

targeted case management services

Efficiency

A.

Average cost per AOD client for basic, 8-week,
outpatient services

B.

Total Medicaid expenditures for AOD
rehabilitative
*Annualized figures, based on l0 months actual service.

Department of Early Intervention and School-based Services
The Mission of the Deparfinent of Early Intervention and School-based Services is to:
a) develop and manage a system to provide reimbursement for medically needed services
provided to Medicaid eligible children and adults. These services are designed to ameliorate
developmental disabilities and/or other medical conditions in order to enable eligible recipients
to achieve their manimum physical and mental potential, b) to aid in the achievement of the
year 2000 school readiness goalVobjectives of having all children start school ready to learn
through the implementation of early intervention and health care services for both pre-school
and school age children. Furthermore, the Department is responsible for reviewing high
medical utilizer's and other data such as the impact of specific medical conditions on the
Medicaid Program through systems utilization reviews to determine if cost-effective
interventions can be implemented.

l.

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
sponsored by a participating agency, school or program.

all services

are

Initiate a system for subcontractual participation of direct service providers by local
education agencies to enhance accessibility of services and to expand the number of
qualified providers.
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Ensure accessibility of health and social services for all eligible school children by
provision of Medicaid reimbursement for nursing, psychosocial, and therapeutic parental
support services.
Ensure coordination between sponsoring agencies
services to avoid duplication of services.

in the provision of

these rehab

Provide haining 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
services as they fit into the family preservation and year 2000 school readiness goals.

health

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
set forth in P.L. 102-ll9 (BabyNet).
Continue to negotiate and develop an administrative contract with the lead agency for
P.L. 102-l19 for outeach, hacking and rnonitoring 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 tNsurance reviews, ensure the delivery of 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 targeted case-management for Sickle Cell Disease statewide
between the private providers and state agencies.
Implement targeted case-management for individuals with sensory impairment through
the School for the Deaf and Blind and the Commission for the Blind.
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Steamline and implement quality assurance activities for early intervention services
provided through the Deparfinent of Disabilities and Special Needs and coordinate the
implementation of these services through the School for the Deaf and Blind.
Coordinate the implementation
special needs children.

of statewide developmental assessment services for

Facilitate communication and coordination between providers of services and to the
special needs population to ensure that services are delivered in a family-centered, costeffective manner to the special needs children.
Continue to negotiate and develop agreements with participating agencies to secure their
commitnents to provide the state matching funds for these enhanced services.

Monitor the statewide delivery of the enhanced clinical genetic services through the

three genetic 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 program expenditures.
To assist in the implementation of applicable managed care initiatives.

2.

Per{ormance Measures
Actual

FY

Actual

Projected

92-93,

FY 93-94

FY 94-95

7

4

4

105

t22

t25

30

89

100

375

700

700

Workload

A.

Have MOA's with participating agencieV
program completed

B.

Have contracts with direct service providers
completed

C.

Number of provider training workshop/
provider visits

D.

Number of enrolled providers to monitor
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Actual

Actual

FY 92-93

FY 93-94

hojected
FY 94-95

$9,000,000

$12,000,000

$16,000,000

4,000

13,500

15,000

7

20

50

336

488

600

Efficiency

A.

Estimated additional federal funds made
available

Effectiveness

A.

Number of children receiving rehabilitation
services

B.

Number of agencieVprograms participating

(providing state match)

C.

Number of individuals receiving Sickle Cell
Case Management

D.

Number of physically disabled children
receiving case management services

1,496

2,000

2,000

E.

Number of children receiving P.L. 102-ll9
Early Intervention Services

I,318

2,000

2,000

F.

Number of individuals receiving case-

N/A

165

250

management services for sensory impaired

individuals

Department of Alternative Delivery Systems
The Deparbnent 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.

l.

Priorities and Management Actions

To research the feasibility of developing managed care services statewide.
The contract with the Medical University of South Carolina (MUSC) was renewed. It
provides staff and other resources to develop special programs, including managed care.
The department assigned a staff member to work in Charleston to act as liaison between
MUSC and the Finance Commission, and to help MUSC determine what prograrns
might fit into a managed care model.
The Freedom of Choice Waiver for operation of a managed care program in Charleston
and surrounding areas was withdrawn in September, when the Finance Commission
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began work on the Palmetto Health Initiative (PHD. The pHI
will be a statewide
managed care program, and a separate waiver for Charleston
was no longer needed.

The Departnent of Alternative Delivery Systems served on the core group
developing

the PHI waiver, and also staffed various committees. The deparhnent provided
technical assistance to the Bureau Chief, Bureau of Health Serviies,
during waiver
development and preparation for implementation.
To monitor implementation of a managed care program for cluonically
mentally
recipients, insure linkage to primary care physiiians, and contain

ill

Medicaid

costs.

The South Carolina Managed Care Program continued during
each serving up to 30 recipients when at full capacity.

Fy

1993-94 in eight sites,

All

recipients continued to receive all primary caxe services and medical
coordination through a primary care physician.

caxe

Primary care physicians were paid a nominal fee for care coordination plus
fee-forservice.

l,

Waiver program will be discontinued August
l9g4 in preparation for statewide
managed care -Deparhnent of Mental Health will continue iintcing
clients to primary
care physicians under case management option.
To- continue to improve_existing pregnancy prevention programs
for special needs populations
(adolescents and mentally disabled adults), -xpand to aaaitional
sites, and measure outcomes.

The contact with the University of South Carolina (USC) was revised.
The Finance
Commission asted USC to provide monitoring and evaluation for projects
in Bamberg
and Hampton Counties (teen pregnancy prevention) but the school'district
in Bamberi
and the county government in Hampton took ownership of their respective
progr*ri
Extended service contract with the Deparfinent of Social Services (DSS)
to provide
Medicaid reimbursement to the Teen companion program.
The South Carolina State University evaluation of Teen Companion was
revised.
Continued contract with the Departnent of Disabilities and Special Needs
(DDSN) for
operation of pregnancy prevention programs for adult clients in expanded
service
areas.

Renewed contract 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 io local community
organizations and the

state matching funds to improve access to these family planning services.
Renewed contract with Columbia College to operate 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.

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

Other family planning initiatives being considered for FY 1994-95 include: Orangeburg
School Distict #2, Clemson University, and Sumter School District #2.

To develop an approvable eligibility waiver to extend Medicaid family planning services to
women up to 185 percent of poverty.
The Department Head was responsible for coordinating the effort to gain approval of
this I I l5(b) demonstration project. HCFA approval was received in December of 1993.
The Department continued to work on the evaluation component with the University
of South Carolina" but responsibility for implementation was assigned by the Bureau
to the Deparbnent of High Risk and Matemal Care.

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 managemen! enhanced day teatnent for
emotionally disturbed children, mother-infant bonding project, teen pregnancy clinic,
childbirth education program, adolescent medicine program, school-based clinic and
managed care initiatives.

2. Performance Measures

Actual'
92-93

FY

Actual
93-94

FY

Projected

FY 94-95

Workloed
A.

Number of managed care contracts

I

I

0

B.

Development conmsts, managed care

I

I

0

c.

Number of provider contrasts, pregnancy prevention

3

7

D.

Contracts with state agencies

ll
4
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E.
F.

Actual

Actual

FY 92-93

FY 93-94

hojected
FY 94-95

7/92

7/93

7/94

2,225

3,180

3,600

46

46

46

$1,239,300

**$1,363,230

I

$348

insufficient

*

Service start-up, pregnancy prevention
programs

Number of clients, pregnancy prevention DSS
and all others

G.

Number of counties, pregnancy prevention

Efficiency

A.

Total cost mental health/medical care for
waiver program only (DMH)

B.

Savings, per client

data

Total savings, DMH managed care

$84,564

t

insufficient
data

DSS intervention cost per teen pregnancy
prevention client, per year
E.

$1,007

$849

$800

$52s

$512

$500

Number of clients receiving managed care

176

243

Number clients linked to himary Care physi-

r76

243

All other providers intervention

cost per
pregnancy prevention client, per year

tee,n

Effectiveness

A.
B.

cians

c.

Cost, managed mental health care

$320,1

l6

$732,762

I

D.

Cost, managed medical care, DMH program

$919,184

**$630,469

I

E.

Number of clients receiving pregnancy prevention counseling services DSS

2,225

2,560

2,605

F.

Number of clients receiving pregnancy prevention counseling services all other providers

316

620

|l

**

No projections for FY 1994-95. Waiver expired 7/31/94.
Based on average cost p€r client FY 1993-94 pending final evaluation ofwaiver cost figures.

DryISION 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 Treafinent (EPSDT)
Program, and the Dental Optometric, Transportation, and Speech and Hearing piogr".r.
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Responsibilities include ensuring qualrty care, and prudent utilization of resources. The division
is composed of two deparfrnents.

