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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 60chargedthe Department of

Administration with retaining independent, third-party experts,  South Carolina has the
consultants, or advisors to analyze the missions and delivery ~ most fragmented health
models of all state agencies concerned witlB O@x E  # A @ and human services
overall public health, as well as certain specific populations structure in the nation.
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
economicdly disadvantaged, andVeterans. This report is a result of that effort.

Following a competitive solicitation, the Department of Administration engaged Boston
#ONO@I xI NE ' O00@0 z"#'z xO I OOEOAOE A UOI xxE
regarding the missions, delivery models and organizational structures of the variowstate

agencies performing public health services and the effectiveness of such in addressing the
OUEOATT O@AIT |l £ EEAT xE OE xEE 3xAxE@i ! /Ex b¢ O
the Legislature and Governoon or beforeApril 1, 2024, in the form ofa 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®duth Carolinian
perspectives, actively seeking input from stakeholders such as service users, caregivers,
agency leaders, frontline staff, advocacy groupsind the general public More than 4,000
South Caroliniansprovided input through interviews?! surveys, site visits, town halls, and a
public comment box (seeExhibit 1).2 The findings from thesestakeholderswere then
validated with a comprehensive review of relevant literatur@ agency documents* and

! 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, agencynission and strategy documents, program overviews and financial data for each
agency from 20192023
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benchmarking of other U.S. states(with a focus on peer states in the Southea$8}.® The
recommendations that followed from that work aim to improve the health of South
Carolinians, improwe the efficiency of the health delivery system, anabtain the best value
in health spendingfor its residents.

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

More thar630 constituents have provided input across all counties, in addition to 13 completed site visits
and 6 town halls

Total #
Legends of Inputs
® Constituents surveyed
or interviewed 635!
¥, Site visits 13
o2 [l Town halls 6
Summary statistics
by population type
Mental/behavioral health 484
Low income (<50k) 442
Chronically ill 203
Elderly (>=65) 121
People with disability 90
BHE  wovirtual town halls Substance use reported 83
: Pregnant women 64
High Pop Low Pop
density - density Veterans 63

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 up interviews, and other agency interviews (e.g., Dept of Child Advoca&.C. Developmental
Disabilities Council, DOC)

5 Peer states include Alabama, Georgia, North Carolina, Tennessee, Virginia, whipresent other Southeasternstates
with similar demographicsto 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 improvemenin health outcomes. In data

AODPOITEC AU 1 PEOI £ZAT O ( EAT xE 2didlisthtdé b Be@alth3 O @ x E
outcomes and 4th out of 6th among peer stategsee Exhibit 2).” South Carolinalags on

physical and mental health metrics Further,3 O@x E # A0OT 1 NAT O wérBeAT xE 0Og
than expected when considering theStatel O | EUE T , icdiEatity et Sauth N E

Carolina sees a low return on investmen{ROI) on its health and human servicesspend.

This means that South Carolinahas 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

Health outcomes ranking (e.g. diabetes, asthma incidence)?, 2022

®HI Good
MA® 00
NH. *CTq VT outcomes,
*CA  oMN *NJ high spend
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v MD o R| [
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|
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oNV v : e IN
L
40 OK ° | .OH
Poor SC * MO/ Poor
outcomes, ™ . e ey outcomes,
| o
low spend AL -.AR A o WV high spend
50 ‘ —e \ - -
$7,000 $8,000 $9,000 $10,000 $11,000 $12,000 $13,000 $14,000
B Peer States . Total health spend
& South Carolina $ per capita?, 2020

1. Composite health outcome ranking based on measures related to behavioral health, physical health, mortality, and
risk factors between 2018022 2. 2020 Health spending per capita includes spending for all privately and publicly funded
personal health cae 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 lescontractual adjustments, bad debts, and charity care) Note: Health outcomes data is based
on data from 20192022, Source: America's Health Ranking, Outcomes Composite 2022, Kaiser Family Foundation
analysis of CMS Office of the Actuary, National Health Statistics Grou2020 National Health Expenditure Data: Health
Expenditures by State of Residence

" Peer states include Aabama, Georgia, North Carolina, Tennessee Mrginia, which represent other Southern states with
similar demographicsto South Carolina.
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Constituents face barriers at each step of their journey to receive healthcare services.

South Caroliniansexperiencechallengesfinding and accessingbenefits and services.A

shortage of available services, especiallpr mental health, substance use, and disabilities

makes it difficult for constituents to receive the care they needd OCA UYT O O&asdoU|l £E O

Barriers to healthcare services

of South Carolina youth aged 12-17 with a
major depressive episode who did not
receive mental health services®

77%

3X  mental health facilities per capita than
fewer other states?

of South Carolinians live in an area without
sufficient access to primary care?

