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Introduction and executive summary  

South Carolina has the opportunity to improve its health and human 
services. By making services easier to use and improving coordination, 
State government can make the constituents of the State healthier, 
improve the efficiency of the health delivery system, and get the best value 
for its constituents.  

Section 13 of Act 60 charged the Department of 
Administration with retaining independent, third-party experts, 
consultants, or advisors to analyze the missions and delivery 
models of all state agencies concerned with 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ 
overall public health, as well as certain specific populations 
including, but not limited to, children and adolescents, 
newborns, pregnant women, the elderly, disabled, mentally ill, 
special needs individuals, those with chemical dependencies, the chronically ill, the 
economically disadvantaged, and Veterans. This report is a result of that effort.  

Following a competitive solicitation, the Department of Administration engaged Boston 
#ÒÑÖØÏ×ÌÑÊ 'ÕÒØÓ Ȥ"#'ȥ ×Ò Ȋǿ ÓÕÈÓÄÕÈ Ä ÚÕÌ××ÈÑ ÄÆÆÒØÑ× ÖÈ××ÌÑÊ ÉÒÕ×Ë ǿ ÉÌÑÇÌÑÊÖ 
regarding the missions, delivery models and organizational structures of the various state 
agencies performing public health services and the effectiveness of such in addressing the 
ÒÙÈÕÄÏÏ ÓØÅÏÌÆ ËÈÄÏ×Ë ÒÉ ×ËÈ 3×Ä×ÈǾȋ !Æ× ɓɍ ÕÈÔØÌÕÈÖ ×ËÈ ÚÕÌ××ÈÑ ÄÆÆÒØÑ× ×Ò ÅÈ ÇÈÏÌÙÈÕÈÇ ×Ò 
the Legislature and Governor on or before April 1, 2024, in the form of a final report, with 
interim reports submitted by October 1, 2023, and January 1, 2024. 

BCG's approach was thoughtfully designed to encompass a wide array of South Carolinian 
perspectives, actively seeking input from stakeholders such as service users, caregivers, 
agency leaders, frontline staff, advocacy groups, and the general public. More than 4,000 
South Carolinians provided input through interviews,1 surveys, site visits, town halls, and a 
public comment box (see Exhibit 1).2 The findings from these stakeholders were then 
validated with a comprehensive review of relevant literature,3 agency documents,4 and 

 

1 Interviews with constituents, state executives, legislators, state health agency staff, and external partners 
2 Surveys covering more than 630 constituents across all counties and more than 3,800 staff of core state health agencies 
3 Reports including but not limited to Legislative Audit Council (LAC) reports, and South Carolina Enterprise Information 
System (SCEIS) human resources and organizational data, including position descriptions of agency leadership 
4 Review of relevant statutes, agency mission and strategy documents, program overviews and financial data for each 
agency from 2019-2023 

South Carolina has the 

most fragmented health 

and human services 

structure in the nation.  
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benchmarking of other U.S. states (with a focus on peer states in the Southeast5).6 The 
recommendations that followed from that work aim to improve the health of South 
Carolinians, improve the efficiency of the health delivery system, and obtain the best value 
in health spending for its residents. 

Exhibit 1: Map of stakeholder outreach as of December 15, 2023 

More than 630 constituents have provided input across all counties, in addition to 13 completed site visits 
and 6 town halls 

 
1. One respondent did not indicate the county in which s/he resides. 
Note: Direct constituent input also collected via the complete response set from DRSC Community Survey 2023, and 
interview notes from Sage Squirrel 2023 constituent interviews across the state. Indirect constituent perspective also 
collected via advocacy group interviews, and other agency interviews (e.g., Dept of Child Advocacy, S.C. Developmental 
Disabilities Council, DOC) 

 

5 Peer states include Alabama, Georgia, North Carolina, Tennessee, Virginia, which represent other Southeastern states 
with similar demographics to South Carolina. 
6 Data from the Center for Disease Control and Prevention (CDC), Centers for Medicare and Medicaid Services (CMS), 
U.S. Census, Department of Housing and Urban Development (HUD), Agency for Healthcare Research and Quality 
(AHRQ), American Hospital Association (AHA), and the Kaiser Family Foundation (KFF). 
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Key challenges 

South Carolina has significant room for improvement in health outcomes. In data 
ÆÒÐÓÌÏÈÇ ÅÜ !ÐÈÕÌÆÄȉÖ (ÈÄÏ×Ë 2ÄÑÎÌÑÊÖǻ 3ÒØ×Ë #ÄÕÒÏÌÑÄ ÕÄÑÎÈÇ ɑɐÕÇ of all states in health 
outcomes and 4th out of 6th among peer states (see Exhibit 2).7 South Carolina lags on 
physical and mental health metrics. Further, 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÒØ×ÆÒÐÈÖ ÄÕÈ worse 
than expected when considering the StateȉÖ ÏÈÙÈÏ ÒÉ ÖÓÈÑÇÌÑÊ, indicating that South 
Carolina sees a low return on investment (ROI) on its health and human services spend. 
This means that South Carolina has an opportunity to improve its health outcomes by 
more effectively using its current level of spending. 

Exhibit 2: Health outcomes vs. overall health spending for U.S. states 

South Carolina lags U.S. in health outcomes with low ROI on overall health spending; potential 
signs of underinvestment 

 
1. Composite health outcome ranking based on measures related to behavioral health, physical health, mortality, and 
risk factors between 2018-2022 2. 2020 Health spending per capita includes spending for all privately and publicly funded 
personal health care services and products (hospital care, physician services, nursing home care, prescription drugs, etc.) 
By state of residence (aggregate spending divided by population). Hospital spending is included and reflects the total net. 
revenue (gross charges less contractual adjustments, bad debts, and charity care) Note: Health outcomes data is based 
on data from 2019-2022; Source: America's Health Rankings, Outcomes Composite 2022, Kaiser Family Foundation 
analysis of CMS Office of the Actuary, National Health Statistics Group. 2020 National Health Expenditure Data: Health 
Expenditures by State of Residence 

 

7 Peer states include Alabama, Georgia, North Carolina, Tennessee, Virginia, which represent other Southern states with 
similar demographics to South Carolina. 
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Constituents face barriers at each step of their journey to receive healthcare services. 
South Carolinians experience challenges finding and accessing benefits and services. A 
shortage of available services, especially for mental health, substance use, and disabilities, 
makes it difficult for constituents to receive the care they need. 4ÒÇÄÜȉÖ ÖÈÕÙÌÆÈÖ ÄÕÈ also 

too focused on acute care (such as in a 
hospital) rather than on preventative care, 
which addresses ÓÈÒÓÏÈÖȉ health needs 
before they become more serious and 
expensive. When constituents do receive 
care, the quality is inconsistent across 
different types of service and regions of 
the State. Some South Carolinians receive 
world-class treatment and have positive 
experiences, but too many do not. Finally, 
challenges coordinating care, particularly 
for those who have complex needs and 
use multiple  services, mean patients may 

be confused about the next steps in their care plan or experience disruptions in their 
treatment. 

This uneven and unsatisfactory experience is partially caused by the way state government 
agencies operate today. These challenges start with structure Ȝ South Carolina has the 
most fragmented health and human services agency structure in the nation, with eight 
independent agencies. This has hindered the creation of a shared plan for health across 
the state, led to a lack of holistic accountability for the populations the agencies serve, and 
made it more difficult to work in a collaborative fashion across agencies. This has also led 
×Ò ÖÏÒÚÈÕ ÌÑÑÒÙÄ×ÌÒÑ ÌÑ ËÈÄÏ×Ë ÓÒÏÌÆÌÈÖ ÄÑÇ ÓÕÒÊÕÄÐÖǻ ÄÑÇ ÌÑÆÒÑÖÌÖ×ÈÑÆÜ ÌÑ ×ËÈ 3×Ä×ÈȉÖ 
approach to drive quality. The limited infrastructure to support these areas Ȝ from lack of 
data sharing to limited codified practices across agencies Ȝ means South Carolina relies 
heavily on ad-hoc coordination and knowledge of individuals at each agency. High turnover 
and difficulty recruiting needed talent in the State workforce significantly exacerbate these 
issues. 

Despite these challenges, the State has demonstrated some strengths it can build on Ȝ for 
example, expanding school-based mental health services, building online portals to help 
the elderly and early childhood populations navigate to services, and increasing psychiatric 
telehealth access Ȝ all supported by a dedicated set of state employees and front-line 
workers. These strengths provide momentum for the path forward. 

Recommendations 

There are seven recommendations, detailed below, to address the challenges discussed. 
4ÄÎÈÑ ×ÒÊÈ×ËÈÕǻ ×ËÈÖÈ ÕÈÆÒÐÐÈÑÇÄ×ÌÒÑÖ ÚÒØÏÇ ÌÐÓÕÒÙÈ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÄÑÇ 
human services system and address the issues noted above. The recommendations are:  
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Recommendation  Description  

Recommendation #1 

Streamline state agency 
structure and roles 

 

Page 23 

ȡ Establish a central organization to provide leadership, drive 
accountability, and improve collaboration across health and 
human services agencies 

ȡ Combine agencies with similar missions under the central 
organization  

ȡ Evaluate and redesign organization structure within each 
agency to improve efficiency and effectiveness of operations 

Recommendation #2 

Build strategic plan and 
operating approach for health 
and human services 

 

Page 32 

ȡ Build a comprehensive plan for health and human services 
across the State 

ȡ Strengthen accountability and coordination across agencies 

ȡ Improve complex case coordination across state agencies 

ȡ Increase data sharing across agencies to improve policy 
making and operations 

Recommendation #3 

Increase capacity for mental 
health, substance use, and 
disabilities services 

 

Page 36 

ȡ Strengthen existing public access capacity to better serve the 
most vulnerable South Carolinians 

ȡ Increase private capacity to improve access to care for a 
broader array of constituents 

ȡ Grow and better use the professional workforce 

Recommendation #4 

Improve quality of services in 
the State 

 

Page 48 

ȡ Improve state oversight and support for county-controlled 
healthcare providers 

ȡ Strengthen operations within State-run healthcare facilities 

ȡ Improve partnerships with Medicaid managed care 
organizations (MCOs) 

ȡ Increase innovation in care models to better care for 
complex populations 

Recommendation #5 

Improve preventative care  

 

Page 56 

ȡ Boost supports for social factors that influence health 

ȡ Bolster awareness of and access to preventative healthcare 
services 

ȡ Increase access to primary care across the State 

Recommendation #6 

Help constituents navigate to 
benefits and services 

 

Page 64 

ȡ Make it easier for constituents to find benefits and services 

ȡ Simplify the process to access benefits and services 

ȡ Build supporting data and technology infrastructure for 
navigation 

Recommendation #7 

Strengthen state health and 
human services workforce 

 

Page 72 

ȡ Bolster state recruitment and better manage hiring process 

ȡ Better retain and develop talent 

ȡ Make it easier for staff to productively deliver quality 
services  
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Recommendation #1: Streamline state agency structure and roles  

The structure of 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ health and human services agencies Ȝ eight 
independent agencies Ȝ makes it the most fragmented of any state in the United 
States. Addressing this fragmentation would make it easier for constituents to find 
services, and lead to more efficient and effective service delivery. Therefore, the State 
should: 

¶ Create a central entity responsible for coordinating health and human services 
agencies that reports directly to the Governor. Given the overlaps in populations 
and activities, South Carolina would achieve the most benefit from having all 
health and human services agencies under one entity, although creating an entity 
over all the health-related agencies, including those focusing on Medicaid (DHHS), 
Public Health (DPH), Mental Health (DMH), Substance Use (DAODAS), 
Disabilities (DDSN) and Aging (DOA), would be a meaningful step in the right 
direction.8  

¶ Change the current DMH and DDSN Commission structures to create consistent 
governance across agencies. Agency directors would be directly appointed by the 
leader of the new entity.  

¶ Merge DMH and DAODAS Ȝ into one department under the central organization Ȝ 
to deliver more integrated behavioral health services for constituents, lower 
administrative costs, and unlock new funding opportunities.  

¶ Evaluate and redesign the organizational structures of each agency under the 
central organization to improve effectiveness and drive efficiencies. 

Recommendation #2: Build a strategic plan and operating approach for 
health and human services 

Developing and maintaining strong coordination among agencies is critical to 
efficiently deliver high-quality services for constituents. To achieve this, South Carolina 
should: 

¶ Build a comprehensive plan for health and human services across the State to set 
cross-agency priorities, goals, and action steps.  

¶ Strengthen accountability and coordination across agencies to achieve shared 
plan, establishing clear ways to track progress on goals and forums to work 
together on policy priorities and case management.  

 

8 South Carolina health agencies include: Department of Health and Human Services (DHHS), Department of Health 
and Environmental Control (DHEC), Department of Mental Health (DMH), Department of Alcohol and Other Drug Abuse 
Services (DAODAS), Department of Disabilities and Special Needs (DDSN), and Department of Aging (DOA). Act 60 
requires the separation of public health activities from DHEC into a separate agency Ȝ these public health activities are 
the primary focus of this report, and not the Environmental Control activities. 
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¶ Increase data sharing across agencies to improve policy-making and operations, 
tapping into a wealth of health and demographic data to evaluate how to serve 
constituents better.  

The ability to accomplish these recommendations is reliant upon the creation of a 
central organization contemplated in recommendation #1 above, providing one 
common entity with the authority to bring agencies together and hold them 
accountable for progress. 

Recommendation #3: Increase capacity for mental health, substance use, 
and disabilities services 

There is not enough healthcare capacity across South Carolina today. This most acutely 
impacts those with behavioral health conditions and disabilities, and leads to 
conditions going untreated. This, in turn , means patients get care in more expensive 
acute-care settings such as emergency departments. The system has more publicly 
operated or controlled capacity as a percentage of total capacity with limited private 
capacity Ȝ these public access facilities are often the only option for Medicaid and 
uninsured populations to receive care. To address this, the State should: 

¶ Ensure that public access providers remain able to serve these populations by 
increasing state funding to match the level of other states.  

¶ Streamline funding, particularly for substance use public access providers. South 
Carolina should direct these funds more strategically toward the highest-need 
services and geographies, and potentially leverage federal match dollars through 
Medicaid.  

¶ Increase private capacity, which the State can facilitate by reducing the 
administrative frictions and start-up costs for providers, and ensuring competitive 
rates and coverage schemes for services provided.  

¶ Build and effectively leverage the care professional workforce by strengthening 
local talent pipelines (e.g., growing scholarships and grants for aspiring 
professionals, increasing the number of slots in education and training programs), 
and better adapting to new care models (e.g., telehealth). 

Recommendation #4: Improve quality of services in the State  

As discussed above, there is an inconsistent quality of care across South Carolina. This 
means that outcomes, constituent experience, and physical settings vary across service 
types and geographies. To influence the quality of the health system, the State should: 

¶ Strengthen its oversight of county-controlled Section 301 substance use healthcare 
providers, disability and special needs (DSN) boards, and facilities it oversees by 
strengthening standards, monitoring, and enforcement for non-compliance. 
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¶ Improve quality through its Medicaid managed care program by strengthening 
contract requirements (e.g., patient quality and provider network standards) and 
partnering more closely with MCOs to advance 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ health goals.  

¶ Increase innovation in care models to better support complex populations by more 
regularly participating in federal innovation programs and partnering with private 
and non-profit entities to broaden the reach of the State. 