Department of EPSDT

Early and Periodic Screening, Diagnosis and Treafinent (EPSDT) is the federally
mandated preventive health progrirm that provides health screenings and any diagnosis and
treatment services determined to be medically necessary for Medicaid eligible recipients from
birth to age 21. A screening consists of a complete history, unclothed physical exam,
developmental assessment, vision and hearing testing, health education, lead assessment and
appropriate lab work. Twenty screenings are provided from birttr to age 2L The Deparftnent
of Social Services (DSS) is contracted to provide EPSDT case management services. The
Finance Commission's EPSDT program staff reviews DSS recipient case records online and/or
onsite to determine compliance with state and federal regulations. Required services include
informing recipients about the availability of EPSDT services, scheduling, and transportation
assistance for screening and diagnosis and treatuent appoinftnents and timely service delivery.
In addition, the Deparfrnent 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 deparunents, clinics, school districts and nurse practitioners to provide
EPSDT screenings. EPSDT program staff also performs program compliance reviews of
provider medical records to assure that all required components of an EPSDT screening have
been performed and documented.

1. Priorities and Management Actions

To improve the health status of Medicaid recipients under the age
screenings and treatrnent services.

of 2l through regular

To provide 235,427 EPSDT screenings during FY 1994-95.
To increase the number of physician and clinic enrollments by 10 percent during FY 1994-95.

To selectively review DSS recipient case records and DHEC Outreach records in all
counties during FY 1994-95.
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To jointly work with DHEC and the Deparbnent 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

1994-95.

To perform 30 program compliance reviews on EPSDT screening providers during
95.

Fy 1994-

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

Actual
92-93

FY

Actual
93-94

FY

ltojected
FY 94-95

Effectiveness

A.

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

l)

Increase physician and clinic enrollments by l0%

4t7

2)

Number of counties DSS/DIIEC re-

9r

0r

30

95o/o

9s%

95%

25*

0i

30

151,959

177,043

208A27

28,315

27,906

27,000

# of screenings statewide

l4g,3gg

t62,743

208,427

Total Screenings

t76,704

190,549

23sA27

515

cords reviewed

3)
4)

Statewide DSS performance standard

Number provider program compliance
reviews

5)
6)
7)
8)
*

DSS Annual Screening Goal
Neonatal Screenings

Decreased number due to testing, training, and implementation of new EPSDT Automated Data System.

Workload

B.

*
r*

To provide EPSDT Screenings for Medicaid
recipients under age 21.

l)
2)
3)
4)

Number recipients

204,000

216,000

Number defectVproblems identified

92,845

54,799

I

Total referable conditions

24,465

24,436

*

Complete Outreach visits

24,961

21,477

rf

Dependent upon existing health problems
Dependent upon declinations, missed appointnents
(The number of recipients declining after outreach has been reduced from 3SVo
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225,000

to

l3%o)

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 program policies and procedures, and
maintains provider manuals. It develops and proposes new initiatives and is responsible for
enrollment, record management, provider relations, prior authorization approval, and claims
resolution. The deparhnent 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 Deparftnent of Economic Opportunity (DEO)
in the Office of the Governor to administrate and monitor the Non-Emergency Transportation
contracts.

Children under age 2l are provided a wide range of preventive 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 progr.rms 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 and well-being of Medicaid recipients through the provision of dental,
optometric, ambulance, and non-emergency transportation services.
To develop additional sources of non-emergency transportation for our increasing numbers
recipients.

of

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

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

and/or
state of the art within the state

To develop a system to accommodate school districts and other state agencies that provide nonemergency transportation.
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To provide training and support to school districts in order to allow them the ability to access
Medicaid reimbursement for the non-emergency tansportation they provide.
Coordinate with the Department
properly transport their clients.

of Mental Health to create an adequate system to

more

To assist in the implementation of applicable managed care initiatives.

2. Performance Measures
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

Workload
To provide services to Medicaid recipients.

l)

2)

Dental:
Comprehensive Services (children)

65,780

83,515

90,700

Emergenry services (adults)

25,123

28,245

30,300

Examinations (children)

22,411

22,745

23,400

Glasses (children)

15,356

16,339

17,600

Examinations (adults)

21,830

22,369

23,100

47r

223

300

l,l3 I

33,100

l39,5gg

144,200

167,400

1,377

1,243

1,300

765

667

700

Licensed practitioners

295

533

550

Enrolled providers

264

373

MO

r62

t29

r29

Optometric:

Glasses (adults)

3)

Transportation:
Ambulance

29,639

Non-emergency (approx.)
B.

3

To utilize provider resources.

l)

Dental:
Licensed practitioners

Enrolled providers
2)

3)

Optometric:

Transportation:
Licensed ambulance services
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Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

162

r2l

t2l

Contractors

30

30

30

Individuals

l,6l I

1,322

1,322

Enrolled ambulance providers
Enrolled non-emergency providers

Efficiency

A.

To provide as many preventive services as
possible within the restraints of the program
appropriations.

l)

Dental:
Expenditures for children:
Screenings
Services
Expenditures for adults

2)

$1,000,073
$8,352,901

$1,191,385
$10,057,173

$l1,565,000

$2,M3,421

$2,332,669

$2,680,000

$770,101
$528,894

$838,865

Glasses

$s6r24s

$898,000
$600,000

Expenditures for adults:
Examinations

$449,33E

s9,176

$485,023
$15,545

$519,000
s17,000

$3,134,1E3

$4,801,696

$5,520,000

$1,006,646
$9,795285

$1,169,339
$11,755,647

s14220,000

Optometric:
Expenditures for children:
Examinations

Glasses

Transportation:
Expenditures for ambulance
Expenditures for non-emergency:

Individuals
Contractual

s1,370,000

$1,345,000

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 program
policy to others as requested. This division also develops and coordinates the implementation
of eligibility policies for the Medically Indigent Assistance Program (t!flAP). There are two
departments within this division.

Department of Policy
This departnent 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, taining materials, and other policy memorandums; managing
a model waiver which provides special services for up to five severely disabled childien]
managing a contract with Vocational Rehabilitation for the determination of disability foi
certain Medicaid coverage groups.

Department of Monitoring
The Deparhnent 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; pronidittg technical
assistance to agency staff in resolving eligibility problems which affect claims pro-cessing.
Other responsibilities include developing the annual Medicaid corrective action plan
which addresses all eligibility errors identified through a federally mandated quality rotttol
review process and addressing family planning waiver problem rifenals from iecipients and
DSS.

1.

Priorities and Management Actions

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

percent.

To monitor the implementation of the state's Corrective Action Plan with staff of the State
Deparhnent of Social Services.
To increase the number of persons eligible for Medicaid by a minimum of 5,000 individuals
in FY 1994-95.
To review four chapters of the Medicaid Policy and Procedures Manual to determine the need
for policy revision.

Jo 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 l0 counties during

Fy

To review 20 to 30 eligibility records in a minimum of two out-stationed sites in

1994-95.

Fy lgg4-gi.

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.
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To assist in the development
Palmetto Health Initiative.

of the eligibility and enrollment portion of the RFP for

the

2. Performance Measures
Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

371,861

379,710

384,710

1,316

1,042

350

20

0

30

Number of chapters reviewed

3

3

4

Groups added and/or major policies revised

0

0

0

Workload
Total number of case records
Number of records reviewed
Number of records re-reviewed

a.

Number of groups added

I

I

0

b.

Number of major policy revisions

I

I

I

$1,000

$1,000

$1,000

$9s2

$952

s9s2

Number of counties reviewed

46

45

l0

Number of out-stationed sites reviewed

20

8

2

Number of counties re-reviewed

I

0

I

Number of out-stationed sites re-reviewed

0

0

0

Number of chapters reviewed

3

4

4

Increase in eligible population

51,394

7,849

5,000

Elliciency
Average cost per review
Average cost per chapter review
Eflectiveness

DTVISION OX' MEDICAID MANAGEMENT INFORMATION SYSTEM

oflvtrs) usERs sERvrcEs

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

of MMIS User Support

and Internal Audit manages the Claims
Processing Assessment System (CPAS), an internal quality contol 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 Deparhnent also ,n-ug", tf,.
development and enhancement of the Finance Commission's u*ua "Statistical Reiort of
Medical Care: Eligibles, Recipients, Payments, and Services - HCFA 2082,. This Department
provides user assistance with Online Query Reporting (OLQ) the agency's MMI-S online
reporting system. Additionally, the Deparhnent manages mnS ryrtgto rh.tg", which are
broad in nature and cross program boundaries; and serves as the Medicaid piog.* stafps
official user interface with technical support staff.
The Department of MMIS Support Systems ensures that Medicaid providers are enrolled
and reimbursed appropriately. The Departrnent seryes as the agency iiuiron for Medicaid
provider enrollment with the contactor, directing the developmint and implementation of
control standards and enrollment policies and procedures. The beparnnent is also responsible
for ensuring that accurate and accessible system files for prwiders, reimbursemint and
reference are maintained to support MMIS operations.