37%

1Mental Health America, 2023;2 SAMHSA, 2020;3 HRSA, 2021

too focused onacute care(such as in a
hospital) rather than on preventative care
which addressesO E O Ohe&tiieeds
before they become more seriousand
expensive When constituents do receive
care, the quality is inconsistent across
different types ofservice andregions of
the State. Some SouthCarolinians receive
world-class treatment and have positive
experiences, but too many do notFinally,
challenges coordinatng care, particularly
for those who havecomplex needs and
use multiple services mean patients may

be confused about the next steps in their care plan oexperiencedisruptions in their

treatment.

This uneven and unsatisfactory experience is partially caused by the way state government
agencies operate today. These challenges start with structu®South Carolina has the

most fragmented health and human services agencytructure 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

D T

xO Ol OUEOD

I'N EEAT xE OOl 1 &£ EO ANC

approach to drive quality. The limited infrastructure to support these areag from lack of
data sharing to limited codified practices across agencie3 means South Camwlina 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 challengesthe State has demonstratedsome strengthsit can build on 3 for
example, expanding schoebased mental health servicesbuilding online portals to help
the elderly andearly childhood populationsnavigate to servicesand increasing psychiatric
telehealth access3 all supported by adedicated set of state employeesnd frontline
workers. These strengths provide momentum for the path forward.

Recommendations

There are seven recommendationsdetailed below,to addressthe challengesdiscussed

4ATEN xOEExEEOA4

xEEOE OEAZAOPPENCAxI ONO UO®@I C

human services system and address the issuasoted above. The recommendations are:
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Recommendation #1 d, Establish a central organization to provide leadershipdrive
accountability, and improve collaboration across health and
human servicesagencies

d, Combine agencies with similar missionsunder the central
organization

d, Evaluate and redesign organization structure within each
agencyto improve efficiencyand effectivenessof operations

Recommendation #2 d, Build a comprehensive plan for health and human services

Build strategic plan and SE0ES 02 SiElE . L .
operating approach for health & Strengthen accountability and coordination across agencies

Streamline state agency
structure and roles

Page23

and human services d, Improve complex case coordination across state agencies
d, Increase data sharing across agencies to improve policy
Pag 32 making and operations
Recommendation #3 d, Strengthen existing public access capacitio better serve the
Increase capacity for mental most vulnerable South Carolinians
health, substance use, and d, Increase private capacityto improve access to care for a
disabilities services broader array of constituents
d, Grow and better use the professional workforce
Page36
Recommendation #4 d, Improve state oversight and support folcounty-controlled
Improve quality of services in healincare providers = n
the State d, Strengthen operations within Staterun healthcare facilities
d, Improve partnerships with Medicaid managed care
Page/8 organizations (MCOs)

d, Increase innovation in care models to better care for
complex populations

Recommendation #5 d, Boost supports for social factors that influence health

Improve preventative care d, Bolster awarenessof and accessto preventative healthcare
services

Pages6 d, Increase access to primary care across the State

Recommendation #6 d, Make it easier for constituents to find benefits and services

Help constituents navigate to =~ & Simplify the process to access benefits and services

benefits and services d, Build supporting data and technology infrastructure for
navigation

Page4

Recommendation #7 d, Bolster state recruitment and better manage hiring process

Strengthen state health and | ¢ Better retain and develop talent

human services workforce d, Make it easier for staff to productively deliver quality
services

Pager2
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Recommendation #1: Streamline state agency structure and roles

The structure of3 O @ x E  # Aéalinlahd%dmardservices agencieg eight
independent agencies3 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 servicgelivery. Therefore, the State
should:

T

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 healthrelated agencies, including thosdocusingon Medicaid (DHHS),
Public Health (DPH), Mental Health (DMH), Substance Use (DAODAS),
Disabilities (DDSN) and Aging (DOA), woulthe a meaningful step in the right
direction.®

Change the current DMH and DDSN Commission structurego create consistent
governance across agenciepgency directorswould bedirectly appointed by the
leader of the new entity.

Merge DMH and DAODAS3 into one department under the central organization3
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: Builda 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:

1

Build a comprehensive plan for healthand human services across the State tget
crossagency priorities,goals,and action steps.