Recommendation #5: Improve preventative care  

South Carolina has an opportunity to reorient its focus toward prevention, which can 
help support ÆÒÑÖ×Ì×ØÈÑ×Öȉ health before their needs become more serious. This, as a 
result, improves health outcomes and costs less than acute care. The State should:  

¶ Target supports for social needs that impact health, such as nutrition, housing, 
and transportation, to those with complex conditions by prioritizing several 
targeted interventions in coordination across State agencies and community 
organizations (e.g., better directing existing housing funds to support those on path 
to substance use recovery).  

¶ Bolster awareness of and access to preventative healthcare services to ensure that 
constituents pursue healthy behaviors and engage in adequate health screenings. 

¶ Increase access to primary care across the State by growing the primary care 
workforce, particularly in rural and other underserved areas. 

Recommendation #6: Help constituents navigate to benefits and services  

South Carolinians face challenges in finding and accessing healthcare services and 
benefits, navigating a wide set of offerings provided by a fragmented set of 
organizations. This means that constituents may not receive the resources they need to 
improve their health, driving higher costs to the system from less preventative care. To 
address this, South Carolina should: 

¶ Make it easier for constituents to find benefits and services by making information 
more available and easier to understand across different channels (e.g., online, 
phone, in-person), empowering Ȋnavigatorsȋ to guide constituents (e.g., agency 
staff, community organizations, providers, care managers), and increasing broader 
constituent awareness of these resources through promotional campaigns.  

¶ Simplify the process to access benefits and services by lowering barriers to getting 
care (e.g., tighter referral pathways and co-location of services) and streamlining 
the benefits application process (e.g., simpler application language, reducing 
unnecessary process steps, and improving the online user experience).  

¶ Build a stronger supporting data and technology infrastructure over time, 
considering ways to unify electronic health records (EHRs) across providers, 
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investing in unified population health and case management platforms that can 
help navigators make specific and tailored recommendations for where 
constituents should go to get their needs met, and building more integrated 
eligibility systems to make the benefits application process more efficient and 
seamless for constituents. 

Recommendation #7: Strengthen state health and human services workforce  

South Carolina faces significant challenges in recruiting and retaining staff, with an 
average turnover rate of ~19% and a vacancy rate of ~17% for health and human 
services agencies. Only ~42% of staff within these agencies consider their organization 
an attractive employer. These challenges lead to a recurring cycle of high turnover and 
staff capacity constraints, negatively impacting service planning and delivery and 
placing added pressure on remaining staff. To address these issues, the State should: 

¶ Improve how it attracts and hires talent by taking a more proactive recruitment 
approach (e.g., broader recruiting pools, more active outreach efforts).  

¶ Bolster efforts to retain top talent by bolstering recognition programs, 
strengthening career pathways, and improving working models, such as through 
flexible schedules. While salary increases for state workers in 2023 were positive 
steps, South Carolina should continue to consider increases to compensation over 
time to ensure the State is competitive with the market.  

¶ Better support its talent to deliver high-quality services to constituents by 
improving employee training on day-to-day responsibilities, identifying 
opportunities where operational processes can be made more effective and 
efficient (e.g., via automated tools), and more rigorous evaluation of staff 
performance against job objectives. 

Looking ahead 

These recommendations represent significant changes to the health and human services 
system in South Carolina, and would help improve health outcomes, drive better efficiency 
of the health delivery system, and increase value for the overall dollars spent. However, 
there are potential risks to state stakeholders of failing to manage the change 
appropriately, including constituent confusion, provider turnover, and inefficient allocation 
of taxpayer resources. 

To implement these recommendations, South Carolina requires a well-coordinated and 
appropriately resourced implementation approach. The State will need to prioritize the 
most critical initiatives based on scale of impact and cost, effectively coordinate 
implementation timel ines, and diligently execute with a focus on the detail. The goal of 
these efforts is to be cost-neutral in the long-term, although short-term investments will be 
needed to implement these recommendations, which can be sourced from existing 
budgets, cost savings, revenue enhancements, and Ȝ if needed Ȝ state appropriations.
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!ÖÖÈÖÖÐÈÑ× ÒÉ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×ËÆÄÕÈ ÖÜÖ×ÈÐ 

South Carolina faces poor health outcomes for its level of 
spending 

To understand the state of health in South Carolina today, BCG completed a 
benchmarking of the Stateȉs health outcomes and spending relative to other U.S. states. 
The benchmarking included a set of five peer states9 with similar geographic and 
demographic characteristics. 

Exhibit 3: Health outcomes vs. overall health spending for U.S. states 

South Carolina lags U.S. in health outcomes with low ROI on overall health spending; potential signs of 
underinvestment 

 
1. Composite health outcome ranking based on measures related to behavioral health, physical health, mortality, and 
risk factors between 2018-2022 2. 2020 Health spending per capita includes spending for all privately and publicly funded 
personal health care services and products (hospital care, physician services, nursing home care, prescription drugs, etc.) 
By state of residence (aggregate spending divided by population). Hospital spending is included and reflects the total net 
revenue (gross charges less contractual adjustments, bad debts, and charity care)  
Note: Health outcomes data is based on data from 2019-2022 
Source: America's Health Ranking, Outcomes Composite 2022, Kaiser Family Foundation analysis of CMS Office of the 
Actuary, National Health Statistics Group. 2020 National Health Expenditure Data: Health Expenditures by State of 
Residence 

 

9 Peer states include Alabama, Georgia, North Carolina, Tennessee, Virginia, which represent other Southern states with 
similar demographics to South Carolina. 
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/ÙÈÕÄÏÏǻ ÅÄÖÈÇ ÒÑ ÇÄ×Ä ÆÒÐÓÌÏÈÇ ÅÜ !ÐÈÕÌÆÄȉÖ (ÈÄÏ×Ë 2ÄÑÎÌÑÊÖǻ 3ÒØ×Ë #ÄÕÒÏÌÑÄ ÕÄÑÎÈÇ 
43rd in terms of health outcomes and 4th out of 6th among peer states (see Exhibit 3).10 In 
particular, South Carolina performs below average on several key metrics11 across physical 
and mental health (see Exhibit 4). 

Exhibit 4: SC performance vs. peers on health outcomes 

 

 

3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÒØ×ÆÒÐÈÖ ÄÕÈ ÏÒÚÈÕ ×ËÄÑ ÈÛÓÈÆ×ÈÇǻ ÆÒÑÖÌÇÈÕÌÑÊ ×ËÈ 3×Ä×ÈȉÖ ÏÈÙÈÏ ÒÉ 
spending.12 This may indicate that South Carolina sees a low ROI on its health spend. This 
is likely driven by more spend on high cost, acute care settings relative to prevention (e.g., 
early screenings), focus on healthy behaviors, and other actions that reduce the need for 
costly care of conditions down the road. 

 

10 America's Health Ranking, Outcomes Composite 2022 
11 The Commonwealth Fund 2020 scorecard on state health system performance, CDC national vital statistics system 
(NVSS): restricted use mortality microdata, federally available data, maternal and child health bureau, HRSA (2021), 
CDC national vital statistics system (NVSS): WONDER, CDC, BRFSS (2021), national center for injury prevention and 
control, CDC, Kaiser Family Foundation (2022-2023), HRSA (2021) 
12 2020 National Health Expenditure Data: Health Expenditures by State of Residence, August 2022 
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Satisfaction lowest among those with behavioral health and 
disabilities conditions, uninsured, youth, and rural populations  

To understand opportunities to improve upon the state of health and human services in 
South Carolina, BCG completed a survey of more than 600 English and Spanish-speaking 
South Carolina constituents. The survey assessed ÆÒÑÖ×Ì×ØÈÑ×Öȉ ÏÈÙÈÏ ÒÉ ÖÄ×ÌÖÉÄÆ×ÌÒÑ ÚÌ×Ë 
health services in the State today, using a scale of 1-5 to report satisfaction levels, with 5 
being most satisfied and 1 being most dissatisfied. 

Notably, constituents with intellectual and related disabilities, mental health conditions, 
and substance use disorder expressed the highest levels of dissatisfaction with services in 
South Carolina. The uninsured population was particularly dissatisfied, with a 0.38 point 
lower satisfaction compared to the average across all constituents. The uninsured is a 
group that heavily intersects with those with behavioral health and disabilities conditions. 
Constituents in more rural areas and youth populations reported higher dissatisfaction 
with services as well. (See Exhibit 5 for more detail.) 

Exhibit 5: Constituent satisfaction lowest with mental health, disabilities, and substance 
use disorder services; uninsured, youth, rural populations least satisfied 

Relative satisfaction rate vs. average for South Carolina constituents 

 
1. Survey respondents were disproportionally low income and utilized State services based on search criteria, and 
therefore may not be representative of full SC population with private insurance; 2. Does not include Medicaid; Source: 
SC Constituent Survey; N = 575 
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In light of these findings, as the State contemplates recommendations moving forward, it 
should give consideration to constituents with intellectual and related disabilities, mental 
health challenges, and substance use disorder. The State should also consider the impact 
of any strategies on rural, low-income, uninsured, and youth populations. 

Constituents face challenges across the entire journey to access 
services 

A review of the typical steps a constituent takes on their health journey provides insight 
into potential areas of challenge. This assessment evaluated four overall steps: 

1) Awareness: Constituents discover symptoms or recognize a need and identify next 

steps/options. 

2) Navigation and application: First point of entry where constituents understand 

eligibility, complete applications, and find the right provider. 

3) Receiving care/services: Constituents wait for services, schedule and coordinate 

services, access a provider, and receive treatment. 

4) Care continuity and coordination: Constituents receive post-service transitionary care 

and long-term care plan management. 

Exhibit 6: Constituent navigation journey and challenges 

Five critical challenges in the constituent journey 
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Constituents face barriers at each step of this journey, as shown in Exhibit 6 above, with 
five primary challenges identified: 

1) Low constituent awareness of services available 

to them and difficulty navigating and obtaining 

access to benefits and services: Constituents 

often do not know their condition, the necessity 

of potential treatment, and the benefits or 

services for which they are eligible. Once patients 

are aware of the impact and existence of services 

available to them, they often do not know how to 

apply for services. Patients find the applications 

complex with complicated requirements. 

2) Insufficient availability of services, particularly in mental health, substance use, and 

disability supports: South Carolina is under-capacity across many mental health, 

substance use disorder, and disability care settings, with the deepest gaps in residential 

and step-down settings (e.g., SC ranks in the bottom 25% vs. other states in behavioral 

health residential capacity per capita).13 These shortages also constrain capacity in 

more acute settings (e.g., hospital inpatient) by limiting discharge options. In addition, 

care available to Medicaid or uninsured patients is often even more limited than top-

line capacity gaps. This would suggest that Medicaid patients in South Carolina have a 

~3.3-fold lower likelihood of scheduling a specialty appointment than those with private 

insurance.14 Finally, workforce shortages contribute to capacity gaps across the 

continuum. South Carolina has ~20% fewer psychiatrists and ~50% fewer psychologists 

per capita vs. the national average.15 

3) Limited focus on preventative care and supports: 

Opportunities exist for South Carolina to 

strengthen constituentÖȉ understanding of 

healthy behaviors and access to routine 

preventative care (e.g., screenings, 

immunizations) and health-related social need 

supports (e.g., transportation, healthy food, 

housing). These measures are critical to help 

people live healthier lives and to reduce 

avoidable clinical spending by preventing health 

concerns before they escalate.  

 

13 N-SSATS 2020, N-MHSS 2020 
14 PubMed; Medicaid Patients have Difficulty Scheduling Health Care Appointments Compared with Private Insurance 
Patients: A Meta-Analysis, 2019 
15 HRSA Area Health Resource Files, 2021 
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Currently, South Carolina underperforms on 
several critical social factors that impact health 
(e.g., 14th highest rates of housing insecurity, 
11th highest rates of food insecurity).16 
Preventative care investment also lags compared 
to other states. For example, spending per capita 
on local health departments, a critical 
preventative setting, is in the bottom third 
nationally.17 Additionally, the primary care 
workforce capacity is not sufficient to meet 
demand (38th in primary care physicians per capita).18 

4) Inconsistent quality of care across service types and geographies: Service quality varies 

across counties and service delivery type, with varied treatment outcomes and patient 

experience, an uneven composition of services across the State, and facilities that 

range from outdated to state-of-the-art. For example, all six state-run nursing homes 

are below the 30th percentile nationwide in overall ratings from the Centers for 

Medicare and Medicaid Services (CMS). Two homes are below the 15th percentile, 

including the general nursing home.19 

5) Limited care coordination particularly for complex populations: Constituents with 

complex and co-morbid conditions (e.g., intellectual and related disabilities, foster care, 

acute behavioral health) experience poor care coordination across services, with 

frictions in accessing appropriate care. In addition, transitions between different care 

types are often dropped. Many constituents reported a ÏÄÆÎ ÒÉ ȊÚÄÕÐ ËÄÑÇÒÉÉÖȋ 

between settings upon discharge (e.g., referrals, 

support for making appointments). Furthermore, 

provider turnover leads to interruptions in care. 

A real-life example highlights how these 
challenges manifest for constituents: Ethan 
(identity masked to protect privacy) is a male in 
his early 20s. He experimented with drugs in high 
school and became addicted to opioids. His 
journey (Exhibit 7) demonstrates the complexity of 
navigating and maintaining the required 
treatment, given navigation and access barriers.  

 

16 #ÈÑ×ÈÕ ÉÒÕ %ÆÒÑÒÐÌÆ ÄÑÇ 0ÒÏÌÆÜ 2ÈÖÈÄÕÆËǻ ȊHousing Insecurity by Race and Place During the Pandemicǻȋ ɏɍɏɎǾ 
17 NACCHO, 2019 National Profile of Local Health Departments 
18 HRSA Area Health Resource Files, 2021 
19 CMS Nursing Home Care Compare, 2023; Note: CMS rating comprised of staffing, health inspections, and patient 
outcome measures 
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Exhibit 7ǽ %×ËÄÑȉÖ Ö×ÒÕÜ 

This demonstrates the complexities of navigating treatment for both substance use disorder and mental illness 
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Sub-par constituent experience driven by challenges with state 
agencies 

Given this complex environment, there are a set of 
challenges regarding how these agencies operate 
that directly affect the challenges seen in the 
constituent experience: 

Fragmented agency structure and coordination 
approach 

South Carolina has the most fragmented health and 
human services agency structure when compared to other states (see Exhibit 8). It is the 
only state in which all health and human services-related departments are independent of 
one another and does not have common oversight below the Governor. This fragmentation 
results in a lack of cohesive statewide strategy, care gaps, and navigation challenges for 
constituents. To successfully address complex, cross-cutting issues such as behavioral 
health, youth mental health, and constituent navigation, the State must take a more 
coordinated approach. However, at present there is limited coordination across key 
functions such as strategic planning, case management, data sharing, and policy 
development due to fragmentation and misaligned charters. In fact, ~50% of agency staff 
believe their agency does not collaborate well with other agencies.20 

Exhibit 8: South Carolina has the most fragmented health and human services 
structure in the U.S. 

Models for how states structure health & human services agencies by state 

 

 

20 Act 60 Agency Survey 
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Lack of innovation and inconsistent oversight of state and local-operated service delivery 

3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ÏÄÆÎ ÒÉ ÌÑ×ÈÊÕÄ×ÈÇ Ö×ÕÄ×ÈÊÜ ÄÑÇ ÉÒÕÚÄÕÇ-planning has also led to 
insufficient innovation and improvements in 
policies and programs that influence health 
outcomes. For example, South Carolina receives, on 
average, ~30% less discretionary grant funding per 
capita than other U.S. states over the last 5 years Ȝ 
dollars that other states frequently use for 
innovation.21 Better partnerships between the State 
and its health care partnersȟincluding providers, 
community-based organizations, and MCOsȟwill 
help South Carolina progress in key areas (e.g., health-related social needs, maternal and 
infant health). Although South Carolina was an early adopter of school-based services, the 
State has been slower to adopt other evidence-based models of care (e.g., Certified 
Community Behavioral Health Clinics) that could help better integrate care between 
mental health and substance use disorder.  