BTJREAU OF COMMTJNITY SERYICES
The Bureau of Community Services is under the executive oversight of the Deputy
Executive Director for Program, Gwen Power. Besides the office of the Bureau Chief, lirtty
Carnes, the Bureau is composed of six divisions.

The Divisions of Program Development, Program Monitoring and Out-stationed
Program Monitoring provide guidance and direction for the Social Sirvices Block Grant
(SSBG) progmms; the Child Care and Development Block Grant (CC&DBG) program;
Dependent Care Planning and Development Grant; the Child Development Associate (Cne)
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 ViruVAcquired
Immune Deficiency Syndrome (HIV/AIDS); and persons with mental retardation o, ,ilut d
disabilities (MR/RD); and the state's pre-admission screening process for Medicaid sponsored
nursing facility care. The division has a network of I I area-officer and two satellite- 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 tontacts with the South
Carolina Deparhnent of Health and Environmental Conhol.
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The Division of Quality Assurance supports the Bureau by providing information
needed by the Bureau Chief and other divisions. The division also is responsible for the
development and testing of new methods for improving quality of services overseen by the
Bureau.

DIVISION OF PROGRAM DEVELOPMENT
Program Objectives:

l.

To create a single system that manages multiple funding sources for child care services
that allows parental choice of providers and access to quality services.

2.

To provide a continuum of services to strengthen and preserve families with children
or to reuniff early whenever possible.

3.

To provide community-based services to adults and their family caregivers.

4.

To improve the quality of child care available to children in the state by

serving

publicly funded children in private centers through a voucher system which requires that
programs meet certain standards in order to receive public funding.

PERFORMANCE MEASURES:

Actual
92-93

FY

Actual
93-94

FY

Actual

FY 94-95

Workload

l)
2)

Total children receiving child

11,629

care.

Total families served with redirected

1,352

16,238
1,892

17,666
2,000

dollars.
3)

Total adult services.

14,144

14,300

14,300

Elliciency

l)

Average monthly cost per child
receiving full-time child care services.

$235

$250

$260

2)

Families preserved or reunified.

1,262

1,513

1,513

3)

Adult clients served by community-

7,761

7,900

7,900

2

6

7

$2,677,215

$5,725,150

$5,725,150

based services.
Effectiveness

l)

Child Care funding

2)

SSBG child welfare dollars redirected
to strengthen and preserve families.

sources.
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3)
*

Percent

of SSBG adult services dollars

Actual

Actual

Actual

FY 92-93

FY 93-94

FY 94-95

75%

76%

760/o

in community-based services.*
Excludes Adult Protective Seruices Clients

DMSION(s) OF PROGRAM MONITORING
AND OUT-STATIOI\IED PROGRAM MONITORING
Program Objectives:
1.

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

requirements and enhance service provision.
2.

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

Development Block Grant (CC&DBG) program.

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

80

96

47

139

t39

130

9t%

90%

90o/o

80

26

47

I,133

870

897

Elliciency

l)

Average number of SSBG sites per

FTE. @ased on .5 FTE)
2)

Average number of CC&DBG visits
per FTE.

3)

Percent of CC&DBG sites enrolled.

Effectiveness

l)

Number of SSBG site visig.

2)

Number of CC&DBG site visits.

DIVISION OF QUALITY ASSURANCE
Program Objective:

l.

To provide statistical, research, evaluation, taining, automation and similar support to
the Bureau of Community Services.
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2.

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

Actual

Actual

Projected

FY 92-93

FY 93-94

FY 94-95

6.21

7.59

6.90

90

ll0

100

Efliciency

l)

Products per FTE.

Effectiveness

l)

Number of reports, databases,
presentations, articles, evaluations and

similar products produced.

DIWSION OF COMMT]NITY 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
alternate 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 cental office that handles the
operational aspects of the progfttms.

The first program, the Elderly/Disabled waivered services program, provides case
management, personal care aide (PCA), home delivered meals, and other services to eligible
frail elderly and disabled clients who meet the level of care requirements for nursing facility
placement. These services assist individuals in remaining at home rather than entering a
nursing facility. Due to budgetary constraints, this program currently has a waiting list of
approximately 4,000 people who would like to access community services but are unable to.
The second program, the HIV/AIDS waivered services program, began in August, 1988
and provides home and community-based services to clients diagnoses with AIDS or HIV
infection. It provides case management, PCA, home delivered meals, counseling, private duty
nursing, and other services to eligible clients who are at risk for hospitalization.

These two progftlms operate under waivers from the Health Care Financing
Administration and a mandate to provide more cost effective care than institutional placement.
Clients are from all 46 counties of South Carolina and are referred by social service
organizations, hospitals, family, friends, or even themselves.
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Program Objectives

l.

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 institutional ization.

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
92-93

Actual
93_94

FY 94-95

15,645

lS,73S

lS,73S

5,6g0

6,272

6,272

FY

FY

projected

Workload

l)

Number of referrals each year.

Based on CMS system figures derived from monthly
report.

2)

Total clients served each year.

FY 9l-92 figure derived from CMS systern.
FY 92-93 figure derived from CMS system.
Efficiency

l)

Total expenditures per year for

cLTc.

s24,837,519 $24,029,361

$24,029,361

Figures derived from MMIS expenditure reports.
lncludes no case management component.

2)

Savings to Medicaid program per

day,

per client.

$47.65

$53.36

S53.36

$15.95

$15.12

$15.12

Nursing Home rate per day less CLTC rate per day.
Effectiveness

l)

Cost per day, per client for

CLTC

services.

Cost per day based on average length of stay as
reported on FY 92-93 372 report (256 days) multiplied
by total clients to get total days of service. Total
expenditures divided by total days to get average cost

per day.

7l

nursing

Actual
92-93
63.60

rate

25%

FY

2)

Cost per day, per client for
home placement.

3)

Percentage of daily nursing home
expended for CLTC services.

Actual
93-94
68.48

FY

22%

Projected

FY 94-95
68.48

22yo

HMAIDS waiver program per{ormance measures:

Actual
92-93

FY

FY

Actud
93-94

Projected

FY 94-95

Workload

l)

Number of referrals each

year.

496

521

521

494

610

610

Based on CMS figures derived from monthly reports.

2)

Total clients served each

year.

FY 9l-92 figure derived from CMS system.
FY 92-93 figure derived from CMS system.
Efficiency

l)

Waiver services expenditures per

year.

S690,530 $&6,387

$646,387

From MMIS expenditure r€ports for FY covered.

2)

CLTC

$1,448

$1,059

Average Medicaid expenditures for
CLTC waiver recipient per year.

N/A

N/A

N/A

for

N/A

N/A

N/A

N/A

N/A

N/A

Cost per year, per client for

$1,059

services.

Waiver services expenditures divided by number

of

clients.
Elfectiveness

l)
2)

Average Medicaid expenditures

non-CLTC client per year.

3)

Percentage of 2. for CLTC

clients.

The third program is a regular Medicaid service that provides Personal Care Aide
services to eligible children. This service to children with long temr care needs who are often
medically fragile and require personal care to remain at home. The program began on April
1, 1990 with 23 children receiving services during FY 1989-90. During FY 1990-91, 73
72

children received services at a costs of approximately $130,000. For Fy lgg3-94 the program
served 223 chrldren at a cost of $753,224. During FY lgg}-g3 the program
served 150
children at a cost of $435.335.

DIVISION OF HOME HEALTH AND I\IIJRSING HOME SERVICES
Program Objectives:

l.

To maintain an adequate supply of nained 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.

3.

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

4.

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

homebound population.

Actud
92-93

FY

Actual
93-94

FY

projected

FY

94_95

Program Measures

l)

Number of individuals who
participated in the Nurse Aide fraining

630

I,166

1,200

program

2)

Number of competency tests provided

1,952

1,692

2,000

Number of individuals added to the
nurse aide regis0y

3,939

4,598

4,500

Average cost per nurse aide for
training

$276

$32s

$32s

Average cost per nurse aide for testing

$78

$78

$78

Number of medicaid sponsored nursing

3,761,235

3,855,299

t

Average gross Medicaid rate to nursing
facilities (without recurring income)

$64.99

$67.s7

Average net Medicaid rate paid to
nursing facilities (with recurring

$s 1.68

$54.40

facility bed days

income)

73

Actrd
n-93

FY 93-94

Plojcctd
FY 9+95

150

162

170

5

t4

2l

rzs976

r43247

t49247

86,475,506

s7,450,595

$8,560,000

nt
3)

Number of facilities notified
potential sanctioned

of

Numbcr of facilities smctioned

Units of home heal6 scrvices provided
Medicaid openditures from home

halth

servioes

74

Actual

APPEI\DD( A
state Health and Human seruices Finance commission:
History and Organization
The State Health and Human Services Finance Commission is governed by a sevenmember Commission. one member is elected by the General Assem6ly from each
of the
state's six congressional districts. The chairman is named by the gou"-or.
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.
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 u rorrfli.t ofinterest
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 atthe l05th Session of the South Carolina General Assembly
by Act Number 83, and signed into law on June 7,1983. This Act established an organizational
and procedural framework for the planning, financing, dnd administration of tli, progru-,
provided for in the Act, and established general policy for the allocation of resourc.r.
Th"
Finance commission began independent operations on July l, 19g4.