Additionally, there are different roles and governance models across service lines today. 
For example, DMH runs the largest State-owned system in the country, vs. DAODAS and 
DDSN, which rely on county-controlled entities. This creates a fragmented delivery model 
that potentially contributes to inconsistent quality across the State.  

To highlight the point, the proportion of patients who completed treatment across 301 
substance use clinics varied from 33% to 75%.22 In addition, South Carolina lacks sufficient 
mental healthcare capacity overall, with more than triple the number of constituents to 
mental health facilities than the U.S., and ×ËÈ 3×Ä×ÈȉÖ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ÆÄÓÄÆÌ×Ü ÌÖ ËÈÄÙÌÏÜ 
skewed toward public facilitiesȟnearly 65% of SC mental health treatment facilities are 
run directly by the State mental health agency compared to an average of 3% nationally. 
This reflects potential underweight private capacity23 (see Exhibit 9). 

 

 

21 Average yearly discretionary grant funding received from the respective federal agencies from 2019-2023. CMS; HHS 
(TAGGS); U.S. Census 
22 DAODAS FY2022 discharges and outcomes report 
23 SAMHSA data. 
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Exhibit 9ǽ /ÚÑÈÕÖËÌÓ ÒÉ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ×ÕÈÄ×ÐÈÑ× ÉÄÆÌÏÌ×ÌÈÖ 

SC is only the state among peers where majority of mental health treatment facilities are operated by the state 

 
Note: Data taken on April 30, 2020. Only includes facilities that responded to the SAMHSA survey. South Carolina had a 
93% response rate; Source: Center for Behavioral health statistics and quality, SAMHSA, national mental health services 
survey (N-MHSS), 2020. 

Gaps in data infrastructure and high agency vacancies and turnover 

Gaps in data collection and sharing among 
agencies limit the understanding of any 
ÌÑÇÌÙÌÇØÄÏȉÖ ÌÑ×ÈÕÄÆ×ÌÒÑÖ ÄÆÕÒÖÖ ×ËÈ ÖÜÖ×ÈÐǻ 
measurement of outcomes, and how the State 
can improve its care. There is also an opportunity 
to more effectively use technology to engage 
better with constituents and help them navigate 
the healthcare system.  

High agency turnover also exacerbates challenges facing state agencies. In FY23, state 
agencies experienced ~19% average staff turnover, with only ~42%24 of staff reporting that 
they believe their agency is an attractive employer that recruits and retains good talent. 
These challenges hinder ÄÊÈÑÆÌÈÖȉ ability to consistently serve constituents effectively. 

 

24 Note: data from FY23; Source: Act 60 Agency Survey, peer surveys, agency HR data, S399 Agency, and Position data - 
8/14/2023, S399 Agency FY 2019-2023 separation data 
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Recommendations  

The following sections provide specific recommendations for the issues identified above. 
While these recommendations are independent of one another, they are intended to work 
in concert. As detailed below, it is important that the State adopt a broader, more holistic 
approach to improving its health care delivery. 

By implementing these recommendations, South Carolina would improve health 
outcomes, drive better efficiency of the health delivery system, and increase value for the 
overall dollars spent. The table below highlights each recommendation and its benefits.  

Recommendation  Benefits for South Carolina  

#1 Streamline state 
agency structure 
and roles 

Page 23 

ȡ Make it easier for constituents to navigate to healthcare services, 
apply for benefits, and receive coordinated care  

ȡ Reinvest administrative cost savings (e.g., via reduced 
duplication in administrative services) 

ȡ Support more effective and consistent internal agency operations 

#2 Build strategic 
plan and 
operating 
approach for 
health and human 
services 

Page 32 

ȡ Better allocate State resources to the highest need programs, 
services, and geographies 

ȡ Use collective data, expertise, and resources to make greater 
progress on health issues than any agency could do on its own 

ȡ Drive better accountability of service delivery for constituents 

#3 Increase 
healthcare 
capacity 

Page 36 

ȡ Improve health outcomes by ensuring that constituents get the 
right care appropriate to their needs, especially for the most 
vulnerable 

ȡ Reduce the use of costly acute care settings, such as EDs, by 
serving people in more appropriate, lower-cost settings 

#4 Improve quality of 
services in the 
State 

Page 48 

ȡ Improve health outcomes by ensuring that constituents receive 
strong, evidence-based care, informed by the most up-to-date 
practices 

ȡ Drive greater efficiency and effectiveness in spending on 
managed care through better partnerships with MCOs (e.g., 
reduced acute care spending, increased MCO investment in 
State priorities) 

ȡ Increase flow of federal dollars into the State through 
participation in federal innovation programs 

#5 Improve 
preventative care 

Page 55 

ȡ 3ØÓÓÒÕ× ÓÈÒÓÏÈȉÖ ËÈÄÏ×Ë ÑÈÈÇÖ ÅÈÉÒÕÈ ×ËÈÜ ÅÈÆÒÐÈ ÐÒÕÈ ÖÈÕÌÒØÖ  

ȡ Limit more expensive future treatment costs 

ȡ Alleviate burden on acute and treatment capacity over time due 
to improved population health status 
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Recommendation  Benefits for South Carolina  

#6 Help constituents 
navigate to 
benefits and 
services 

Page 64 

ȡ Improve health outcomes by ensuring that constituents receive 
needed benefits and services 

ȡ Lower future healthcare costs by ensuring early use of supportive 
services and benefits 

ȡ Increase flow of federal dollars into the State through increased 
use of benefits and services 

#7 Strengthen state 
health and human 
services workforce 

Page 72 

ȡ Improve service delivery to constituents via reduced vacancies, 
stronger staff skills and training, and more automated processes 

ȡ Reduce recruiting and training costs associated with high 
turnover  

Recommendation #1: Streamline state agency structure and roles 

3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÄÑÇ ËØÐÄÑ ÖÈÕÙÌÆÈÖ ÄÊÈÑÆÌÈÖ ÓÕÒÙÌÇÈ Ä ÕÄÑÊÈ ÒÉ ÖÈÕÙÌÆÈÖ ×Ò 
constituents, often with overlapping programs (e.g., nutrition support) or serving 
ÆÒÐÓÏÈÐÈÑ×ÄÕÜ ÓÒÓØÏÄ×ÌÒÑÖ ȤÈǾÊǾǻ ÖÈÕÙÌÆÈÖ ÉÒÕ ÌÑÇÌÙÌÇØÄÏÖ ÚÌ×Ë ÄØ×ÌÖÐȥǾ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ 
modelȟwith eight independent agenciesȟmakes it the most fragmented of any state in 
the United States (see Exhibit 10 for agencies considered).25 

Exhibit 10: Eight South Carolina health and human services agencies 
considered in assessment 

 

This fragmentation results in numerous challenges for constituents looking to access 
services, from identifying where to go for services to receiving those services in an 
integrated fashion. For example, for individuals with both intellectual disabilities and 
mental health conditions, Medicaid covers medical expenses; day services are provided by 
DDSN; and mental health services are provided by DMH. However, there is minimal 
shared care management and system of referrals across these agencies to ensure a 
holistic, integrated experience. 

In addition to the constituent-facing challenges, internal operations to deliver services are 
made less efficient and less effective because of the current structure. Multiple agencies 

 

25 While other agencies, such as the SC Vocational Rehabilitation Department and the Continuum of Care program 
ÚÌ×ËÌÑ ×ËÈ $ÈÓÄÕ×ÐÈÑ× ÒÉ #ËÌÏÇÕÈÑȉÖ !ÇÙÒÆÄÆÜǻ ÓÏÄÜ Ä ÕÒÏÈ ÌÑ ×ËÈ ËÈÄÏ×Ë ÄÑÇ ËØÐÄÑ ÖÈÕÙÌÆÈÖ ÇÈÏÌÙÈÕÜ ÌÑ ×ËÈ Ö×Ä×Èǻ ×ËÈÖÈ 
agencies were not explicitly part of the scope of this assessment. 
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often have dedicated staff deployed to similar work without a coordinating infrastructure 
(e.g., shared processes, common technology) to facilitate complementary or overlapping 
work. The statewide move toward shared services has started to alleviate the internal 
operations challenges, but further opportunity remains. 

The opportunities to streamline State agency structures and roles are to: 

¶ Establish a central organization to provide leadership, drive accountability, and 
improve collaboration across health and human services 

¶ Merge agencies with similar missions within the central organization  

¶ Evaluate and redesign organizational structure within each agency  

As South Carolina contemplates changes to structures and roles, it is critical to balance 
the benefits of increased integration with maintaining the distinct role each agency plays 
in responding to the needs of the population they serve. Therefore, in the forthcoming 
section, the recommendations include ways to ensure that the expertise and experience of 
the agencies remain intact in the event structural changes are made.  

Establish a central organization to provide leadership , drive accountability and 
improve collaboration across health and human services  

3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÄÑÇ ËØÐÄÑ ÖÈÕÙÌÆÈÖ ÏÄÑÇÖÆÄÓÈ ÌÖ ÆÒÐÓÏÈÛǻ ÚÌ×Ë ÑØÐÈÕÒØÖ 
agencies and non-governmental stakeholders working to deliver services to constituents. 
Additionally, as previously mentioned, South Carolina has the most fragmented agency 
Ö×ÕØÆ×ØÕÈ ÄÆÕÒÖÖ ×ËÈ 5ÑÌ×ÈÇ 3×Ä×ÈÖǼ ÐÒÖ× Ò×ËÈÕ Ö×Ä×ÈÖ ËÄÙÈ ÖÒÐÈ ÉÒÕÐ ÒÉ ȊØÐÅÕÈÏÏÄȋ 
organization or role that oversees health and human services activities (see Exhibit 11). 

Meeting the needs of South Caroliniansȟparticularly those most vulnerable, like pregnant 
women, the elderly, and those with disabilitiesȟrequires significant coordination across 
the health and human services ecosystem, both in strategy-setting (e.g., developing a 
comprehensive approach to maternal health across Medicaid and public health) and in 
day-to-day operations (e.g., braiding funds across agencies, developing data-sharing 
approaches to gain a holistic view of constituents). To ensure that deep level of 
coordination, South Carolina should consider making structural changes to the oversight of 
health and human services. 
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Exhibit 11: South Carolina has the most fragmented health and human services 
structure in the U.S. 

Models for how states structure health & human services agencies by state 

 
Note: Health and human services activities include: Public Health, Medicaid, Mental Health, Substance Use, 
Development Disabilities, Seniors, and Social Services (e,g., Child Care, TANF, SNAP). Other than RI, responsibility for 
Veterans is independent from other health related responsibilities 
Source: BCG Analysis, State Agency Websites  

There are multiple approaches to achieve this coordination, from adjusting agency 
missions to take on this coordination explicitly, to building an entirely new organization to 
take on the role. Because South Carolina does not currently have an agency or other 
government organization (e.g., a centralized strategy office) with a broad enough purview, 
the most effective path would be to create a new entity. 

This new entityȟoften a Cabinet-level organization reporting directly to the Governor in 
other statesȟwould be responsible for: 

¶ Developing a statewide strategic plan for health and human services. 

¶ Driving accountability for overall and agency-specific outcomes. 

¶ Coordinating cross-agency activity. 

¶ Facilitating communication both internally and with external stakeholders.  

In this model, agencies continue to lead execution on their program portfolio and in line 
with their statutory requirements. (See Exhibit 12 for detail.) 
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Exhibit 12: A central organization would improve cross-agency coordination 

 

Building this new entity requires a thoughtful approach to achieve the expected benefits of 
increased coordination of policy-setting, improved resource deployment, higher-quality 
service delivery, and greater accountability through streamlined reporting to the Governor.  

There are several considerations South Carolina should consider when designing the new 
entity: 

First, the State should consider which agencies to include within the new entity. The 
majority of states (19) that have an umbrella organization have oversight across all of 
health and human services agencies. However, a few states26 (3) have focused on the 
health-related agenciesȟmost frequently including Medicaid, Public Health, Mental 
Health, Substance Use, Disabilities, and Agingȟand maintained a peer human services 
agency, considering the breadth and size of the human services footprint.  

Given the overlaps in populations and activities, South Carolina would achieve the most 
benefit from having all health and human services agencies under a single entity, although 
creating an entity over just the health-related agencies would still be a meaningful step in 
the right direction on its own. 

Second, the State will need to align the governance model of the in-scope agencies to the 
new entity. This shift will require moving away from the current DMH and DDSN 

 

26 Louisiana, Wisconsin, Wyoming 
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Commission structures to have agency directors directly appointed by the leader of the 
new entity. This move would put South Carolina in line with most other states, as only 
Missouri and Mississippi27 have Commissions today. Given the important role the 
Commissions play in advocating for the populations their agencies serve and providing 
expertise on policy and operational matters, the State should maintain the Commissions 
as advisory boards. 

Third, the role of the central organization can vary widely, from higher-level policy 
direction (e.g., maternal health, behavioral health strategy) to deep operational 
engagement (e.g., budget development, procurement oversight). Regardless of the 
direction, all successful models have the authority of the organization clearly defined in 
statute to ensure alignment across parties. 

Finally, in developing the new entity, South Carolina should conduct a detailed review of 
activities at each relevant agency and if/how those activities might shift to the new entity, 
ÌÑ ÄÇÇÌ×ÌÒÑ ×Ò ÄÑÜ ȊÑÈ× ÑÈÚȋ ÄÆ×ÌÙÌ×ÌÈÖǾ 4ËÌÖ ÈÛÈÕÆÌÖÈ ÚÌÏÏ ÏÌÎÈÏÜ ÕÈÖØÏ× ÌÑ ÒÓÓÒÕ×ØÑÌ×ÌÈÖ ×Ò 
consolidate similar types of work across agenciesȟÉÒÕ ÈÛÄÐÓÏÈǻ ÌÑ ȊÖËÄÕÈÇ ÖÈÕÙÌÆÈÖȋ 
functions like procurement and information technologyȟand reallocate that work to the 
new entity. The review will also ensure that the new entity has a commensurate level of 
resourcing to execute on its role, including newly added activities such as strategic 
planning and data and analytics. In addition, South Carolina should consider the right 
operational and structural separations, including being housed in distinct parts of the 
organization and staffed with different resources between activities, to mitigate potential 
conflicts of interest. 

While the development of a new entity would be a significant change for South Carolina, it 
would greatly increase the chance of success for many of the other recommendations in 
this report. 

Integrate agencies with similar missions within the central organization  

For agencies within the central umbrella organization, many states have also merged the 
operations of agencies with complementary areas of focus or populations served to 
improve the constituent experience and enable greater efficiency in delivery.  

An analysis of the health and human services-related agency structures across the United 
States indicated that mental health and substance use agencies were most often merged 
with another agency; mental health stands alone in only seven states, while substance use 
does in six. Disabilities services was mixed across states, with about half independent and 
half as part of larger agency. Other agencies in scopeȟMedicaid, Aging, Public Health, 
and Human Servicesȟwere less likely to be operationally merged in other states.28 (See 
Exhibit 13 for details.) 