The Finance Commission was given the responsibility of administering the Social
Services Block Grant (SSBG) Program and Title XIX of the docial Secgrity eci
6r4eaicaid),
with specific reference made to inclusion of the EPSDT (Early ana perioaic'screenini,
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 inproviding medical care to residents of
the state
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who were either ineligible for Medicaid or other government programs, or otherwise unable
to pay for medical care. The Medically Indigent Assistance Fund (MIAF) was established as
a component of the MIAA to provide care for indigent persons. The MAF, 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 (NflAP), and the funds collected
through contributions from county governments and tores 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 programs:

A. Medical Assistance (Title XIX), including,

l.

Community Long Term Care
2. Statewide AIDS Waiver
3. High Risk Channeling Waiver
4. Elderly/Disabled Waiver

B. Social Services Block Grant
C. Child Care and Development Block Grant

D. South Carolina Health Access Plan

E. The Finance Commission is also developing the Palmetto Health Initiative, a
Medicaid Managed Care project.
Eugene A. Laurent, Ph.D., is the agency's Executive Director, serving as the agency's
chief administative officer with the responsibilrty of executing the policies, directives, and
actions of the Commissioners. He is assisted by an executive staff.

EXECUTIVE

STAX'X'

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,
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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 iervices planning;
human

resources administration; public information functions; and administrative support,
which
includes contracts, procurement administration, as well as other administrative
support services.
Dr. Blair has executive oversight of four bureaus. They are the Bureau of Administrative
Services; Bureau of Interagency Planning, Research and Coordination; Bureau of personnel;
and Bureau of Public Information.
The fiscal management of the agency is the responsibility of Deputy Executive Director
-Budgeting
Benny F. Clark, who has executive oversight of five bureaus,
Data Management,
and kgislative Affairs; Information Resource Management; Medicaid Frogram Asseisment;
Fiscal Affairs; and Reimbursement Methodology and policy.

Ms. Gwen Power is the deputy executive director who administers and coordinates the
progftrms of the Finance Commission. She has executive oversight of the
activities of the
Bureau of Health Services, the Bureau of Community Services, and ihe Division
of MMIS User
Services.

The Office of Internal Audits evaluates whether the agency is carrying out its
responsibilities according to statutory and regulatory requirements of the many health and
human
services programs' which are delivered by various service agencies and proviiers throughout
the
state. This includes reviewing internal organizational units to detennine whether -tttry .r"
efficiently and effectively carrying out their responsibilities. The primary objective of the Office
of Internal Audits is to assist management by providing information, analises, and corrective
-Commissioners.
action plans to the executive director and the Board of
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 tocateO 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, implementationof directives, and formulation
of recommendations to the executive staff.
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Bureau of
ADMINISTRATIVE SBRVICES
Executive Oversight:

Dr.

James

D. Blair

Chief:
Tom Barnes

Division directorsr
Billy Garrett, Contracts
Robert Pursley, Appeals
Jimmy Allen, Procurement
ks Daugherty, 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.

Contracts solicits, develops and manages all contracts,
agreements, memoranda of understanding or other legally binding documents between the agency
and other entities. This division also has a component which conducts on-site audits of nursing
homes and other providers as mandated by the Civil Rights Act of 1964. Audits are required for
the state to obtain federal funding under Medicaid and Social Services Block Grant Programs.

The bureau's Division

of

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 Procurement implements and manages the procurement process for the
agency, ensuring compliance with state and federal procurement policies and regulations.

The Division of Support Services 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.
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Bureau of

BT]DGETING, DATA MANAGEMBNT,
AND LEGISLATIVE ATI|AIRS
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 adjusffnents 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 adjusftnents 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 Deparfinent of Budget Execution is responsible for establishing and
operating those processes associated with budget execution and control. This includes
development of bureau operating budgets; allocation and certification of funds, monitoring of
expenditures; and maintenance of encumbrances. The deparunent performs a variety of functions
associated with the management of state appropriations, including the processing of appropriation
transfers. The DeparEnent 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 progftlm 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
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liaison between the Finance Commission and other agencies in the performance
management, data acquisition, and data distribution pertaining to agency programs.

of

data

Its Division of Legislative 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
COMMT]MTY SERVICES
Executive Oversight:
Gwen Power
Chief:
Betty V. Carnes

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

This bureau provides guidance and direction for the Social Services Block Grant
(SSBG) program, Child Care & Development Block Grant (CC&DBG) program, Dependent
Care Planning & Development Grant, Child Development Associate (CDA) Scholarship
Assistance, Medicaid Community Long Term Care Program and Medicaid Home Health and
Nursing Facility program.

The Division of Program Development develops federally mandated plans, allocates
funds, develops resources, assesses programs, oversees special projects and grants and operates
the statewide Child Care Voucher System. Particular emphasis is placed on developing methods
which will strengthen the family and on maximizing the use of child care funds which come
into the state. The division works with other organizations involved in health, education, child
welfare, juvenile justice and social services to develop new initiatives for families, such as
flexible funds to keep children at home and out of foster care placements. The division also
coordinates with other state and local organizations to increase the amount of quality child care
services available to low-to-moderate income families.
The Division of Program Monitoring and Division of Out-Stationed Program Monitoring
are responsible for assuring that the quality of human services funded by sources administered
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by the Bureau meet the standards required by the Finance Commission. The two divisions
oversee the monitoring efforts of entities which receive these funds and directly monitors
programs on a scheduled basis. The division is also responsible for recruiting, monitoring and
enrolling providers for the child care and Development Block Grant.

The Division of Quality Assurance has a two-fold firnction within the Bureau of
Community Services. The division provides statistical, evaluation, research and other
information 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.
The Division of Community Long 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 (MRIRD). The ElderlyiDisabled Waiver provides home- and community-based
services to aged and disabled persons who, without this progrzrm, would require care in a
nursing home. The purpose of this waiver is to provide a cost-effective alternative to nursing
home care. The HMAIDS 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 and alternative for admission to an intermediate care facilities for the mentally
retarded. These three Medicaid Waiver progrirms give individuals a choice between care in
the community or care in an institution and are funded by a combination of state and federal
dollars.

In addition to these home care programs, CLTC also operated the state's pre-admission
screening program for Medicqid-sponsored nursing home care. The division's statewide
coordination is handled through a network of l l area offices. Area Administrators are: Susan
Mickleson, Area l; Kristin Taylor, Area 2; Dick Copeland, Area 3; Virginia Crisp, Area 4;
Stella Kelly, Area 5; Bill Comer, Area 6; Beverly Turner, Area 7; Mona Sechrest, Area 8;
Worth Dudley, Area 9; Faye Croft, Area l0; 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 prograrns; 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 contacts with the South Carolina Deparfinen.t of
Health and Environmental Control and provides liaison functions, technical assistance, and
training pertaining to billing, claims resolution, and interpretations of program guidelines and
regulations.
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Bureau of
FISCAL AIUIAIRS
Executive oversight:
Benny F. Clark

Chief:
Jenny Butler

Division directors:
Robby Kerr, Grants Management
Paul Moore, Fiscal Systems Management
Dave Schaefer, Expenditures and Payroll Management
This bureau manages the general accounting functions of the agency, including accounts
payable and accounts receivable; payroll; state, federal and other funds management; account
reconciliations; and federal reporting for the Social Services Block Grant (SSBG), Child Care
and Development Block Grant (CCDBG), 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 Grants Management serves as fiscal coordinator for all federal programs
administered by the agency, prepares federal financial reports and oversees all accounts
receivable and receipting functions.

The Deparfrnent 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 Deparment 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
reports as required. It also prepares the annual SSBG and CCDBG expenditure reports and all
other federal and state financial reports.
The Division of Expenditures and Payroll Management 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'sOffice and State Treasurer's Office for payment and reconciliation procedures and problem
solving.
The DeparEnent of Contractual and Child Care Expenditures processes the SSBG,IV-4,
and CCDBG claims payments through the Child Care Voucher System. This departrnent
processes provider reimbursement requests for Social Services Block Grant funds, and all agency
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contract payments. The Deparffnent of Administrative, Medicaid, and Payroll Expenditures
processes all administrative payments, (i.e. rent, travel costs, supplies, and othir agency
expenses), vouchers through the Comptroller General's system for claims paid by MMIS, piytoit
and fringe expenditures.
The Division of Fiscal Systems Management manages the agency's automated accounting
system (GAFRS) and is responsible for reconciling all subsystems and outside systems to it.

The Departrnent of Fiscal Systems establishes agency account structure and maintains all
tables within the system. Also, the deparfinent develops, coordinates and implements all
interfaces with other systems, designs and implements automated reports, analyzei the general
ledger and verifies file postings, gathers information for internal and external iuditors, utilizes
on-line-query functions where applicable, and supervises the fixed assets subsystem and the cost
allocation process. The deparfinent provides technical and procedural assistance and training to
accountants, data processing personnel, and management staff in understanding the system,
resolving problems, and interpreting output. It has also demonstrated GAFRS to othei state
agencies. The Department of Reconciliations prepares reconciliations between the accounting
system and the Comptroller General's records. It is responsible for the monthly reconciliation
of the MMIS bank account and all subsystem reconciliations to the accountint system. This
includes the Medical Management Information System (MMIS) and the Child Care Voucher
subsystems and coordinating corrections with other fiscal/budget areas.

Bureau of
IMALTH SERVICES
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
The Bureau of Health Services has the responsibility of administering the acute care and

eligibility components of the Medicaid Program. The bureau is divided into five divisions

which are defined by programmatic and administrative responsibilities. In turn, these divisions
are composed of one or more departments that have specific program responsibilities.
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The Division of Pharmacy Services, 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
progftlm by developing policy, monitoring expenditures, making projections, establishing
editing criteria and claims resolution procedures, publishing program documentation,
conducting training seminars, and performing provider liaison activities.
The Department of Durable Medical Equipment administers the program responsible
for the reimbursement of such items as wheelchairs, braces, oxygen and liquid feedings. It
administers the program through policy development, proglam monitoring, analysis of expenditures, and provider liaisons.

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

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 program. 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 program, 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
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, ild other professionals. The departrnent
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 progrnms 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 deparfinents of Mental Health and Rehabilitation Services; Early Intervention and
School-based Services; High Risk and Maternal Care; and Alternative Delivery Systems.

The Deparhnent 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 individuals with disabilities, individuals with emotional disturbances, and
children in foster care as well as services provided to emotionally disturbed children and the
quality assurance activities associated with these programs. The deparhnent 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 deparhrent is involved in the
development of Medicaid progftrms which provide a continuum of care for emotionally
disturbed children.
The Departrnent 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
deparfinent also assists in the development and implementation of unique targeted programs
to prevent teen pregnancy and promote family planning.

The Departnent of Early Intervention and School-based Services, formally the
Deparhnent of Clinics, Ancillary Services and Utilization Control, manages Medicaid
Reimbursable services through two units, Early Intervention and School-based Services, The
Early Intervention Unit is responsible for the adminisfation of case management, family
planning, diabetes education, genetics counseling, tertiary pediatrics and rehabilitation services
offered through the Departrnent
Health and Environmental Control, (Children's
Rehabilitation, Child Health and BabyNet programs), Department of Disabilities and Special
Needs, James R. Clark and Louvenia Barksdale Sickle Cell Anemia Foundations, Medical
University of South Carolina, Greenwood Genetics Center, Baker Hospital, Carolina Hospital
System, Laurens County Hospital, Low Country Internal Medicine, McCloud Hospital,
University Pediatrics, Saint Francis Hospital, School for the Deaf and Blind, and South
Carolina Commission for the Blind. The School-based Services Unit is responsible for the
administration of Medicaid reimbursable services offered through the State's public school

of
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system and state operated programs recognized as public schools by the Department of
Education. During the past fiscal year, rehabilitation services for special needs Medicaid
eligible school children which included physical, occupational, speech, and hearing therapies
and psychological services were provided by all school districts and by the South Carolina
School for the Deaf and Blind. The two units are responsible for program development,
training, conbacts monitoring, consultation, and technical assistance.

The Department of Alternative Delivery Systems is responsible for developing and
managing progrzrms 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.

The Division of Preventive Care coordinates and administers that portion of the
Medicaid progftrm pertaining to the Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) Program, and the dental, optometric, ild 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 progmm 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 deparhnent 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 Deparhnent of Ancillary Services administers the Medicaid Dental, Optometic, 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, md maintains provider manuals.
It develops and proposes new initiatives and is responsible for enrollment, record management,
provider relations, and claims resolution.

The Division of Eligibitity 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.
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The Deparhnent 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; faining and technical
assistance to staff of Federally Qualified Health Centers for the initid 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 contact
with Vocational Rehabilitation which is the entity designated to determine disability for the
Medicaid program.

The Department of Monitoring determines DSS compliance with established policies
and procedures by conducting compliance reviews, at a minimum on an annual basis;
monitoring management reports which are intended to keep counties informed about staff
performance; and provide technical assistance in resolving eligibility problems which affect
claims processing. This deparhnent 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 erors identified through
CPAS activities and preparing the annual CPAS report. The deparfinent 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 Deparfinent
serves as the Medicaid program staffs official user interface with technical support staff.
The Deparfinent of MMIS Support Systems ensures that Medicaid providers are enrolled
reimbursed
and
appropriately. The department serves as the agency liaison for Medicaid
provider enrollment with the conhactor, directing the development and implementation of
control standards and enrollment policies and procedures. The deparhnent 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
HTJMAN RBSOT]RCB MANAGEMENT
Executive Oversight:

Dr.

James

D. 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 600 employees. It is responsible for deveioping
policies and procedures for the management agency human resources, to include
employee/employer relations, recruitment and selection, Affrrmative Actior/EEO and position
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 haining.

Bureau of
INFORMATION RESOT]RCBS MANAGEMENT
Executive oversight:
Benny F. Clark

Chief:

Tim Donahue
Division directors:
Wayne Best, Contract Monitoring
Robert Davis, Technical Support
Marsha Stepp, Third Party 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. 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 FY l99t-92, TpL savings
exceeded $35 million, up over 50 percent from the year before. In FY 1992-93, TPL savings
exceeded Ml million, up about 15 percent from the year before. Iast year, savings leveled out,
once again exceeding $41 million.
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 Deparflnent audits 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 providing technical advice in
procuring information technology to maintain and enhance existing information management
systems, as well as by crafting, when appropriate, custom software and conducting user 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 deparfinents. The Deparrnent of
Health Services is primarily responsible for supporting the Medicaid claims system, known as
the Medicaid Management Information System (MMIS). The Departrnent of Human Services and
Financial Systems manages and directs the development and operation of the agency's systems
for human services programs and financial and personnel applications.
The Division of End-User Services supports the agency's hardware, software and training
needs for the Commission's Office Automation and Communication (OAC) system, by procuring
and maintain hardware and software and by conducting training. The OAC is now a personalcomputer-based wide-area network, supporting Commission staff in 16 offices about the state.
The bureau's Division of Third Party Liability oversees the activities of two departrnents
which insure Medicaid is the payer of last resort. The division identifies ottrer 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 Deparfinent 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 Deparfinent reviews all paid Medicaid claims with trauma diagnoses to
identiff other sources potentially liable for payment of a recipient's medical expenses.
Appropriate claims are submitted to the recipient's afforney and/or insurer to recover these expenses.

89

Since the last quarter of 1992, the Finance Commission and specifically BIRM has
provided project management for the procurement, transfer, modification and implementation
of a federally-certified Child Support Enforcement System (CSES). To that end, a temporary
division of BIRM was created; following implementation of the system, this division will transfer
to the Department of Social Services, who will operate the 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 L994, an implementationcontractor was chosen and work was begun on the South
Carolina CSES. Additionally, a so-called "verification and validation" or "V & V' contractor
was procured to aid the state in reviewing the implementation contractor's many deliverables.

Bureau of
INTERAGENCY PLANI\IING,
RESBARCH AND COORDINATION
Executive oversight:

Dr.

James

D. Blair

Chief:

Iarry Fernandez
Deputy Chief:
Dotty Campbell
Division directors:
Linda Sharkey, Interagency Coordination
Bruce Bondo, Research & Policy Analysis
Identification of interagency health and human services iszues is the responsibility of this
bureau, as are special studies related to Medicaid, long-tenn care and other programs. The
bureau is responsible for coordinated strategies for interagency efforts related to such areas as
issues development, case rnanagement, 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 is also responsible for interagency projects involving the State Departrrent of Education,
such as parenting/family literacy and SERVE training of local district employees.
The bureau coordinates and staffs the Human Services Coordinating Council activities,
as well as various advisory committee activities of the State Healttr 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
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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 analysii of interagency
health and human services issues are responsibilities of this division, .r
special rtoOio
related to Medicaid, SSBG, long term care, and others as assigned. The Division
"tr of Int"ogro"y
Planning and Coordination is also responsible for coordinated strategies for interagency ;ffur;
related to such areas as issues, case management, and human service integration pilot
siies. Ttre
Division works with the Governor, General Assembly and Budget and CJntrol Board to develop
the South Carolina Health and Human Services Srategic 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
and reports on all state and federal legislation affecting the Finance Commission and the
Coordinating Council. The Division also produces the staie's Primary Prevention plan.