 

27 NRI, 2020; State Agency Websites 
28 BCG Analysis, State Agency Websites, NAMD, 2023; PHAB, 2023; ACL, 2023; SAMHSA, 2023; NRI, 2023 
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Exhibit 13: Primary candidates for merger consideration 

 

 

The combination of mental health and substance use agencies is often the result of similar 
federal funding sources (e.g., the Substance Abuse and Mental Health Services 
Administration, [SAMHSA], for mental health and substance use), agency roles (e.g., in 
service delivery or procurement), or to better support populations with high levels of co-
occurring conditions.29 States that have integrated mental health and substance use 
agencies have seen benefits in delivering more integrated services for constituents, 
lowering administrative inefficiencies, and unlocking new funding opportunities. To 
achieve these benefits, South Carolina should consider merging agency operations for 
DMH and DAODAS. 

 

29 40% of people with substance use disorder and 30% of people with disabilities experience mental health conditions Ȝ 
Center for Disease Control, 2021; National Institute on Drug Abuse, 2018 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 29 

Exhibit 14: Mental health and substance use is consolidated at both reporting line and 
agency-levels for majority of states 

 
Note: Substance Use Disorder (SUD); Mental Health (MH); Development Disabilities (DD); Reporting Line consolidation 
means agencies report to a common leader or organization and is based on SAMHSA's funding report and validated 
through the state agency websites. Agency-level consolidation means agencies are operationally integrated and is based 
on SAMHSA's funding report and validated based on NASMHPD Research Institute, Inc (NRI) SMHA state profiles and 
state agency websites. Excluding when mental health, substance use disorder, and disability services are merged with at 
least one of each other, substance use services are consolidated at the agency level with public health services in 2 states 
and disabilities services are consolidated at the agency level with public health, Medicaid, or senior services in 5 states. 
Source: BCG Analysis, State Agency Websites, NRI's 2020 State Profiles, SAMHSA 2015 Report on Single State Agencies 
for Substance Abuse Services and State Mental Health Agencies  

 

Combining DMH and DAODAS would bring South Carolina in line with most other states 
ÄÑÇ ×ËÈ ÄÊÈÑÆÌÈÖȉ ÓÕÌÐÄÕÜ federal partner, SAMHSA. It would also offer significant 
constituent benefits, particularly in serving those who have both mental health and 
substance use disorders and who face significant challenges today in South Carolina. For 
example, the State ranks in the bottom 25% of all states in behavioral health residential 
and inpatient treatment capacity per capita, and 77% of South Carolina youth aged 12-17 
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with a major depressive episode did not receive mental health services. 30 By merging the 
agencies operationally, they would have: 

¶ Enhanced coordination through shared decision-making on policy priorities. 

¶ Improved integrated care for constituents through co-location of mental health and 
substance use services. 

¶ More comprehensive and holistic data on the population they serve. 

¶ Increased opportunity to participate in SAMHSA demonstration programs (e.g., 
Certified Community Behavioral Health Clinics [CCBHCs]).  

While there are potential benefits to coordination by bringing DDSN into a merged agency 
with DMH and DAODAS as well, there is less of a case to doing so in the near term. Most 
other states do not consolidate disability services due to the different population needs, 
program administration required, and provider types involved, vs. mental health and 
substance use care and supports. Since the primary benefit is the merger of DMH and 
DAODAS, we recommend pursuing that combination only in the near term. 

To benefit from a DMH and DAODAS merger, South Carolina must consider several 
aspects in the design of the combined agency:  

First, the State should consider the unique agency attributes of DMH and DAODAS that 
need to be addressed in merging. DMH and DAODAS have different service delivery 
models today, with DMH services run primarily by State employees vs. DAODAS services, 
which are run by a combination of county and non-profit entities. The integrated agency 
will need to be set up to manage the varied portfolio. Additionally, the current governance 
structure of DMH and DAODAS also differs: DMH is run by a Commission, while DAODAS 
is a Cabinet agency. As discussed above, aligning these governance models will be critical 
to achieving a successful integration. 

Second, when designing the combined entity, the State should ensure it maintains right 
level of expertise and specific population-focus for both mental health and substance use. 
This can be done by aligning where it is appropriate to integrate activities and roles vs. not. 
The combined entity will also have to consider the right technological integration (e.g., 
systems, data permissioning) across the mental health and substance use programs. 

Third, the State must ensure the right level of communication and support for 
stakeholders impacted, given the potential impact this integration will have on 
constituents, providers, and others in the ecosystem. 

While the integration of DMH and DAODAS would address some of the most acute pain 
points felt by the populations they serve today, a merger alone will not solve the problem. 
The development of a central organization to align the strategy and activities of the newly 

 

30 Mental Health America, 2023 
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integrated DMH and DAODAS with the other health and human services agencies remains 
critical. 

Evaluate and redesign organization structure within each agency  

Alongside top-level agency structure changes, ensuring a strong organization structure for 
each agency is crucial to delivering effective and efficient operations. Examples of well-
designed organization structures include maintaining an appropriate organizational depth 
(i.e., distance from agency leader to front-line staff), positioning complementary activity 
within the same units, ensuring the organization has all required functions to execute the 
strategy, and elevating functions closer to leadership with the highest strategic 
importance. These elements support stronger communication across teams, better 
accountability, and more efficient use of resources. 

Exhibit 15: Improvement opportunities in agency organizational design identified 

 

#ØÕÕÈÑ×ÏÜǻ ÒÕÊÄÑÌÝÄ×ÌÒÑÄÏ Ö×ÕØÆ×ØÕÈÖ ÄÆÕÒÖÖ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ËÈÄÏ×Ë ÄÑÇ ËØÐÄÑ ÖÈÕÙÌÆÈÖ 
agencies have several gaps (see Exhibit 15 above). First, some agencies have particularly 
deep organizations, which may hinder communication between leaders and front-line 
staff. For example, four agencies have an average organizational depth of greater than 
seven layers. Contributing to this depth, agencies have an average of four to five direct 
reports per manager, lower than the target of eight or more direct reports per manager on 
average that other states have set (North Carolina, Texas, Iowa, Oregon).31 This contributes 
to operational silos, hindering communication and shared decision-making across teams.  

These issues are likely compounded by missing roles and functions within agenciesȟfor 
example, data and planning rolesȟthat limit collaboration among complementary roles 
and impact ability for cohesive strategic planning. Furthermore, some agencies have 
ȊÅØÕÌÈÇȋ ÉØÑÆ×ÌÒÑÖ ÇÈÈÓÈÕ ÌÑ ×ËÈ ÒÕÊÄÑÌÝÄ×ÌÒÑ ×ËÄÑ ÒÓ×ÌÐÄÏ ÚËÈÑ ÆÒÑÖÌÇÈÕÌÑÊ ×ËÈ 
ÉØÑÆ×ÌÒÑȉÖ Ö×ÕÄ×ÈÊÌÆ ÌÐÓÒÕ×ÄÑÆÈǾ &ÌÑÄÏÏÜǻ ÄÖ ÇÌÖÆØÖÖÈÇ ÈÄÕÏÌÈÕ ÌÑ ÕÈÆÒÐÐÈÑÇÄ×ÌÒÑ ɅɎǻ ×ËÈÕÈ 

 

31 NC DHHS Final Report to the Joint Legislative Program Evaluation Oversight Committee, 2016, Texas Government 
Code, Chapter 651; Iowa General Assembly House File 2454, Iowa General Assembly Senate File 2088; Oregon General 
Assembly, HB2020, 2011; NC OBSM Report 
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is likely duplication across administrative services within each agency, such as human 
resources, information technology, procurement, and other functions. 

4Ò ÄÇÇÕÈÖÖ ×ËÈÖÈ ÆËÄÏÏÈÑÊÈÖǻ ×ËÈ 3×Ä×È ÖËÒØÏÇ ÆÒÑÇØÆ× Ä ÕÈÙÌÈÚ ÒÉ ÈÄÆË ÄÊÈÑÆÜȉÖ 
organizational structures to identify opportunities to design a future-state organization 
that would improve agency-level operations and communication across teams. As part of 
this review, South Carolina could consider whether agencies have the correct overall 
resourcing, role definition, and reporting structure to allow them to achieve their priorities. 
The central organization should lead this review in partnership with each agency, using a 
consistent approach across agencies. 

Recommendation #2: Build strategic plan and operating approach 
for health and human services  

Building and maintaining strong coordination among health and human services agencies 
is important to efficiently deliver high quality services for constituents. However, today 
there are several challenges, including no shared plan across health and human services 
in South Carolina, poor coordination and accountability across agencies, limited 
coordination on complex case management, and limited data sharing across agencies. 
These challenges are driven in large part due to the lack of common oversight across 
health and human services agencies.  

The ability to build and maintain strong coordination among state agencies relies on the 
creation of a central organization, as described in recommendation #1 above, with one 
common leader with the power to bring agencies together. This organization would drive 
the following recommendations: 

¶ Build a comprehensive plan for health and human services across the State. 

¶ Strengthen accountability and coordination across agencies. 

¶ Improve complex case coordination across South Carolina state agencies. 

¶ Increase data sharing across agencies to improve policy making and operations. 

Build a comprehensive plan for health and human services across the State  

Many states ground cross-agency coordination in a shared plan that sets unified priorities, 
goals, and action plans with assigned owners for the coming years. A shared plan ensures 
that South Carolina stakeholders are heading in the same direction and lays the 
groundwork for agencies to work together more deeply on shared priorities.  
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While there has been movement in this direction in 
South Carolina, there is no shared plan for health 
and human services across agencies in the State. 
DHECȉs State Health Improvement Plan (SHIP) has 
brought together community and agency 
stakeholders to align on public health priorities in 
South Carolina. However, progress toward achieving 
goals has been mixed, since no one agency has 
ÄØ×ËÒÕÌ×Ü ÒÙÈÕ ÄÏÏ ÒÉ ×ËÈ 3()0ȉÖ ÕÈÆÒÐÐÈÑÇÄ×ÌÒÑÖǻ ÏÈÄÇÌÑÊ ×Ò Ä ÏÌÐÌ×ÈÇ ÖÈ× ÒÉ ÄÆ×ÌÒÑ ÓÏÄÑÖ 
for implementing the recommendations. As such, there is an opportunity to build on the 
3×Ä×ÈȉÖ current efforts, broadening the focus across all the health and human services 
agencies, and establishing more action-oriented implementation plans. 

South Carolina should establish a planning process to develop cross-agency priorities, 
goals, and action plans. While agencies should continue to develop dedicated strategic 
plans on issues directly within their purview, a comprehensive plan for health and human 
services is critical to provide direction on cross-agency priorities that require collective 
action. The State should ensure that the planning process includes broad-based 
participation across all agencies and gathers input from relevant external stakeholders. In 
Texas, for example, agencies use a bottom-up approach to identify their key priorities, 
which the Health and Human Services organization consolidates into an annual plan, 
establishing clear initiatives, goals, and cross-cutting areas of focus. 

Nesting within the larger planning process, interagency task forces can also help to define 
goals and detailed solutions on particularly complex issues that require deeper 
engagement. The State has facilitated some of these efforts to date. For example, DHHS 
convened a summit to discuss care challenges for foster youth, bringing together agencies, 
advocacy groups, and the MCO that covers all foster youth in the State.  

Moving forward, there is an opportunity to continue these efforts and broaden to other 
areas Ȝ for example, improving constituent navigation to services. Iowa, for example, 
created a Mental Health Planning and Advisory Council, which brings together members 
from across State agencies and community stakeholders to support statewide planning.  

Strengthen accountability and coordination across agencies  

Acting on cross-agency priorities requires regular 
communication on policy goals and discipline to 
meeting commitments made in shared plans. Other 
states support this through formal bodies or 
mechanisms to facilitate interagency coordination. 
However, in South Carolina today, there are limited 
coordination and accountability systems across 
health and human services agencies. 

Moving forward, South Carolina should build and maintain tracking dashboards for leaders 
to monitor progress towards cross-agency goals on a regular basis. In addition, cross-
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agency leadership should have regular meetings to discuss key issues, track progress 
based on the dashboard, and address any issues that arise. 

For example, Texas leverages both data-driven monitoring and consistent check-ins to 
support planning and accountability. The central health and human services policy team 
maintains a progress dashboard in collaboration with agencies, and cross-agency 
leadership discusses the dashboard at bi-weekly meetings. In addition, the Executive 
Commissioner has regular one-on-one check-ins with agency directors to support 
accountability towards goals and tackle roadblocks. 

Improve complex case coordination across state agencies  

Constituents with complex and co-occurring conditions (e.g., intellectual and related 
disabilities, acute behavioral health) experience poor care coordination across services, 
with frictions in accessing the right care. In addition, transitions between different care 
types are often dropped Ȝ ÐÄÑÜ ÆÒÑÖ×Ì×ØÈÑ×Ö ÕÈÓÒÕ× Ä ÏÄÆÎ ÒÉ ȊÚÄÕÐ ËÄÑÇÒÉÉÖȋ ÅÈ×ÚÈÈÑ 
settings upon discharge (e.g., referrals for 
community treatment, support for making 
appointments). Provider turnover also leads to 
interruptions in care. 

To address these challenges, agencies should 
formalize and strengthen cross-agency case 
management mechanisms to ensure patients with 
complex needs get the care they need when they 
need it. Although some coordination mechanisms 
are in place today Ȝ for example, representatives from agencies like DDSN, DMH, and 
DAODAS meet on a regular basis to address overlapping cases Ȝ many measures tend to 
be ad hoc. Other states have expanded cross-agency case management groups for the 
most complex, hard-to-support indiÙÌÇØÄÏÖǾ )Ñ )ÏÏÌÑÒÌÖǻ ×ËÈ ÆËÌÈÉ ÒÉÉÌÆÈÕ ÉÒÕ ÆËÌÏÇÕÈÑȉÖ 
behavioral health leads a weekly inter-agency crisis staffing call to find placements for 
complex youth, for example those in foster system or with complex intellectual disabilities. 
The State should also consider involving MCOs more deeply in case management, building 
on a single managed care organization model for foster youth, and developing tracking 
tools for complex cases to monitor progress and next steps. In addition, South Carolina 
can improve cÄÕÈ ×ÕÄÑÖÌ×ÌÒÑÖ ÅÜ ÇÈÖÌÊÑÌÑÊ ȊÚÄÕÐ ËÄÑÇÒÉÉÖȋ Ä× ÎÈÜ ÓÒÌÑ×Ö ÒÉ ÉÕÌÆ×ÌÒÑ ÉÒÕ 
patients with complex needs with clear referral pathways and communication to patients. 

Increase data sharing across agencies to improve policy making and operations  

Today, agencies have access to a wealth of health and demographic information on South 
Carolina constituents, both on an individual and aggregate basis. This data could be used 
to improve policy formulation, strengthen agency decision-making, and bolster care 
coordination for constituents.  
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However, the potential of this shared data to serve constituents is largely untapped. South 
#ÄÕÒÏÌÑÄȉÖ data is stored in different formats across many different, often antiquated 
information systems and controlled by different agencies. In addition, regulatory limits and 
complex approval processes make data sharing difficult.32 (See Exhibit 16.) 