.*lyr.,

The Division of Research and Policy Analysis provides research and policy analysis
services to the Finance Commission and the Human Services Coordinating Couniil. ti provides
progrirm and staff support for the Finance Commission's Advisory Committee and the
Medical
Care Advisory Committee, and coordinates staff support to tt. Interagency Council for
ts the South
ryaintaining and updating the Human Services Dictionary. The Division
"Ohioiit
Carolina Health Access Plan (SCHAP), which is a Medicaid wavier program
operated in Horry
and Marion counties. This Plan provides Medicaid benefits to low i*o1nr employees of smail
businesses in a managed care environment.
Activities of special note this fiscal year include staff support for the development of the
Palmetto Health Initiative, an 1115 waiver application to transform Medicaid into a managed
care program. Also of note is the completion and approval of the state's Primary prevention
Plan. The bureau has also completed many of the tasts outlined in the State fteatttr ans Human
Services Strategic Plan. The bureau has taken responsibility and oversight of the Casey
Foundation's Kid's Count Project for the state. Also, the SCHAP continues operation and
provides services to over 1000 employees and their family members through a system
of 60
managed care providers.

Bureau of
MBDICAID PROGRAM ASSESSMET{T
Executive oversight:
Benny F. Clark

Chief:
Carolyn G. Jordan

9l

Division Directors:
Brenda W. McMillan, Program Utilization
Cynthia W. Mack, Medical Service Review
C. Dan Meyer, Fraud & Investigations
The Bureau of Medicaid Program Assessment (MPA) is responsible for the detection and
investigation of provider and recipient abuse and fraud in the Medicaid Program. The bureau
accomplishes this through the conduct of federally mandated surveillance and utilization postpayment reviews of eligible recipients and providers who are enrolled in the Medicaid Program.

Statutory authorities governing MPA functions are found in Section 1909 of the Social
Security Act and 42 CFR Parts 455, 456 and L002. South Carolina regulations and administrative sanctions are found in Binder 27 R. 126400 through 126405.

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 exceptionreporting of providers and recipients whose practices vary significantly

from their peers.
The bureau exceeded federal requirements by closing 247 provider and 271 rccipient
cases during the fiscal year. State compliance with federal guidelines is measured at least once
every three years. Guidelines for MPA are found in Systems Performance Review (SPR) Factor
25: SURS Recipient Reviews and Factor 26: SLJRS Non-Institutional Provider Reviews.
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 berween 95 and 99 percent.
The Division of Program Utilization is responsible for the post-payment review of nonphysician 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 SLJRS. This
data adds strength and validity to the review process. Additionally, the division monitors the
bureau's performance for compliance with SPR. Staff in the unit receive Federal Financial
Participation (FFP) of 75 percent for MMIS related functions.
The Division of Medical Service Review is responsible for the post-payment review of
physician and other medical related specialties as well as recipient reviews. Staff in the unit are
Registered Nurses for whom the state receives FFP of 75 percent for Skilled Professional
Medical Personnel (SPMP).

The Division of Fraud and Investigations is responsible for investigating reports of
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alleged fraud that are received either by complaint or through the SLJRS process. The division's
cases of alleged fraud are received through telephone calls, written complaints or internal
referrals. If the allegations are substantiated, the case is then referred to a prosecutorial authority
for adjudication. During the fiscal year, findings on a durable medical equipment provider case
were substantiated and the case was presented to the Solicitor's Office in the 16th Circuit.
Indictments were secured on seven counts of obtaining goods under false pretenses. The
provider plead guilty on all counts and was ordered to pay restitution of over $53,000, placed
on three years probation for each count to run consecutively and was immediately excluded from
the Medicaid Program for a period of three years. Division staff are currently working other
cases in conjunction with the US Attorney's Office, the State Attorney General's Office, the
Federal Bureau of Investigation, the Board of Medical Examiners and other law enforcement
entities. Staff also serve on the regional Health Care Fraud Task Force at the invitation of the

US Attorney's Office.
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 been identified,
the sanctions recorlmended are recoupment of the overpayment and educational intervention.
The State Administrative Procedures Act grants providers the opportunity to appeal the
determinations made by MPA. There were 53 of the 247 clored provider cases that were
appealed. All cases were resolved during informal settings.
The bureau is also responsible for the Health Care UtilizationProgram. 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. There were 15 recipients that were placed
in counseling this fiscal year and none required locking in to a provider. During FY 92-93 and
9l-92, there were 19 and three 3 recipients, respectively, placed in counseling.

Bureau of
PT]BLIC INFORMATION
Executive Oversight:

Dr.

James

D. 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
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Commission, and creates the annual report.

The bureau provides staff to the Human Services Coordinating Council and its
newsletter Alliances. Public Information serves as publisher and editor for the agency's monthly
newsletter, Communique, and is responsible for the creation of the agency's orientation
document. The bureau also coordinates employee-funded activities whichpromote teamwork and
improve morale through the Employee Activity Committee.

Bureau of
REIMBURSEMENT METHODOLOGY
AND POLICY
Executive oversight:
Benny F. Clark

Chief:
Jeff Saxon

Division directors:
Melissa Davis, Iong Term Care
Marianne Melton, Acute Care
Dave Smith, Ancillary

This bureau manages numerous Medicaid and SSBG rate setting procedures. It develops
and implements reimbursement methodologies/reimbursement rates associated with long term
care facilities, inpatient hospital services, home health providers, Social Services Block Grant
providers, Child Care and Development Block Grant providers, and other ancillary Medicaid
providers.

The bureau is composed of the Division of tnng Term Care Reimbursements, Acute
Care Reimbursement, 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,
psychiatric residential treafinent facilities, 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 share 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
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providers (i.e. nursing facilities, institutions for mental diseases, and intermediate care facilities
for the mentally retarded). There are 301 nursing facilities and ICF/MRs participating in the
South Carolina Medicaid program.

The Division of Acute Care Reimbursement sets the inpatient hospital rates and
psychiatric residential treafrnent facility reimbursement, ensuring adherence to federal and state
reimbursement guidelines. The division administers the $439 million inpatient hospital disproportionate share plan for qualifying hospitals participating in the South Carolina Medicaid program.
There arc 122 hospitals and 11 psychiatric residential treaunent facilities 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, rural health clinics, and other ancillary Medicaid providers. There are
approximately 150 Social Services Block Grant contracts and grants, 67 home health providers,
17 federally qualified health centers, 28 rural health clinics, and thousands of ancillary or noninstitutional Medicaid providers. In addition to rate setting activities required for the above, cost
settlements 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. Furtlrerrrore, the Division assisted program staff with budget
projections for a variety of HCFA waiver requests.

Additionally, the Division of Ancillary Reimbursements was responsible for the
processing of credit adjusftnents. During state fiscal year ending June 30, 1994, approximately
694 credit adjustnents were processed by the Division. As of October
Igg3, the credit
adjustnent process was transferred to the program areas.

l,

During FY 1993-94, the Division of Ancillary Reimbursements provided much information
on the Agency's behalf as related to litigation regarding the rate reductions imposed on home
health providers. The assistance offered by the Division varied from raw data collected from
various cost reports, provision of information relative to cost reports, statistical analysis of cost
and consequent projections.
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APPENDIX B
STJMMARY OF LAW/STATUTORY AI]"THORITY
Two bills were introduced at the 105th Session of the General Assembly to create the
State Health and Human Services Finance Commission. House 8il12184 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. Altnan, 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.

Bill

132 was introduced on Jan. 19, 1983. It passed the Senate on

April 23, 1983.
132 were: H.E. McDonald, R.C. Dennis, H.J. katherman, I.E.
Sanders, and J.V. Smith.

Senate

The authors of Senate

lnurie, A.

Bill

Act No. 83, which created the Finance Commission, was signed by Gov. Richard W.
Riley on June 7, 1983.
The law empowers the agency to administer Title XIX of the Social Security Act
(Medicaid), the Social Services Block Grant program, and to operate the Cooperative Health
Statistics program.

Duties of the Finance Commission are specifically stated in S.C. Code Ann. $44-640
(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 compofients of the
program which might be considered appropriate by the Commissioners.

In

addition, this section of the law charges the agency with the responsibillty 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 Finarrce Commission Advisory
Committee to assist and advise the Commissioners in their duties and furrctions.

Additionally, the law addresses priority areas of serviee, gives the Executive Director
sole authority to employ ard discharge agency employees, rrxd gives the agency authority to
promulgate regulations. The statutory authority for various Finance Commission powers and
duties are as follows:

1.

Section

4-6-rc of the South Carolina Code creates
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tlre State Health and Human

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 ttre
"g.o"y
from engaging in the delivery of services;

3.

Section

4.

Section 4-6-90 empowers the agency to promulgate regulations to carry out its

M-640

enumerates the duties imposed by statute upon the agency;

duties;

5.