Exhibit 16: Barriers to data sharing in South Carolina 

 

The State should create a data-sharing plan across health and human services agencies, 
led by the new central entity (discussed in recommendation #1) in partnership with the 
$ÈÓÄÕ×ÐÈÑ× ÒÉ !ÇÐÌÑÌÖ×ÕÄ×ÌÒÑȉÖ /ÉÉÌÆÈ ÒÉ 4ÈÆËÑÒÏÒÊÜ ÄÑÇ )ÑÉÒÕÐÄ×ÌÒÑ 3ÈÕÙÌÆÈÖǻ ×ËÄ× 
articulates: 

¶ The priority ways to use shared data 

¶ Which data points need to be shared 

¶ Data exchange frequency 

¶ Agency owners  

Stronger long-term data sharing agreements 
between agencies and harmonized data 
governance standards (e.g., privacy, security) can also help to make it easier to share data 
with faster approval processes. To enable these activities, South Carolina should further 
modernize agency data systems and create flexible data linkages between these systems. 
Statutory changes may also help support data sharing to address potential legal 
limitations to sharing. 

Data sharing is challenging across many states Ȝ but some are expanding their efforts. For 
ÈÛÄÐÓÏÈǻ 4ÈÑÑÈÖÖÈÈȉÖ $Ä×Ä !ÑÄÏÜ×ÌÆÖ ÉÒÕ 4ÕÄÑÖÓÄÕÈÑÆÜ ÄÑÇ !ÆÆÒØÑ×ÄÅÌÏÌ×Ü Ȥ4. $!4!ȥ 
initiative works to centralize data sharing and coordinate analytics partnerships across 11 
state agencies and nonprofit organizations.33 These partnerships enable improved cross-
agency data reporting and analysis while complying with privacy and other data standards.  

 

32 For example, many types of inter-agency data sharing require approval from the Revenue and Fiscal Affairs Office, and 
there are often strict limits on what types of data can be shared with federal agencies and state stakeholders. 
33 TN DATA website 
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Recommendation #3: Increase healthcare capacity for mental 
health, substance use, and disabilities services 

Capacity across the healthcare system in South Carolina is constrained. In particular, 
mental health, substance use, and disability services face the largest gaps in capacity 
compared to other states (vs. physical health services, although these services also face 
capacity gaps, particularly in rural areas). As a result, the following section focuses 
primarily on addressing capacity gaps in mental health, substance use, and disabilities. 

Having sufficient capacity across the care continuum is critical to addressing the mix of 
constituent care needs in the right place at the right time. By contrast, gaps in capacity 
across this continuum can lead to people getting care in the wrong settings (e.g., 
substance use detox within EDs) or going untreated. This harms constituent health 
outcomes and is costly for the system (e.g., ED boarding following a mental health event, 
institutional care for those with intellectual and related disabilities). 

Today, there is limited capacity for behavioral health and disabilities services across many 
parts of the care continuum in South Carolina when considering total public and private 
capacity. Exhibit 17 details selected examples of capacity gaps across mental health, 
substance use, and disabilities. 

Exhibit 17: South Carolina has gaps in total public and private capacity across mental 
health, substance use and disabilities Ȝ selected statistics 

 
1. N-MHSS (2020); DMH; HRSA (2021); DHEC licensing; CMS: provider interviews; HRSA psychologists figure only 
includes psychologists that have obtained a doctorate degree; Mental health residential beds are those that provide 
residential (i.e., 24 hour) mental health care but are not licensed as psychiatric hospitals; 2. N-SUMHSS 2022; HRSA 
(2021); U.S. Census; 3. University of Minnesota Residential Information Systems Project (RISP) tracks IDD long-term 
supports/services paid for or provided by public sources (Medicaid, state, and local); DDSN; Group homes refer to 
residential facilities with <7 beds, including but not limited to, CTH-II and SLL-II settings; 4. Includes therapeutic 
host/foster specifically geared at IDD population (e.g., SC's Community Training Home-I program) 
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For behavioral health, there is limited capacity available for treatment and recovery Ȝ in 
fact, the State has approximately 40% fewer mental health and 50% fewer substance use 
treatment facilities per capita relative to the national average.34 While data challenges 
make it difficult to see where capacity is most limited, it appears there are capacity 
challenges across all care types, with the deepest capacity gaps in residential and step-
down (IOP, PHP). For example, South Carolina has a gap vs. the U.S. of ~360 mental 
health residential beds and ~870 substance use residential beds. 

These shortages in treatment and recovery capacity put pressure on crisis and acute care 
settings. Untreated behavioral health conditions make it more likely a crisis situation will 
arise. Crisis situations often involve law enforcement and EMS, who frequently are not 
equipped with the right tools or expertise to address behavioral health challenges. To 
stabilize patients in crisis, the ED is often the only option given the lack of more 
appropriate treatment settings; however, EDs are expensive, often have limited behavioral 
health stabilization capabilities, and upon discharge may have few options to refer patients 
to more appropriate services. In fact, South Carolina sees a 6% higher per capita rate of ED 
admissions for behavioral health conditions compared with other states, which already 
have high ED admission rates, with a national average of 69.1 admissions per 1K (up ~4% 
over past 5 years from 66.7).35 To address these challenges, state agencies have recently 
focused on growing capacity to divert constituents to crisis stabilization units (CSUs) 
instead of EDs, established mobile crisis services to support crisis responders, and created 
partnerships with law enforcement with embedded mental health professionals. Many 
stakeholders engaged through this process indicated an opportunity to further scale these 
efforts. 

For disabilities services, there is also a shortage of capacity. While South Carolina is at or 
above national averages for larger institutional settings with greater than 7 beds, there are 
significant gaps with smaller residential settings, such as group homes (with a gap of 
~3,700 beds vs. the U.S.) and IDD/ASD-specific host/foster beds (with a gap of ~870 
placements vs. the U.S.).36 There are also significant gaps in the disability workforce. For 
example, the State ranks 42nd in the U.S. for occupational therapists (OTs) per capita37. 
These gaps in capacity lead to a lack of appropriate care for those with disabilities and 
added burdens on their caretakers. 

The system also has more publicly run or controlled facilities as a percentage of total 
ÉÄÆÌÏÌ×ÌÈÖǻ ÚÌ×Ë ÏÌÐÌ×ÈÇ ÓÕÌÙÄ×È ÆÄÓÄÆÌ×ÜǾ .Ò× ÒÑÏÜ ÄÕÈ ɐɎ˃ ÒÉ 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ 3ØÅÖ×ÄÑÆÈ 
Use Disorder treatment facilities operated by state or local governments, it is the only 
state where the majority of mental health treatment facilities ȟ72%ȟare operated by 
state and local governments (65% by the State), compared to national averages of 7% and 

 

34 N-MHSS 2020, N-SSATS 2020 
35 Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health & Human Services. Trends in 
the Utilization of Emergency Department Services, 2009-2018. 2021 
36 University of Minnesota Residential Information Systems Project (RISP) 
37 South Carolina has 27 OTs per 100K people vs. 38 OTs per 100K in the U.S. (2021). U.S. Census. 
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14% respectively (see Exhibit 18).38 Community Mental Health Centers (CMHCs) serve 
double the share of Medicaid and uninsured patients vs. 3#ȉÖ ×Ò×ÄÏ ÓÒÓØÏÄ×ÌÒÑ ÓÄÜÈÕ ÐÌÛǻ 
and ~60%39 of the patients served by 301s are Medicaid beneficiaries or are uninsured. 
Moreover, 72% of residential disabilities services are provided by DSN boards, county-
controlled disability providers40 who are critical to access for rural, Medicaid, and 
uninsured populations. Often, they are the only options available to these populations. 

Exhibit 18: South Carolina lags behind U.S. average and peer states in total behavioral 
health capacity and has more public ownership of these facilities 

 
Note: Mental health data taken on April 30th 2020 and substance use data taken on March 31st, 2020. Only includes 
facilities that responded to the SAMHSA survey. South Carolina had a 93% response rate for mental health facilities and 
97% for substance use facilities. 1.Average of Peers (AL, GA, NC, TN, VA) 2. Includes local and tribal governments  
Source: Center for Behavioral health statistics and quality, SAMHSA, national mental health services survey (N-MHSS), 
2020 

Beyond this safety net capacity, increasing private capacity in South Carolina is critical to 
filling these overall capacity gaps. In general, private providers can deliver services more 
flexibly than the public sector, likely a result of more streamlined administrative, funding, 
and decision-making processes. In addition, private entities can be quicker to leverage 
innovative practices, potentially given greater market competition and access to best 
practices across the country, particularly for those entities with national footprints. Lastly, 
in contrast with the private sector, the public sector has many different areas of focus; by 

 

38 N-MHSS 2020, N-SSATS 2020 
39 DAODAS data Ȝ Ȋ#ÏÌÈÑ×Ö ÖÈÕÙÈÇ ÅÜ ÓÄÜÈÕ ×ÜÓÈǻȋ ÄÙÈÕÄÊÈ ÉÕÒÐ ÜÈÄÕÖ ɏɍɎɕ-2023 
40 DDSN data; Figure excludes DDSN Regional Centers. DSN boards are privately operated but market under DDSN 
brand and participate in state benefits 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 39 

ensuring that ×ËÈ 3×Ä×ÈȉÖ ÖÈÕÙÌÆÈ ÇÈÏÌÙÈÕÜ ÕÒÏÈ ÕÈÐÄÌÑÖ ÏÌÐÌ×ÈÇ ÓÕÌÐÄÕÌÏÜ ×Ò ÇÈÏÌÙÈÕÌÑÊ ÖÄÉÈ×Ü 
net capacity, it can better direct its focus on the statewide planning needed to improve 
capacity and service mix for the populations it serves. 

Considering these opportunities, South Carolina should pursue three objectives to build 
and maintain a comprehensive set of mental health, substance use, and disability services: 

¶ Strengthen existing public access capacity to better serve the most vulnerable 
South Carolinians 

¶ Increase private capacity to improve access to care for a broader array of 
constituents 

¶ Grow the professional workforce and use it more effectively 

These recommendations support one another. For example, driving private capacity helps 
provide opportunities for the workforce, and a stronger workforce can alleviate turnover 
and vacancies at public access facilities. At the same time, executing on these out of sync 
could create disruption. For example, raising incentives for private capacity creation could 
siphon talent away from safety net providers, working against the goal of preserving public 
access capacity. As such, they should be planned together to the greatest extent possible. 

While these recommendations focus on the lack of capacity for behavioral health and 
disabilities conditions (since they face the largest capacity gaps) there are also capacity 
gaps within physical health and rural settings. For example, rural communities see a 
concerning lack of acute care capacityȟas of October 2023, 26% of all rural hospitals in 
South Carolina were at immediate risk of closure.41 Many of the recommendations 
discussed below also apply to addressing capacity gaps in physical health and rural 
settings. 

Strengthen existing public access capacity to better serve the most vulnerable 
South Carolinians  

As discussed above, there are limited options for the most vulnerable groups (e.g., 
uninsured, Medicaid, rural constituents) to receive care in the State outside the public 
access facilities (e.g., 301s, DSN boards, CMHCs, and other State-owned facilities). These 
providers play a critical role as safety net providers, providing access to a consistent set of 
core services within every county for those with behavioral health conditions and 
disabilities. As such, it is important to ensure these providers remain strong to serve this 
population.  

However, these public access providers, particularly the 301s, DSN boards, and CMHCs, 
may not always provide a consistent service mix across South Carolina. This means that 
while some patients may have access to a full set of services, many do not. For example, 
individualized counseling is not provided at all 301s, only 13% of 301s provide office-based 

 

41 Ȋ2ØÕÄÏ (ÒÖÓÌ×ÄÏÖ !× 2ÌÖÎ /É #ÏÒÖÌÑÊȋ (October 22, 2023), The Center for Healthcare Quality and Payment Reform 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 40 

opioid treatment,42 and close to a third of DSN boards do not offer a full service array.43,44 
Service mix issues could also lead to mismatches with patient demand. For example, some 
301 sites are reported to have long waitlists, while others have significant spare capacity. 

Several challenges contribute to these issues. First, there is limited planning for the right 
service mix at each location, both within each county and across South Carolina more 
broadly, despite statutory responsibilities at both the county and state levels to do so. 
Beyond gaps in planning, 301s, DSN boards, and CMHCs have, at times, declined to offer 
ÆÈÕ×ÄÌÑ ÖÈÕÙÌÆÈÖ ÒÕ ÖÈÕÙÈ ÐÒÕÈ ÆÒÐÓÏÈÛ ÓÒÓØÏÄ×ÌÒÑÖ ȤÈǾÊǾǻ ÈÙÌÇÈÑÆÈ ÒÉ ȊÆËÈÕÕÜ-ÓÌÆÎÌÑÊȋ ÏÈÖÖ 
acute patients, limited focus on needed services such as Medication-Assisted Treatment).45 

Gaps and fragmentation of funding also contribute to service mix issues. South Carolina 
spends less in state funding per capita than other states in mental health, substance use, 
and disabilities, with the most significant underspending in substance use (see Exhibit 
19).46 This limited level of spending limits the breadth and availability of services that can 
be offered across South Carolina. In addition, funding sources for substance use, in 
particular, are also highly fragmented today across DAODAS (primarily through the 
Substance Use Prevention, Treatment, and Recovery Services Block Grant [SUBG]), DHHS 
(both Medicaid dollars and the Healthy Opportunities proviso), liquor tax revenue, other 
federal and state grants, and patient revenues. This fragmentation in funding sources for 
substance use limits the ability to more strategically guide how these funds are used 
statewide and maximize the opportunities from federal matching. Finally, while the State 
has begun to move from a per capita to a fee-for-service based approach to allocating the 
SUBG, the allocation methodology still caps 301s at a maximum per capita allocation. 

 

42 SC DAODAS 301 Commission Types and Services, 2023 
43 Figure excludes case management services, which are required to be conflict free and may not be present at every DSN 
Board location. 
44 SC DDSN Dashboard for Provider Performance, 2023 
45 Discussion with DDSN 
46 South Atlantic states include DE, FL, GA, MD, NC, SC, VA, WV. South Carolina Substance Use Disorder Treatment 
Policy Brief Ȝ October 2021 
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Exhibit 19: South Carolina spends less state funding on behavioral health and disabilities 

 
Note: State spending excludes State Medicaid Spending 
1. Data for 47 states, missing NY, MI, MN  2. Data for 46 states, missing MA, VT, WA, WY 3. South Atlantic States (DE, 
FL, GA, MD, NC, VA, WV) included in data set 
SUD Source: University of South Carolina Substance Use Disorder treatment policy brief 
MH Source: SAMHSA Web-Based Grant Application 2020; SAMHSA URS; United States Census Bureau 2020 
DD Source: The State of the States in Intellectual and Developmental Disabilities, Kansas University Center on 
Developmental Disabilities, The University of Kansas; United States Census Bureau 2020 

 

To address these issues and ensure sufficient patient access to these services, the State 
should first establish a statewide plan for service mix, particularly for the 301s, DSN 
boards, and CMHCs Ȝ for example, the baseline set of services across the State vs. 
expanded services based on patient needs in certain areas. 301s and DSN boards should 
coordinate their county-specific plans, required by statute, with this statewide plan. To 
support this desired service mix, South Carolina should consider ways to increase total 
state funding for substance use, mental health, and disability services, bringing it in line 
with other states, targeting the highest need populations, services, and geographies (e.g., 
populations with both ID/RD and behavioral health issues). In addition, South Carolina 
should consider pooling funds for substance use and improving the allocation methodology 
(e.g., continuing to shift the SUBG allocation methodology from per capita to FFS 
allocations) to better direct these dollars toward the highest need services and 
geographies. In addition, by streamlining the funding, the State might also be able to draw 
down additional federal match dollars through Medicaid.  