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

6. Sections 4-6-3W et seq. describe the Commission's
child development services in certain counties;

responsibility in establishing

7. Sections 44-6400 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 bf tn
violation.
The Commission's Regulations appear at S.C. Code Ann. R. 126-125 et seq., and
various temporary provisions appear in Sections 29 and 129 of Part I of the lggq-gS
Appropriations Act, Act. 497 (R609, H4820).
The omnibus Reconciliation Act of 1993 (P.L. 103-66, OBRA '93) made a number of
significant changes which became effective for the South Carolina Medicaid program rn lgg4,
and which required state legislation to implement. Senate Bill 1358 (Act No. 4gl, lgg4)
amended the law to allow the State to pursue recovery of Medicaid benefits properly paid on
behalf of those recipients over 55 or institutionalized. Act No. 481 also ameoOeO portlons of
the Insurance Code to require employers or insurers to carry out orders for medical child
support. The same Act also prohibited other health insurers from relying on Medicaid and gives
South Carolina Medicaid rights to certain third party payments.

OBRA '93 also required a number of changes which did not require state legislation, but
which were effected by State Medicaid Plan amendments. These changes inc1uded certain
limitations and qualifying criteria for disproportionate share hospital payments and changes in
the transfer of asset provision (divestiture sanction) applicable to determining eligibility
lglblllty for
Medicaid benefits.
Two provisos which were not related to OBRA '93 were enacted in order to consolidate
planning and funding for Medicaid related programs. Proviso 126.66 consolidates funding for

certain children who could be instinrtionalized, but are cared for at home, and $ 83 of the
permanent provisos adds Article ?A to the Children's Code to allow for an interagency system
for caring for emotionally disturbed children.
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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 ana quAiry-. The governot rtrutt
designate a chair who shall serve for a term of trvo years.

In addition,

I

I

ex officio members serve on the Advisory committee.

The appointees of Governor carroil 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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Doug Bryant
Commissioner of the Deparfrnent of Health
and Environmental Confol;
J. Samuel Griswold, Ph.D.
Director of the Deparfrnent of Social Services;

Dr. Joseph J. Bevilacqua
Director of the Departnent of Mental Health;
Dr. Philip S. Massey
Director of the Deparfinent of Disabilities and Special Needs;
Ruth Q. Seigler
Director of the Division on Aging of the Govemor's Offrce; and,

William J. McCord
Director of the Departnent of Alcohol and Other Drug Abuse Services.
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APPEI\IDIX D

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,

consumer organizations.

and

The final category is: The director of the public welfare deparfinent (Departrnent of
Social Services) or the public health departnent (Department of Health and Environmental
Control), whichever does not head the Medicaid agency.
The current memberu are:

T. Ed Childress III, Easley, Chair
Elizabeth Biggers, Columbia

William J. McAninch DpM, Greenville
Dr. Larry Scheele, Sumter
James W. Hammond Jr., MD, Columbia

Jim Head, Columbia

Dr. Samuel 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

Doug Bryant, Columbia
J. Samuel Griswold. Columbia

APPEI\DIX 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.

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

APPEI\DIX H
A year-end budget analysis of FY 1993-94 expenditwes, including estimated Medicaid
expenditures to providers in each of South Carolina's 46 counties as well as expenditures by
county residence of recipients, is detailed on succeeding pages.
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sourH CAROLINA srATE tEDtcAtD pRocRAtrr: MAJoR covERAGE GRoups

tol AGED. BLIND
DISABLED
UNDER IOO%

lncome

Must be age (65+), blind, or totally
and permanently disabled.

Income must be at or below 100 per
cent of poverg, individual limited
to $614/mo. lf both members of a
married couple qualiff, couple limited
to $820/mo.

POVERTY

rxl QilB

Limits

Eliqible Population

Must have Medicare Part A hospital

Same as

insurance.

above.

02to1t94

Resources

Benefits

Resources below
$4,000 for an
individual and
$6,000 for a

Medicaid.

couple.

Same as above.

Medicaid payment of Medicare
premiums, co-insurance and
deductions and all other Medicaid
services.

rrl SLiIB

Same as above.

Income under 110o/o ol poverty ($675 Same as above.
for an individual and $902 for a couple).

rrr AFDC/
(Aid to Families
with Dependent
Ghildren)

Must have child in home under age
18. Child must be deprived of
support due to a parent's absence,
death, incapacity, or unemployment.

Based on family size; family of
limited to net income (after child care
and stiandard work deductions) of

four

$1,000

$529/mo.

Payment of Medicare
Part B premium only.
State and Federalcash payment
based on family size; family of
four with no income receives
$2521mo.
Medicaid.

rrl SSI
(Supplemental
Security Income)

ro, OPTIONAL

SUPPLE]IIENT

Must be aged (65+;, blind, or totally Eligibility is established on an
and permanently disabled.
individual basis; individual limited
to $446/mo. lf both members of a
maried couple qualiff, couple
limited to $669/mo.
Must live in a licensed residential
care facility meet SSI eligibility
criteria except for income.

Eligibility is established on an
individual basis; individual
limited to net income of $732lmo.

$2,000 for an
individual.

$3,000 for a

Federal cash payment based on
income; individual with no income
receives $446/mo.

couple.
Medicaid.

$2,000 for an
individual.

State cash payment based on
income; individual receives
difference between net income
and $732lmo. ($699 for the
facility, $33 forpersonal needs.)
Medicaid.

rrr AFDG-RELATED
ilIEDICAL ASST.

Individuals under age 18.
(lncludes so-called Ribicoff
children, who are not deprived
of support of a parent.)

four

Based on family size; family of
limited to net income (after child care
and standard work deductions) of
$529/mo.

Same as AFDC

NOTE:

o

= Optional Coverage

Group

(rt = Mandatory Cwerage Group

$1,000

Medicaid.

GROUPS
O2lOllU
EllolHa Pooulatlon
lncoma Limitt
R6ourc..
Banafilr
p| gg!:BE!A!Eq Must be age (65+), blind or totally Eligibility is e€tablbhed on an
Medicakt. These indivkluals may
$2,000 for an
flEOICAL ASST. and p€flmn€ntly disabled, Mu3t individual b8l8; indivilual limibd individual
be .lquit€d b pay burard tie
(Excludlng homE). co3t of nuraing servi:es.
r€sile in a medical faciliv 30 days to 11,338/mo.
ONLY {[AOt
SOUTH CAROUNA STATE flEDICAID

PROGRAIi IAJOR COVERAGE

or rn€st intsnn€diat€ or skill€d
nursing care cribria.
Cunent madmum spouse
p€opb in nuFing hom6 and p€ople allocation is
receiving home and
bes€d \Naivered'

(lncludes

community
seNices.)

1o)

least
state,
private

FOSTER CHILDREN Children under age 21, at
partially supported by the
living in foster homes or

$1,662.

inconre

CurBnt maximum
apous€ resource

allocdion ig
t66.480.

Eligibility is generally established
on an individual basis; individual
limited to $249lmo.

$1,000

Medicaid.

institutions.

rrl PREGNANT WOMEN Pregnant women and
& INFANTS UNDER under age 1.
185%

POVERW

children

four
child

Based on fami[ size; family of
limited to net income (after
care and other deductions) of

Resources

not

Medicaid.

not

Medicaid.

considered.

$2,2821mo.

rrl

SIEBEX_AGE
1-ll UNDER
POVERW

All chibren ages 1-11. (Children Based on family size; children up to
1 to 6 at 133o/o of poverty.
age 6 in fami[ of four limited to
Children 6 to 11 at 100o/o of
net income (after child care and other
poverty.)
deductions) of $1,641/mo. Children
6-10 in family of four limited to net
income (after chiH care and other
deductibles) of $1,234lmo.

Resources
considered.

NOTE: An adult is not €ligible br MedEkl oren if his/hsr incom€ and r€sourcea ar€ below the Medicaid limils unless s/he has a dependent ninor child living
with him/her, is I€gnant, or b aged, blind or totally and pemanently disabled.
2

SOUTH CAROLINA HEALTH AND HUMAN SERVICESFINANCE COMMISSION
Division ol Data Manag€mfit

FY 199:l-94 MEDIGAID ELtGtBtLtW: MAJOR COVERAGE GROUPS

Prwious %Change

o/u
PREGNANTWOMEN & INFANTS

"
M

CHILDHEN AGE 1 UP TO AGE I1
AFOG (Aid To Families With
Dopeodent Chaldr€n)

JUL

.iiiiii
..,.,.,

93

AUG

93

SEP

gtt

99

OCT

NOV

93

DEC

99

JAN 9rr

FEB

I'r

MAR

94

APR

94

MAY 9/r

30,929 31,14it 31,@8 3O,9O5 31,077 30,255 8]V2

29,862 9,274 3O,55O 9,762

*'*.''.'''

39,890 4,2*

€,395

45,315

40,443 40,679 41,642 42,215 42J6

.03,963 44,496

44,&t6

,,,,,,,

AVG

o'34

(o-)......

*'ttt...

.O7

13.60.ri.:.

42y'.€9,:,

1

iiijii

l,

AFDC MAO (4 Mos Extended/Trans)

12,149 12,666 12,661 12,885

,,,,,,,

13,371

13,536 13,6@ 13,$7

13,546 13,798 13,832

14,757

ta*......