To ensure follow through on this and ensure right quality of services for funding, South 
Carolina should also strengthen its oversight of these providers (discussed in 
recommendation #4 on improving quality of services). 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 42 

Increase private capacity to improve access to care for a broader array of 
constituents  

As discussed above, to increase access to mental 
health, substance use disorder, and disability services, 
it is critical to build private capacity in the State to 
grow beyond the safety net services that public access 
facilities provide.  

First, as part of the statewide strategic plan for health, 
South Carolina should establish an approach for 
building private capacity, mapping the current 
capacity today and the most priority gaps to fill based 
on service type and geography. Today, responsibility 
for this data is scattered across different state 
agencies, including DHEC, DAODAS, DDSN, and DHHS. As such, these agencies should 
work collaboratively to develop this capacity map and identify priority gaps. 

To execute on this plan, South Carolina should use a variety of levers tailored to each care 
setting. Other states have incentivized private capacity growth through a combination of 
financial incentives via Medicaid and public grants, regulatory relief through easing 
provider administration, and commercial payer accountability (see Exhibit 20). 

&ÌÕÖ×ǻ -ÈÇÌÆÄÌÇ ÕÈÌÐÅØÕÖÈÐÈÑ× ÕÄ×ÈÖ ËÄÙÈ Ä ÖÌÊÑÌÉÌÆÄÑ× ÌÐÓÄÆ× ÒÑ ÓÕÌÙÄ×È ÓÕÒÙÌÇÈÕÖȉ 
decisions to build behavioral health and disabilities services capacity since they are the 
largest payer of these services across the Nation. The level of rates is especially important 
for providers that serve Medicaid patients since these rates typically lag the rates from 
commercial insurers,47 leading to particularly challenging economics for providers. 
However, Medicaid rates in South Carolina today tend to be even lower than those in other 
peer states. 4ËÈ 3×Ä×ÈȉÖ -ÈÇÌÆÄÌÇ ÕÈÌÐÅØÕÖÈÐÈÑ× ÕÄ×ÈÖ ÉÒÕ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ÖÈÕÙÌÆÈÖ ÉÄÏÏ ÌÑ 
the bottom quartile nationally and are approximately 10% -- 50% lower than neighboring 
states like North Carolina, Virginia, and Georgia.48 While the reimbursement rates for 
substance use treatment are more aligned with the national average, there is still 
considerable variability across different servicesȟfor example, rates for office-based opioid 
treatment programs lag substantially behind other states.49  

 

47 The Commonwealth Fund, 2022. Physician and inpatient payments for Medicaid lag Commercial insurance by ~40-
60%. 
48 Medicaid Reimbursement for Psychiatric Services: Comparisons Across States And With Medicare, 2023, Jane M. Zhu 
et al. 
49 Provider interviews 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 43 

Exhibit 20: Primary levers to increase capacity in South Carolina 

 

To address these challenges, the State should adjust Medicaid rates and reimbursement 
models to ensure that they are competitive with the market to attract more private 
providers and increase service availability for Medicaid patients. South Carolina should 
reevaluate its behavioral health rates by service and determine where increases in rates or 
the implementation of other supplemental payments are necessary to enhance service 
capacity and availability. For example, in 2023, New Mexico approved a ~$400M Medicaid 
rate increase for most types of health care providers, bringing rates up to as high as 120% 
of Medicare rates.50 Over time, South Carolina should consider shifting reimbursement 
structures towards more value-based models that reward and attract providers who deliver 
strong outcomes as another way to improve the economics for private providers of serving 
Medicaid patients. In another example, New Hampshire MCOs are required to submit 
value-based payment implementation plans that articulate how payment models advance 
State priorities, including reducing ED utilization for behavioral health and improving 
access to substance use disorder treatment.  

South Carolina should also consider broadening Medicaid provider networks and covered 
services; for example by implementing appointment availability standards (in place in 74% 
of states) and strengthening network adequacy standards to reduce maximum travel times 

 

50 New Mexico Human Services Department 
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for services.51 Working with MCOs to drive these changes could help make healthcare 
services more accessible over time, especially for those in rural areas.52 Furthermore, 
South Carolina should consider broadening its plan to include key services that are 
currently not covered. For example, step-down care is not a Medicaid-covered service in 
the State, although there are plans to include it by July 2024. By including these services, 
South Carolina can provide more comprehensive care and address a critical gap in the 
current healthcare system. 

Provider administrative burden, such as paperwork to enroll providers in Medicaid or 
achieving licensure to operate facilities, may also dampen private capacity creation by 
creating high startup costs.53 While SB164 eliminated most certificate of needs 
requirements,54 providers continue to face administrative burdens that the State could 
address. South Carolina can simplify procedures by standardizing or centralizing 
credentialing and billing administrative processes following states like Mississippi, North 
Carolina, and Ohio, which have all moved in the past 5 years to centralized credentialing 
to simplify the process for providers.55 Additionally, South Carolina could help expedite the 
-ÈÇÌÆÄÌÇ ÆÏÄÌÐÖ ÓÕÒÆÈÖÖǻ ÖÌÐÌÏÄÕ ×Ò /ËÌÒȉÖ ÐÒÇÈÏ ÚËÈÕÈ ɖɍ˃ ÒÉ ÅÈËÄÙÌÒÕÄÏ ËÈÄÏ×Ë ÓÕÒÙÌÇÈÕ 
claims are reimbursed within 15 days,56 ÚËÌÆË ÆÒØÏÇ ÖËÒÕ×ÈÑ ÓÕÒÙÌÇÈÕÖȉ ÆÄÖË ÆÜÆÏÈÖ ÄÑÇ 
reduce their need for short-term financing.  

Furthermore, offering support to providers as they deal with claims, prior authorizations, 
and credentialing can help providers more quickly navigate the billing process. An example 
ÌÖ .ÈÅÕÄÖÎÄȉÖ ÄÓÓÕÒÄÆËǻ ÚËÈÕÈ -#/Ö ÄÕÈ ÕÈÔØÌÕÈÇ ×Ò ÄÖÖÌÖ× ÓÕÒÙÌÇÈÕÖ ÚÌ×Ë ×hese tasks 
through various channels, including training sessions, online resources, and call centers. 
Considering the complexity of changes to regulatory and administrative processes, these 
efforts will take time, but they will continue to help South Carolina create a more provider-
friendly environment to attract additional private capacity. 

Beyond systemic change, other states also actively support individual private capacity 
development to encourage innovation in constrained areas, like substance use residential 
capacity or mental health crisis care (e.g., crisis stabilization units, EmPATH units57). 
Providing one-time startup funding can quickly scale capacity, especially for more capital-
intensive projects. The State has already demonstrated its capability and commitment in 
this arena. For example, DHHS funded the $100M behavioral health hub in Florence, to be 

 

51 Variation in Network Adequacy Standards in Medicaid Managed Care, 2022, Jane M. Zhu et al. &ÒÕ ÌÑÖ×ÄÑÆÈǻ .ÒÕ×Ë #ÄÕÒÏÌÑÄȉÖ 
Medicaid program aligns network adequacy standards for outpatient BH services with those for primary care, ensuring 
equitable access to both types of services. 
52 Variation in Network Adequacy Standards in Medicaid Managed Care, 2022, Jane M. Zhu et al. 
53 The Physicians Foundation, Ȋɏɍɏɏ 3ØÕÙÈÜ ÒÉ !ÐÈÕÌÆÄȉÖ 0ËÜÖÌÆÌÄÑÖȋǻ ɏɍɏɏ 
54 !3# &ÒÆØÖǻ Ȋ3ÒØ×Ë #ÄÕÒÏÌÑÄ %ÑÄÆ×Ö -ÄÍÒÕ 2ÈÉÒÕÐÖ ×Ò #ÈÕ×ÌÉÌÆÄ×È .ÈÈÇ ,ÄÚȋǻ ɏɍɏɐ  
55 MissÌÖÖÌÓÓÌ $ÌÙÌÖÌÒÑ ÒÉ -ÈÇÌÆÄÌÇǻ ȊMedicaid to implement centralized credentialing process for Medicaid managed care 
providers in Julyȋǻ ɏɍɏɏǼ /ËÌÒ !ÆÄÇÈÐÜ ÒÉ &ÄÐÌÏÜ 0ËÜÖÌÆÌÄÑÖǻ ȊOhio Medicaid Introduces Centralized Credentialing Ȝ Ohio 
Academy of Family Physiciansȋ, ɏɍɏɎǼ .#$((3ǻ ȊProvider Data Management / Credentialing Verification Organization 
Solution Coming in 2024ȋǻ ɏɍɏɐ 
56 3ÈÏÈÆ× (ÈÄÏ×Ë ÒÉ 3#ǻ ȊHealth Care Professional and Provider Manualȋǻ ɏɍɏɐ 
57 EmPATH units are hospital-based crisis stabilization units. SCDHEC, ȊHospital-Based Crisis Stabilization Unitsȋ 
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jointly governed by MUSC, McLeod Health, and HopeHealth.58 DDSN offered one-time 
capital funding to private providers as an incentive to build capacity in South Carolina, and 
DHHS created a grant opportunity for providers to develop crisis stabilization units.  

In addition, South Carolina can develop support for private-sector providers by facilitating 
connections between health systems and local payers, and fostering partnerships between 
existing in-state providers and those who have yet to 
establish a presence in the State. 

On the commercial insurance side, South Carolina 
should examine ways to strengthen enforcement of 
federal parity laws, which require that most health 
insurance plans should not impose more restrictive 
coverage for behavioral health needs compared to 
physical health needs. Despite this requirement, 
enforcement has proved difficult across the country, 
and disparities remain between behavioral and 
physical health coverage with out-of-network 
utilization rates higher and in-network reimbursement rates lower for behavioral health 
compared to physical health care.59 Since 2017, more states have begun investigating and 
levying fines against health plans violating parity requirementsȟtoday, at least 17 other 
states have enacted legislation to enhance compliance among insurance providers, 
although South Carolina has not enacted this legislation.60  

In the near-term, South Carolina should conduct a compliance market study to identify 
where specific commercial payers may be out of compliance with federal parity laws. In 
addition, the State should consider where there may be opportunities to use existing 
oversight powers to strengthen enforcement (e.g., reporting requirements) and how it can 
increase consumer education of parity laws (e.g., to better use existing Department of 
Insurance complaint process). Over the longer-term, South Carolina should consider 
statutory changes to provide the State with greater oversight powers to enforce parity laws. 
For example, Arizona passed a law requiring insurers to compile and submit parity 
compliance reports to the State every 3 years.61 By following a similar path, South Carolina 
can significantly improve the enforcement of parity laws to ensure that individuals receive 
adequate coverage for their behavioral health needs. 

 

58 SCDHHS, ȊNew Florence Behavioral Health Initiative Represents First-of-its-kind Collaborationȋ, 2023 
59 -ÌÏÏÌÐÄÑ 2ÈÖÈÄÕÆË 2ÈÓÒÕ×ǻ Ȋ!ÇÇÌÆ×ÌÒÑ ÄÑÇ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ÙÖǾ ÓËÜÖÌÆÄÏ ËÈÄÏ×Ëǽ 7ÌÇÈÑÌÑÊ ÇÌÖÓÄÕÌ×ÌÈÖ ÌÑ ÑÈ×ÚÒÕÎ ØÖÈ ÄÑÇ 
ÓÕÒÙÌÇÈÕ ÕÈÌÐÅØÕÖÈÐÈÑ×Ǿȋ 
60 0ÄÕÌ×Ü4ÕÄÆÎǻ Ȋ%ÙÄÏØÄ×ÌÑÊ 3×Ä×È -ÈÑ×ÄÏ (ÈÄÏ×Ë ÄÑÇ !ÇÇÌÆ×ÌÒÑ 0ÄÕÌ×Ü 3×Ä×Ø×ÈÖǽ ! 4ÈÆËÑÌÆÄÏ 2ÈÓÒÕ×ǻȋ 2018 
61 !ÕÌÝÒÑÄ $ÈÓÄÕ×ÐÈÑ× ÒÉ )ÑÖØÕÄÑÆÈ ÄÑÇ &ÌÑÄÑÆÌÄÏ )ÑÖ×Ì×Ø×ÌÒÑÖǻ Ȋ-ÈÑ×ÄÏ (ÈÄÏ×Ë 0ÄÕÌ×Ü 2ÈÓÒÕ×ÌÑÊȋ 
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Grow and better use the professional workforce  

Currently, South Carolina grapples with significant shortages of behavioral health and 
disabilities professionals (see Exhibit 21). For example, in behavioral health, South 
Carolina has ~50% fewer psychologists per capita and ~20% fewer psychiatrists per capita 
vs. national average.62 For the disabilities workforce, for example, there is ~28% fewer 
occupational therapists per capita vs. the national average. These shortages constrain the 
available capacity to treat those with behavioral health and disabilities conditions, and 
especially for Medicaid and uninsured populations. 

Exhibit 21: South Carolina has smaller behavioral health and disabilities healthcare 
workforce per capita than other states Ȝ selected statistics 

 
Note: Peers are AL, GA, NC, TN, VA. Data is from 2021 
Source: HRSA (2021), U.S. Census 

 

To address this, South Carolina can embark on a series of initiatives aimed at building 
talent pipelines. These initiatives could include supporting grants for training, 
scholarships, and professional development opportunities. Increasing residency program 
slots is another vital step,63 as is the implementation of loan repayment or forgiveness 
programs. Upstream educational and credentialing programs can also help to create more 
early supply of professionals Ȝ there are several examples of this in South Carolina today. 
For example, DHHS has existing partnerships with USC and Clemson to sponsor courses 

 

62 HRSA, Area Health Resource File, 2021 
63 South Carolina ranks 29th in total residency spots per capita and 30th in percent of residents staying in state to 
practice medicine after graduation. South Carolina also ranks 33rd nursing programs per capita (AAMC, 2023; U.S. 
Census Bureau; AACN) 

https://www.aacnnursing.org/about-aacn/member-schools
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for people interested in becoming Board Certified Behavior Analysts.64 Across all of these 
elements, a workforce task force could help guide these efforts and provide strategic 
direction to ensure a comprehensive approach.  

There are many examples of these efforts in other states. A compelling one is in Nebraska, 
which established the Behavioral Health Education Center of Nebraska (BHECN) in 2009. 
With an annual state funding of approximately $5M, supplemented by federal grants, 
BHECN has made notable achievementsȟincluding a 30% increase in psychiatric 
prescribers and a 40% increase in psychologists and therapists over a 10-year period 
between 2010 and 2020. In addition, the Missouri Talent Pathways program has addressed 
the lack of Direct Support Professionals (DSPs), who provide disability care,65 by pairing a 
credentialing and education program with apprenticeships with local disabilities providers. 
This program led to a 26% higher retention rate of DSPs with 18% cost savings for 
employer partners from lower recruiting and training costs.66 

South Carolina can better adapt to new care models by leveraging its current workforce to 
maximize existing capacity. The State should begin by continuing to enhance its telehealth 
capabilities67ȟfor example, for faster behavioral health crisis response and ED follow-
upsȟby leveraging providers in other parts of South Carolina with excess capacity as well 
as out-of-state providers. The State should also help grow the paraprofessional workforce 
(e.g., peer support professionals, community health workers) by ensuring appropriate 
reimbursement rates for paraprofessional providers, investing in recruitment and 
education programs for paraprofessional roles, and supporting the integration of 
paraprofessionals into clinical teams. A noteworthy example of this approach is Missouri 
3×Ä×È 5ÑÌÙÈÕÖÌ×ÜȉÖ ÆÒÐÐØÑÌ×Ü ÅÈËÄÙÌÒÕÄÏ ËÈalth support AssociateȉÖ degree program that 
partners with a junior college to hire graduates for support specialist roles typically 
reserved for those with BÄÆËÈÏÒÕȉÖ ÇÈÊÕÈÈÖǾ 3ÒØ×Ë #ÄÕÒÏÌÑÄ ÆÄÑ ÄÏÖÒ ÆÒÑÖÌÇÈÕ ÕÈÙÌÖÌÑÊ Ì×Ö 
scope of practice laws to be less restrictive to better enable non-physician professionals, 
like nurse practitioners (NPs) and physician associates (PAs), to provide a broader scope of 

 

64 $((3ǻ ȊBecome a Board Certified Behavior Analystȋ 
65 Direct Support Professionals play a pivotal role in guiding individuals with disabilities towards more independent and 
engaged lives, offering support in work settings, daily activities, and community involvement. Dept. of Labor, Direct 
Support Professionals (DSPs) 
66 -ÌÖÖÒØÕÌȉÖ ÓÕÒÊÕÄÐ ÚÄÖ Ä ÓÄÕ×ÑÈÕÖËÌÓ ÅÈ×ÚÈÈÑ ×ËÈ 5Ǿ3Ǿ $ÈÓÄÕ×ÐÈÑ× ÒÉ ,ÄÅÒÕǻ ×ËÈ -ÌÖÖÒØÕÌ $ÈÓÄÕ×ÐÈÑ× ÒÉ -ÈÑ×ÄÏ 
Health Ȝ Missouri DMH Division of Developmental Disabilities, other state agencies, and community organizations.  
67 For example, DMH currently does ~40% of its CMHC psychiatry visits by telemedicine. Discussion with DMH staff. 
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ÆÄÕÈǾ 4ÒÇÄÜǻ 3ÒØ×Ë #ÄÕÒÏÌÑÄ ÌÖ ÒÑÈ ÒÉ ÍØÖ× ɎɎ Ö×Ä×ÈÖ ÆÏÄÖÖÌÉÌÈÇ ÄÖ ËÄÙÌÑÊ Ä ȊÕÈÖ×ÕÌÆ×ÈÇȋ 
practice environment by the American Association of Nurse Practitioners.68 69 70  

Relaxing these scope of practice laws in targeted areas where other clinicians could 
provide similar care quality could significantly increase the range of services that qualified 
providers can offer and attract more providers to the state who value the ability to practice 
at the top of their license. 

Recommendation #4: Improve quality of services in the State 

Today, there is an inconsistent quality of care across different service types and 
geographical areas, with varied treatment outcomes and patient experience, and facilities 
that range from outdated to state-of-the-art. The significant variation in service quality 
contributes to 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ poor health outcomes (ranked 43rd overall in the nation).71 

Other states have considered improving healthcare quality by improving oversight of 
county- and state-run providers, increasing accountability of their Medicaid MCOs, and 
encouraging innovation in care models to better care for complex populations. As such, 
states take a portfolio approach to addressing qualityȟnot just focusing on their State-
owned assets, but also influencing local government, private sector, and nonprofit 
organizations to improve outcomes for populations. 

There are four recommendations to improve the quality of services in South Carolina: 

¶ Improve State oversight and support for county-controlled healthcare providers 

¶ Strengthen operations within State-run healthcare facilities 

¶ Improve partnerships with Medicaid MCOs 

¶ Increase innovation in care models to better care for complex populations 

While this assessment focuses on where the most critical gaps were identified and where 
the State has disproportionate influence, South Carolina has a critical role to play in the 
quality of delivery at private providers, primarily through licensure but also through 
distribution of state funding. It is important to ensure strong oversight of these entities, 
especially given the focus on increasing the set of private providers, as discussed in 
recommendation #3. Some of the tools discussed in the below recommendations to 

 

68 AANP Restricted Practice Ȝ Ȋ3×Ä×È ÓÕÄÆ×ÌÆÈ ÄÑÇ ÏÌÆÈÑÖØÕÈ ÏÄÚÖ ÕÈÖ×ÕÌÆ× ×ËÈ ÄÅÌÏÌ×Ü ÒÉ .0Ö ×Ò ÈÑÊÄÊÈ ÌÑ Ä× ÏÈÄÖ× ÒÑÈ 
element of NP practice. State law requires career-long supervision, delegation of team management by another health 
provider in order for tËÈ .0 ×Ò ÓÕÒÙÌÇÈ ÓÄ×ÌÈÑ× ÆÄÕÈȋ 
69 American Association of Nurse Practitioners (AANP) State Practice Environment, 2023  
70 AANP Restricted Practice Ȝ Ȋ3×Ä×È ÓÕÄÆ×ÌÆÈ ÄÑÇ ÏÌÆÈÑÖØÕÈ ÏÄÚÖ ÕÈÖ×ÕÌÆ× ×ËÈ ÄÅÌÏÌ×Ü ÒÉ .0Ö ×Ò ÈÑÊÄÊÈ ÌÑ Ä× ÏÈÄÖ× ÒÑÈ 
element of NP practice. State law requires career-long supervision, delegation of team management by another health 
provider in order for tËÈ .0 ×Ò ÓÕÒÙÌÇÈ ÓÄ×ÌÈÑ× ÆÄÕÈȋ 
71 !ÐÈÕÌÆÄȉÖ (ÈÄÏ×Ë 2ÄÑÎÌÑÊÖǻ ɏɍɏɐǼ .Ò×Èǽ /ÙÈÕÄÏÏ ËÈÄÏ×ËÆÄÕÈ ÕÄÑÎÌÑÊ ÌÑÆÏØÇÈÖ ÖÒÆÌÄÏȘÈÆÒÑÒÐÌÆ ÉÄÆ×ÒÕÖ Ȥɐɍ˃ ÚÈÌÊË×ȥǻ 
physical environment (10%), clinical care (15%), behaviors (20%), health outcomes (25%). 
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improve quality for county-controlled and state-operated providers are available for private 
provider oversight as well. Since several state agencies have oversight powers here 
(primarily DHEC, DDSN, DAODAS), it is important to establish clear roles for overseeing 
these providers and use their authorities in a complementary way. 

Improve state oversight and support for county -controlled healthcare providers  

In South Carolina, 301 substance use providers, and DSN board disability providers are 
county-ÆÒÑ×ÕÒÏÏÈÇ ȊÓØÅÏÌÆ ÄÆÆÈÖÖȋ ÓÕÒÙÌÇÈÕÖǻ ÓÕÈÇÒÐÌÑÄÑ×ÏÜ ÖÈÕÙÌÑÊ ×ËÈ ÐÒÖ× ÙØÏÑÈÕÄÅÏÈ 
populations (see Exhibit 22 for key details).  

Exhibit 22: Key facts for 301s and DSN Boards 

 301 substance use providers  DSN board disability providers  

No. of providers ȡ 31 providers ȡ 37 providers 

Operated by ȡ Primarily private, (nonprofits) 
although 3 facilities are county-
operated72 

ȡ Primarily private, nonprofits 

State oversight73 ȡ DAODAS oversees service delivery 
(contracts with 301s for SAMHSA, 
other grants; approves county plans 
for liquor tax distribution) 

ȡ DHEC licenses facilities 

ȡ DDSN oversees service delivery 

ȡ DDSN licenses group homes 
(e.g., residential, respite settings) 

ȡ DHEC licenses health care 
facilities (ICF/IID, CCFs) 

County oversight ȡ County 301 boards appoint provider 
leadership and direct liquor tax 

ȡ County DSN boards appoint 
provider leadership 

Funding sources 

(average)74 

 
 

 

 

72 County-operated sites in Beaufort, Charleston, and Union counties 
73 Excludes clinician licensure; service delivery oversight related primarily to ensuring compliance and/or quality 
assurance for payment (e.g., state appropriated funds, Medicaid, other federal funds) 
74 SC DAODAS historical funding data per county, average of counties between 2018-2022; SC DDSN internal interviews 
ÄÑÇ 3# $$3.ȉÖ $3. "ÒÄÕÇ ÉÌÑÄÑÆÌÄÏ Ö×Ä×ÈÐÈÑ×ǻ ɏɍɏɐǼ /×ËÈÕ ÖÒØÕÆÈÖ ÐÄÜ ÌÑÆÏØÇÈ federal grants, self-pay /  commercial, 
and other miscellaneous funds 
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As discussed in recommendation #3 on strengthening public access capacity, these 
providers provide critical access to their communities. South Carolina not only has less 
overall capacity per capita than other states (e.g., ~50% fewer disabilities group home beds 
vs. U.S. average Ȝ leading to a total gap of ~3,700 beds), but also these providers make up 
a disproportionate share of that capacity. In fact, 31% of substance use providers are 
public vs. 9% in U.S. and 72% of residential disability services in South Carolina are 
provided by DSN boards.75  

However, today 301s and DSN boards struggle to provide consistent, high-quality services 
across the State for these vulnerable populations. As discussed in recommendation #3, 
depending on where you live you could have access to a full service array, but many do not. 
There may also be an inconsistent quality of services provided, with varying patient 
outcomes across locations. Individualized counseling is not provided at all 301s, and 
treatment completion rates at 301s ranged from 33% to 75% across different sites.76 

Limited state oversight for these providers contributes to these challenges. First, there is 
an opportunity for stronger standards and monitoring across 301s and DSN boards Ȝ for 
example, there are limited patient outcome standards for DSN boards with less frequent 
reporting (primarily annual). Further, across 301s and DSN boards, some new or struggling 
providers may lack the skills to operate their facilities effectively Ȝ there is no 
comprehensive system for training, technical support, and knowledge capture. This also 
exacerbates the administrative burden some providers may face in complying with state 
reporting and billing requirements. Despite concerns with provider performance, state 
agencies have infrequently pursued enforcement actions to promptly correct the 
underperformance, potentially driven by the lack of alternative providers for constituents if 
underperforming facilities are closed. 

South Carolina can improve its oversight for 301s and DSN boards in several ways:  

¶ First, it should set more comprehensive standards for substance use and disability 
service providers Ȝ for example, moving from primarily compliance-oriented 
standards to stronger treatment outcome standards for disability providers (e.g., 
improved quality of life measures).  

¶ Second, it should re-evaluate its monitoring requirements to ensure they are 
frequent enough to evaluate performance appropriately, balanced against the 
provider effort required to report the information.  

¶ Third, it should enforce non-compliance more rigorously and set transparent 
processes for how and when enforcement actions will be used, supported by robust 
communication with community leaders. 

 

75 SAMHSA, 2020; DDSN data; DMH data 
76 SC DAODAS 2022 Outcome and Discharge Report 
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Improving state oversight on its own without additional support will likely not fully improve 
the quality of these services. As discussed in 
recommendation #3 on preserving public access capacity, 
the State spends 60% - 70% less in state funding on 
substance use treatment and disability services vs. the U.S. 
average. This limited level of spending limits the breadth 
and quality of services that can be offered across the State. 
As such, in addition to stronger oversight, South Carolina 
can also increase its support for 301s and DSN boards. It 
should consider ways to increase total funding for 
substance use disorder and disability services in targeted 
ways to support improved quality. The State can also better 
support new or struggling providers through greater technical assistance and leadership 
training to empower and improve their capabilities. 

While the State likely already has the power to improve oversight, a lack of explicit 
statutory authority has made it more difficult for the agencies to fully use their oversight 
ÓÒÚÈÕÖǾ $!/$!3ȉÖ ÄÑÇ $$3.ȉÖ ÈÑÄÅÏÌÑÊ Ö×Ä×Ø×ÈÖ ÇÒ ÑÒ× ÓÕÒÙÌÇÈ ÈÛÓÏÌÆÌ× ÄØ×ËÒÕÌ×Ü ×Ò ÖÈ× Ä 
statewide strategy for service mix or minimum standards through regulation, nor take a 
robust set of enforcement actions in case of non-compliance.77 The lack of an explicit 
statutory basis for state oversight actions may invite challenges and create confusion for 
communities on how the State will use its potential authorities. 

Virginia recently used statutory changes to improve its oversight over its county-run 
network of substance use, disability, and mental health providers, setting forth in statute 
clear state responsibility for setting performance standards for providers, monitoring their 
compliance with standards, and enforcing in cases of non-compliance. Similarly, South 
Carolina should amend the DAODAS and DDSN enabling statutes to include explicit 
authorities to set a statewide strategy for service mix (in line with the statewide plan for 
health and human services contemplated in recommendation #2), establish standards and 
monitoring processes, and set clearly defined steps for addressing provider non-
compliance with pre-defined triggers for enforcement actions. 

As discussed above, multiple state agencies play roles in the oversight process Ȝ DHEC as 
licenser, DAODAS and DDSN as overseers of service delivery. As such, it is important that 
they work collaboratively to use their oversight tools in a way that enhances quality and 
limits duplication of effort. 

As South Carolina considers changes to its oversight, it should consider how any actions 
will impact patient disruption and provider staff turnover, and engage the relevant 
community leaders and providers closely. 

 

77 DDSN, DAODAS enabling statutes 

South Carolina spends 

60% - 70% less in state 

funding on substance use 

treatment and disability 

services than the U.S. 
average. 
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Strengthen operations within state -run healthcare facilities  

Today, South Carolina operates several types of healthcare facilities, primarily focused on 
mental health, substance use, and long-term care (see Exhibit 23).78 These facilities 
complement the county-controlled providers as important safety net providers for some of 
3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ most vulnerable constituents. 

Exhibit 23: Selected healthcare facilities operated directly by the State 

 

However, there is an opportunity to improve the quality of services across these state-
operated facilities. While patient outcomes and experience are not consistently measured 
across providers, there is evidence of significant lags in state performance. For example, all 
six state-run nursing homes are below the 30th percentile nationwide, in overall CMS 
ratings, and two homes are below the 15th percentile, including the general nursing 
home.79 In addition, there are insufficient staffing levels across facilities with high 
vacancies and turnover. CMHCs, for example, saw 25% turnover of its staff in 2023 
(although recent pay increases have contributed to reduced CMHC turnover to ~8.5% in 
FY202480ȥǾ &ÒÕ $$3.ȉÖ ÕÈÊÌÒÑÄÏ ÆÈÑ×ÈÕ ÌÑ×ÈÕÐÈÇÌÄ×È ÆÄÕÈ ÉÄÆÌÏÌ×ÌÈÖ Ȥ)#&Öȥǻ ÒÑÏÜ Ɏɐ˃ ÒÉ Ö×ÄÉÉ 
agreed that staffing levels were adequate,81 although there have been efforts within the 
past 2 years to improve staffing.82  

 

78 Local health department operations considered in recommendation #5 on improving preventative care. 
79 CMS Nursing Home Care Compare, 2023; Note: CMS rating comprised of staffing, health inspections, and patient 
outcome measures 
80 Discussion with DMH staff 
81 DDSN LAC report (2023) 
82 DDSN staff noted that they have improved career ladders, added leadership positions, and improved staff 
compensation. 
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In addition, evidence-based clinical practices and other state policies may not be followed 
consistently. For example, for disability facilities, a legislative audit of DDSN-owned 
facilities found significant gaps in oversight (e.g., time to investigate allegations, lack of 
necessary recording), and CMHCs may turn away those with substance use disorder 
despite a DMH policy not to do so.83 Constituents interviewed also reported that many 
facilities are outdated and poorly laid out; these perspectives were also reflected within the 
2023 DDSN Legislative Audit Committee (LAC) report. 