6,69,

"'tn:::,i:i

AFDC-RE1ATED

lt

RIBICOFF CHILDREN

oltB's

l|

SSI-REI.ATED

O

6,M

:::::::

6,380

:::::::

16

18

.iiriil

Mrc

,:,:,,,

13,761

127
2,U4
153

tttttt:

197' PASS-ALONGS

128
2,037
163

" ...".
O ..,.,., 23,M

AGED, BLIND, DISABLED

O

REGUI.AR FOSTEFCARE

2,(b5
151

318

334

il.i::;

13a 134
2,106 2Js
146 137

18

A,972

180

FOSTER CHILDREN

14

13,841 13,877

13,793

23,7&

:::::::

PIIN

15

14

6,061

6,039
11

12

5,991
11

6,069
10

5,989
13

6,089
12

6,075

(0.13)

12

0.00,

13,845
129

(0.16)
(s.15),

2,235

1.O4'i

FD,ll:.l

t'ttt,,,.,.

.,.,:,i

.:l:.:. 19'742

(OTHER)

6,105 6,044

6,216

]:]::::

NURSING HOMES
GENERAL HOSPITALS

SC HEALTH ACCESS

lrO.

Month Jul 9:t to
JUN94 %Ghange Jun94

24,n9 24,435
414

t3,858
126

2,18

1n

13,844

1n
2,190
128

13,794
127

2,214
127

13,802

13,&57

120 130
2,212 2,%
119 116

13,868

136
2,212
113

111

24,7n

25,053

25,102

zs,w

25,605

26,293

26,801

536

569

627

636

690

779

793

4s2

(1.74,
1.93

.;

,.,:.'

O,78,.,,.,
9'72,';,,,1

ot

q....

14,50,,,,,,,

t*'......
24,890i,,,,,,

vn....,.i

1.80,.

128.,.,.,.

2,1521,,,::

ssr

iilili

:

,,,,,t

.......

629

6f24

666

6z19

662

678

688

701

12.U

1.15,

PAYMEN

,:,

AFD.

M
.lj

AFDC-REI.ATED

M

lV-E

TITLE
TITLE IV-EADOPTIONS
REFUGEE/ENTRANT

.l

137,992 137,083 136,218

134,Oit8

135,089 134,709 136,110 135,347 134,356 13i|.590

131,706 128,915

(2.121,

(6.s8),,

,,

134,596

:.,,..

2,096
458
13

2,059
474
23

2,O4
495
25

2,0oit
512

%,214
23

95,768
23

96,481

96,459
23

1,2$

1,26
4%7
1,012

2,O1O 1,990 1,94t

522,
46

36

545
43

5€O
44

1,936
602
48

1,942
627
49

1,92

1,8SXt

645
45

661
32

99,406
23

99,972

1,950

678
21

(6.94..1

2.69,,

i,.:
61.54: ..,

2.57

48,03

(34.38),'

1,984
567
35

SUPPLEMENT SECURITY INGOME

ssl
SSI WESSENTIAL SPOUSE

o

oPTIONAL STATE SUPPLEilENT
OSS OnlyFSS Adult Foster

oss

FOSTER

SOI.ffi:

Care

CHILDREN

S.C.TEPARTTGiIT

tr SGAT

,.,,

...

23

97,232 97,052 97,895

23

23

23

98,996
23

99,173

23

:..:.:

23

100,61

1

23

iii:.

O,64l,.'

5.67

0.00.

0.oo,,,,

,

97,855
23

::..:

1,m.
2,930

2,950

1,OO1

1,008

SEBVTCES EUGIBIUTY PAYTGNT

CATEG{ffi

NOIE: eTtON LCOI/ERAGEGROUP= (O) MAr€ATOFTcRqp=Ot)
TTC DATA PESENIED FEFEBS TO EUGEI..E PEASONS.'

1,%7
2,993
993

EPCT

,306 | ,269 ,210
3,049 3,q)5 2,971
1,014 1,017 1,O4it
1

1

1 ,186
2,918

995

1,162
2,840

1,120
2,772

1,@7
2,711

965

1,012

980

:.::

t,061
2,686
994

(2.3s)
(o.s2),;

(13.18).,.,i

s),.....

1,199
2,999

.4i],

(o.7o),,,,

1,0o3,

1

,

(g

-orogi--zmtu?aoo6i
DATED JULY l0EEt

-

JUIG 1S.r.

HEAt

03-Nov-94
10:28:15 AM
ACT93-94
SERVICE

SERVICES

FISCALYEAR 1993-94
MEDICAID ADJUSTED APPROPRIATION AND EXPENDITURES
ADJUSTED
APPROPRIATION
STATE
FUNDS

TOTAL

EXPENDITURES
STATE
FUNDS

TOTAL

YTD %
EXPENDED
STATE
FUNDS

BALANCE
STATE

EXPENDITURES

FEDERAL

OTHER

FUNDS
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I. OPEBATING
PEBSONAL SERVICES
FRINGE BENEFITS
OTHER OPERATING

18,726,735
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27e,633
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SOUTH CAROLINA HEALTH AND HUMAN SERVICES FINANCE COMMISSION
Division of Data Management

FY 1993-94
COUNTY
RANK BY PROVIDER

CHARLESTON
BICHLAND
GBEENVILLE
FLORENCE
SPARTANBURG
LAURENS

ANDERSON
OBANGEBURG
YORK

RANK
1

2
3
4
5
6
7

I

9

AIKEN
HORRY

10

LE(INGTON

12
13
14
15
16
17

SUMTER
DORCHESTER

GREENWOOD
DABLINGTON
BEAUFORT

11

GEORGETOWN

'18

KERSHAW
PICKENS
MARION

19

I.ANCASTEB
DILI-ON

COLLETON
OCONEE
CLARENDON
CHESTERFIELD
ABBEVILLE
NEWBERRY
BERKELEY

MARLBOBO
BARNWELL
CHEROKEE
FAIRFIELD
CHESTER
BAMBERG

E(PENDITURES

NO.

20
21

2

23
24
25
26
27
28

n

30
3'l
32
33

u

UNION
WILLIAMSBURG

35
36
37
38

JASPER

39

BY PBOVIDER

RANK

COUNTY
RANK BY RECIPIENT

399,593,185
392,600,796
125,725,831
100,381,749
78,617,515

1

2
3

4

ANBURG

6
7

77,313,U2
48,364,680
39,945,464
39,663,929
39,582,760
38,504,994
37,349,262
36,989,571
32,613,747
31,900,752
26,698,737

I

9

41 ,609, 140

23
24
25
26
27
28
29
30

41,012,761
40,372,392
39,998,19s
34,823,774
34,039,796
27,937,628
21,526,647
21,164,933
20,981,941
20,530,059
20,427,988
20,209,417
20,153,09'l
20,091,'t04
19,893,279
19,258,870
18,777,239
16,000,170
15,583,494
15,237,103

9,541,7€

31

14,898,751

9,49't,021
9,071,518
8,465,320
8,300,729

32
33

12
13
'14

15
16
17
18
19

21,526,U7
18,322,442
't6,610,260
15,648,592
15,100,112
13,741,755
13,156,234
12,195,146
12,015,644

20

ERFIELD

21

2.

1,307, 167

10,050,020
9,814,686
9,786,493

7,69,744

u

;iUNlON

12,3&,647

36

1't,534,083
10,929,380
10,771,259
10,585,819

37

7,051,999
6,251,170
5,021,970

38
39
40

N
41

iir:ifisALuDA

41

HAMPTON
SALUDA
MCCORMICK
EDGEFIELD
CALHOUN

42

i.l.iii;iiEDGEFIELD
i.iiiiiiilJASPER

42
43
44

NON SC

NA
NA

ALL COUNTIES

4i|

li:iii::nLLENDALE

3,851,731
3,617,136
87,069,475
2,853,687

1,938,629,410

45
46
NA
NA

SC

couNTlEs

't3,566,808
12,756,412
12,605,600

35

LEE

ADJUSTMENT

140,614,824
101,773,602
98,180,622
75,890,700
73,945,436
65,412,223
47,347,120
44,884,162
43,786,604

11

ALLENDALE

44
45
46

BY RECIPIENT

10

z.,ffi,N1

1

E(PENDITURES

NO.

9,240,824
8,070,719
8,011,579
7,900,188
7,530,176
6,391,813
4,716,889
0
555,324,147

1,938,629,410

SOTJRCE:

UIIIS IIEDICAID EXPENTXTURES BY COUilTY REFORT DATED JULY 13,

NOTES:

EXPENDITURES BY PROVIDER REFERS TO THE COI.|I{TY OF THE PROVIDER
EXPENTITURES SY RECXPIEI'IT REFERS TO THE COI,I{TY OF THE RECIPIEI{T.
PAYIIEI{T FOR RECIPIEXTS DO 1{OT IIrcU.|DE GROSS AD.IJSTIIENTS OR
COI{TRAICTURAL TMI{SPOFTAIO}I.
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