4Ò ÄÇÇÕÈÖÖ ×ËÈÖÈ ÆËÄÏÏÈÑÊÈÖǻ 3ÒØ×Ë #ÄÕÒÏÌÑÄ ÖËÒØÏÇ ÌÐÓÕÒÙÈ ×ËÈÖÈ ÉÄÆÌÏÌ×ÌÈÖȉ ÒÓÈÕÄ×ÌÒÑÖ ÌÑ 
several ways: 

First, the State should strengthen standards for these facilities, including patient outcomes 
and experience, evidence-based clinical practices, and facility layout and condition to 
ensure a comprehensive set of measures and sufficient target levels.  

Second, while the State has internal tools for 
evaluating the performance of its facilities (e.g., 
$-(ȉÖ #-(# !ØÇÌ× ×ÒÒÏȥǻ it should continue to 
improve its monitoring and reporting for these 
providers by adopting enhanced compliance 
checksȟfor example, more frequent or 
unannounced inspectionsȟand increasing 
public reporting of the quality of its providers in 
an easy-to-understand way for constituents.84  

Third, the State can improve the staffing of the 
facilities by better filling needed staff vacancies 
(also discussed in recommendation #7 on state 
workforce) and increasing training for both facility leadership and staff using best clinical 
and operating practices to serve constituents.85  

Fourth, South Carolina should develop clearer internal processes and expectations for 
keeping facility leadership accountable for quality standards, and rigorously enforce those 
expectations. These changes will take time to implement and should be done in a phased 
approach to ensure they are most likely to be successful. 

Improving operations at state-run providers should be done in coordination with 
organizational changes, such as those contemplated in recommendation #1, to ensure a 
seamless transition and limited interruptions for patients. For example, South Carolina 
required that VÈ×ÈÕÄÑ ÑØÕÖÌÑÊ ËÒÐÈÖ ÖËÌÉ× ÉÕÒÐ $-( ×Ò ×ËÈ $ÈÓÄÕ×ÐÈÑ× ÒÉ 6È×ÈÕÄÑÖȉ 
Affairs (DVA) effective July 1, 2024. This change requires a comprehensive update to 

 

83 Legislative Audit Council Report of SC DDSN, 2023 
84 For example, some CMHCs do not publish a consistent set of measures on treatment outcomes. 
85 For example, these trainings could cover protocols for abuse reporting and strategies at long-term care facilities, 
expectations for accepting patients with substance use disorder at CMHCs. 



 

Final Report | South Carolina Public Health Delivery and Organization Review  Page 54 

vendor contracts, efficient coordination of resources (including personnel), and the 
implementation of any necessary operational adjustments. 

Improve partnerships with Medicaid managed care organizations  

In South Carolina, ~81% of Medicaid beneficiaries86 are covered through MCOs, making 
the State's managed care program a strong and broad-based lever for South Carolina to 
use in improving care quality.87 States frequently use contract standards aligned to State 
policy goals and tight partnerships with MCOs to help them prioritize the right 
improvements to their provider networks and member engagement practices. 

First, the State should strengthen MCO contract requirements in line with South 
#ÄÕÒÏÌÑÄȉÖ health goals. While the State has recently moved to improve some standards 
(e.g., Hospital Quality Achievement Program), it lags behind peer states such as Georgia, 
North Carolina, Virginia, and Tennessee in quality and network adequacy requirements. 
For example, while South Carolina withholds 1.5% of its capitations for quality 
performance,88 Georgia, Tennessee, and Missouri withhold greater than 2.5% of 
capitations from MCOs,89,90,91 and South Carolina only requires that routine visits be 
scheduled within 4 Ȝ 6 weeks of a request, while Tennessee requires that appointments 
are not to exceed 3 weeks from the date of request.92 In the near-term, South Carolina can 
start with bolstering basic standards like quality and network adequacy. Over time, it can 
evolve towards more ambitious program elements, such as standards focused on value-
based payments or social factors impacting health.93 

In addition to strengthening MCO contract requirements, South Carolina has an 
opportunity to improve how it partners with MCOs. Historically, the State engaged with 
MCOs in a more passive way, with less focus on achieving state health goals. Recently, 
DHHS has started to build a new centralized function to engage with MCOs. Building on 
these efforts, the State should continue to strengthen its central MCO engagement team 
with the right skills, training, and access to agency leadership. This central MCO team 
should take a collaborative and data-driven approach to engaging with MCOs to provide 
objective, real-time feedback on performance and share government data with MCOs 
where possible to better empower MCOs to adapt care delivery. 

 

86 Share of Medicaid populations covered under different delivery systems, 2022 Kaiser Family Foundation 
87 Currently, constituents can select from five contracted MCOs to receive coverage: Absolute Total Care, BlueChoice 
(Healthy Blue), Humana Healthy Horizons, Molina, and Select Health (First Choice).  
88 SCDHHS, Ȋ3×Ä×È &9) ɏɍɏɐ -ÈÇÌÆÄÌÇ -ÄÑÄÊÈÇ #ÄÕÈ #ÄÓÌ×Ä×ÌÒÑ 2Ä×È #ÈÕ×ÌÉÌÆÄ×ÌÒÑȋǻ ɏɍɏɏ-23 
89 State of Georgia, Ȋ'ÈÒÕÊÌÄ &ÄÐÌÏÌÈÖ #ÒÑ×ÕÄÆ×ȋ 
90 Tenncare MCO Statewide Contract, 2024 
91 Missouri DSS MoHealth Net, Managed Care Performance Withhold Technical Specifications, 2023 
92 Commonwealth Fund, Medicaid Managed Care Database, 2019 
93 For example, unlike ~90% other managed care states, South Carolina has not yet established clear social factor 
requirements for their MCOs, per KFF. 
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Increase innovation in care models to better care for complex populations  

Innovation in healthcare is advancing rapidly, with various states enthusiastically exploring 
new models for delivering care. The Federal Government is actively involved, sponsoring 
frequent demonstration programs to foster this growth. States also regularly promote 
innovation in the private sector through partnerships with private and nonprofit entities, 
offering grants and other incentives to facilitate investments in new care models. 

Exhibit 24: South Carolina has limited participation in federal innovation 

 
Note: Peers are AL, GA, NC, TN, VA 
1. Average yearly discretionary grant funding received from the respective federal agencies from 2019-2023 
Source: CMS; HHS Ȝ TAGGS; U.S. Census 

 

South Carolina has implemented several innovations in care delivery that have helped 
constituents, such as school-based mental health services, telehealth to support behavioral 
health, and mobile clinics for mental health crisis services. However, the State continues 
to lag in participating in the broader set of innovations that other states have engaged in. 
For example, South Carolina receives on average ~30% less discretionary grant funding per 
capita than other U.S. states over the last 5 years (see Exhibit 24 above) and has no 
approved CMS innovation 1115 waivers. This means that South Carolina is leaving federal 
ÐÒÑÈÜ ȊÒÑ ×ËÈ ×ÄÅÏÈȋ ×ËÄ× ÆÒØÏÇ ÖØÓÓÒÕ× ÌÑÑÒÙÄ×ÌÒÑ ÌÑ ×ËÈ Ö×Ä×ÈǾ )Ñ ÄÇÇÌ×ÌÒÑǻ ÅØÌÏÇÌÑÊ ÒÑ 
past successes with public-private partnerships (e.g., DMH partnership with The Duke 
Endowment to support telemedicine and school mental health programs), the State has 
an opportunity to further foster innovation with private partners. 

To increase innovation toward improved care models, South Carolina should explore 
boosting participation in federal innovation grants and demonstration programs and 
fostering more innovation in partnership with the private sector. 
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First, there are many federal innovation programs that South Carolina should explore. For 
example, two potential options are Certified Community Behavioral Health Clinics 
(CCBHCs) and the Innovation in Behavioral Health (IBH) model. The SAMHSA-sponsored 
CCBHC model, adopted by 47 states (excluding South Carolina,94 North Dakota and South 
Dakota), aims to improve care coordination for behavioral health by providing 24/7 
comprehensive coordinated mental health and substance use services to all community 
members, all within one facility. This model has shown significant improvements in access 
to services95 and improved quality outcomes.96 The IBH model, released by CMS in January 
2024, focuses on integrating behavioral, physical, and social support systems, forming 
interprofessional care teams, and promoting health information technology capacity 
building; up to 8 states will be selected to participate in the model in 2024.97 

Second, South Carolina should 
consider facilitating additional 
partnerships with private and 
non-profit entities to capitalize 
in the significant innovation 
occurring in the private 
healthcare sector. For 
example, in 2024, Illinois Dept. 
of Human Services partnered 
with Google to launch a 
ÆÈÑ×ÕÄÏÌÝÈÇ ÓÒÕ×ÄÏ ÉÒÕ ÆËÌÏÇÕÈÑȉÖ 
mental health care aimed at 
centralizing and simplifying the 
process of accessing services.98  

Recommendation #5: Improve preventative care 

Over the past decades, healthcare systems have increasingly re-oriented their focus toward 
prevention rather than acute care. Focusing on 
ÓÕÈÙÈÑ×ÌÒÑ ËÈÏÓÖ ×Ò ÖØÓÓÒÕ× Ä ÓÈÕÖÒÑȉÖ ËÈÄÏ×Ë ÅÈÉÒÕÈ 
their needs become more serious. Doing so improves 
health outcomes while reducing costs compared to 
acute care, such as a trip to an emergency department 
(ED), which is expensive for both patients and the 
State. To accomplish this, states have addressed the 
wide range of factors that impact population health, 

 

94 Over the past few years, South Carolina has set up 2 smaller-scale ȊÏÒÒÎ ÄÏÌÎÈȋ CCBHC pilots; there is an opportunity to 
ÊÕÈÄ×ÏÜ ÄÆÆÈÏÈÕÄ×È 3ÒØ×Ë #ÄÕÒÏÌÑÄȉÖ ÓÄÕ×ÌÆÌÓÄ×ÌÒÑ ÌÑ ×ËÌÖ ÌÑÑÒÙÄ×ÌÙÈ ÑÈÚ ÐÒÇÈÏ ÉÒÕ ÅÈËÄÙÌÒÕÄÏ ËÈÄÏ×Ë ÆÄÕÈǾ 
95 For example, Missouri saw a 122% increase in individuals receiving Medication Assisted Treatment (MAT). 
96 For example, New York saw a 46% reduction in ED utilization and 26% reduction in monthly costs. 
97 CMS, Innovation in Behavioral Health (IBH) Model (January 18, 2024) 
98 #ÄÓÌ×ÒÏ.ÈÚÖ )ÏÏÌÑÒÌÖǻ 3×Ä×È 0ÄÕ×ÑÈÕÖ ÚÌ×Ë 'ÒÒÊÏÈ ×Ò ÏÄØÑÆË ÑÈÚ ÓÒÕ×ÄÏ ÉÒÕ ÆËÌÏÇÕÈÑȉÖ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ÕÈÖÒØÕÆÈÖǻ ɏɍɏɑ 

South CarolinaȉÖ ÐÈÑ×ÄÏ ËÈÄÏ×Ë 

and substance use disorder 

emergency department visits is 

72.96 per 1,000, ranking 21st out 

of 35 surveyed states 
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including providing non-medical social services (e.g., improving food and housing security); 
providing basic immunization, screening services, and routine checkups; supporting access 
to primary care; and planning for public health emergencies. 

However, the State sees a higher mix of acute care over prevention today. For example, the 
3×Ä×ÈȉÖ ÐÈÑ×ÄÏ ËÈÄÏ×Ë ÄÑÇ ÖØÅÖ×ÄÑÆÈ ØÖÈ ÇÌÖÒÕÇÈÕ ÈÐÈÕÊÈÑÆÜ ÇÈÓÄÕ×ÐÈÑ× ÙÌÖÌ× ÕÄ×È ÌÖ 
72.96 per 1,000, ranking South Carolina 21st out of 35 surveyed states.99 Several 
ÆËÄÏÏÈÑÊÈÖ ËÄÙÈ ÆÒÑ×ÕÌÅØ×ÈÇ ×Ò ×ËÈ 3×Ä×ÈȉÖ ÏÄÆÎ ÒÉ ÉÒÆØÖ ÒÑ ÓÕÈÙÈÑ×ÌÒÑ; these include a 
fragmented focus on social factors that impact health, lagging investment in screening and 
public awareness efforts vs. other states, and gaps in primary care capacity, particularly in 
rural areas. 

To address these challenges, there are three ways the State can reorient toward greater 
focus on preventative care and supports: 

¶ Boost supports for social factors that influence health 

¶ Bolster awareness of and access to preventative healthcare services 

¶ Increase access to primary care across the State 

Boost supports for social factors that influence health  

Social factors that impact health are responsible for driving approximately 80% of health 
outcomes.100 South Carolina has an opportunity to better focus on these social factors to 
ÌÐÓÕÒÙÈ ×ËÈ ËÈÄÏ×Ë ÒÉ ×ËÈ 3×Ä×ÈȉÖ ÆÒÑÖ×Ì×ØÈÑ×ÖǾ %ÛÌÖ×ÌÑÊ ÅÈÑÈÉÌ×Ö ÐÄÜ ÅÈ ØÑÇÈÕØ×ÌÏÌÝÈÇ ÒÕ 
ÌÑÖØÉÉÌÆÌÈÑ× ×Ò ÖØÓÓÒÕ× ÓÈÒÓÏÈȉÖ ËÈÄÏ×Ë-related social needs appropriately. For example, 
only 41% of eligible individuals are enrolled in the Special Supplemental Nutrition 
Program for Women, Infants, and Children (WIC) compared to the national average of 
52%.101 

 

99 Agency for Healthcare Research and Quality (AHRQ), Healthcare Cost and Utilization Project (HCUP), State 
Emergency Department Databases (SEDD), and State Inpatient Databases (SID), 2019-2018 and the Census Bureau. 
Includes D.C. 
100 HealthPartner Institute, University of Minnesota, 2017 
101 USDA, WIC Eligibility Data 
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Exhibit 25: Example programs for how the State could address social factors 

 

 

Today, responsibility for supporting these social factors is fragmented across state 
agencies. For example, while DHEC operates the WIC program, DSS operates the 
Supplemental Nutrition Assistance Program (SNAP) program - both nutrition programs for 
overlapping populations. While it is typical for this 
responsibility to be split across agencies, other 
states have made greater efforts than South 
Carolina to create a shared plan for addressing 
social needs impacting health and coordinate their 
approaches, particularly with external partners, such 
as MCOs and community-based organizations 
(CBOs). These challenges also contribute to 
fragmentation in the population health data 
platforms across the State, which makes it difficult 
×Ò ÊÈ× Ä ÉØÏÏ ÙÌÈÚ ÒÉ Ä ÆÒÑÖ×Ì×ØÈÑ×ȉÖ ÑÈÈÇÖǾ 4ËÈ ÆÕÈÄ×ÌÒÑ ÒÉ Ä ÆÈÑ×ÕÄÏ ÒÕÊÄÑÌÝÄ×ÌÒÑ ȤÄÖ 
contemplated in recommendation #1) will address some of these fragmentation issues, 
but there remain partners outside of the central organization (e.g., other state agencies, 
community organizations) that will need to be engaged outside of the umbrella. 

To address this, South Carolina must first increase its access to screening data on 
constituentsȉ ÖÒÆÌÄÏ needs. For example, other states have done this by increasing 
screening requirements through Medicaid (e.g., Z-codes) and working with providers to 
incorporate screening into their standard exams (e.g., primary care well-visits). Based on 
this data, the State should prioritize a targeted set of interventions to address the most 
impactful social needs that contribute to health challenges (see Exhibit 25 above for 










































