Strengthen accountability and coordinationacross agencies to achievehared
plan, establishing clear ways to track progress on goa&nd forums to work
together on policy prioritiesand 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 3abilities and Special Needs (DDSN), and Department of Aging (DOA). Act 60
requires the separation of public health activities from DHEC into a separate agencythese public health activities are
the primary focus of this report, and not the Environmental Control activities.
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1 Increase data sharing across agencies to improyeolicy-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 togetherand hold them
accountable for progress

Recommendation #3:Increasecapacity formental health, substanceuse,
and disabilities services

There isnot enough healthcare capacity acrossSouth Carolinatoday. This most acutely
impacts those with behavioral healthconditions and disabilities, and leads to
conditions goinguntreated. This, in turn, means patients get carein more expensive
acute-care settings such as emergency departments. The systehras more publicly
operated or controlled capacity as a percentage of total capacityith limited private
capacity 3 thesepublic accessfacilities are often the only option for Medicaid and
uninsured populations to receive care. To address this, the State should

i Ensurethat public accessproviders remainable to serve these populationsby
increasingstate funding to match the level of other states

i1 Streamline funding, particularly for substance use public access provider§South
Carolina shoulddirect these funds more strategicallytoward the highestneed
services and geographies, and potentiallieveragefederal match dollars through
Medicaid.

1 Increase private capacitywhich 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.

1 Build and effectively leverage the care professional workforday strengthening
local talent pipelines (e.g.,growing scholarships and grants for aspiring
professionals,increasing thenumber 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 caserossSouth Carolina This
means that outcomes, constituent experience, and physical settinggary across service
types and geographiesTo influence the quality of the health system, the State should

i1 Strengthenits oversight of countycontrolled Section 301 substance use healthcare
providers, disability and special needs (DSN) boards, and facilities it oversees by
strengthening standards, monitoring, and enforcement for norcompliance.
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i1 Improve quality through its Medicaid managed care program bgtrengthening
contract requirements (e.g., patient quality and provider network standardsyand
partnering more closelywith MCOsto advance3 O @ x E # Aéalihigbas.AT O

1 Increase innovation in care models to betteisupport complex populationsby more
regularly participating in federal innovation programs andpartnering with private
and non-profit entities to broaden the reach of the State.

Recommendation #5:Improve preventative care

South Carolinahas an opportunity to reorient its focustoward prevention, whichcan
help support £Z0 N O x | he&tk béfor® their needs become more seriousThis, as a
result, improves health outcomes and costs less than acute careThe State should:

i 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 agencieand community
organizations (e.g., better directing existing housing funds to support those on path
to substance use recovery).

i1 Bolster awarenessof and accessto preventative healthcare services to ensurghat
constituents pursue healthy behaviors and engage in adequate health screenings.

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

Recommendation #6: Help constituentsnavigate tobenefits and services

South Carolnians face challenges infinding and accessng healthcare services and
benefits, navigating awide set of offerings provided by dragmented set of
organizations This meansthat constituents may not receive the resources they neetb
improve their health, driving higher costs to the system from less preventative card o
address this, South Carolina should

1 Make it easier for constituents to find benefits and services by making information
more available andeasierto understand across different channelge.g., online,
phone, inperson), empoweringl navigators to guide constituents (e.g., agency
staff, community organizations providers care managers, and increasng broader
constituent awareness ofthese resourceshrough promotional campaigns

1 Simplify the process to access benefits and services bgwering barriers togetting
care (e.g., tighterreferral pathways and cdocation of services)and streamlining
the benefits application procesye.g.,simpler application language, reducing
unnecessary process steps, and improving thenline user experience.

1 Build a stronger supporting data and technology infrastructureover time,
consideringways tounify electronic health records (EHRS) across providers,
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investing in unified population health and case managementplatforms that can
help navigatorsmake specific and tailoredrecommendations forwhere
constituents should go to get their needs met and building more integrated
eligibility systems to make the benefits application processnore efficient and
seamless for constituents.

Recommendation #7: Strengthen state healthand 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 staffithin these agenciesconsider 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 shauld

i1 Improve how it attracts and hires talent by taking a more proactive recruitment
approach (e.g., broader recruiting pools, more active outreach effoits

1 Bolster efforts to retain top talent by bolstering recognition programs,
strengthening career pathways and improving working models, such aghrough
flexible schedules. While salary increases fatate workers in 2023 werepositive
steps, South Carolinashould continue to consider increases to compensation over
time to ensure the State is competitive with the market.

1 Better support its talent to deliver high-quality services to constituents by
improving employee training on dayto-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 healtand 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 tostate 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 weltoordinated 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 cosheutral in the long-term, although short-term investments will be
needed to implement these recommendations which can be sourced from existing
budgets, cost swvings, revenue enhancements, and if needed 3 state appropriations.
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South Carolina faces poor health outcomes for its level of

spending

To understand the state of health in South Carolina todayBCG completeda
benchmarking of the Statas health outcomes and spending relative to other U.S. states
The benchmarking includeda set of five peer state$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

Health outcomes ranking (e.g. diabetes, asthma incidence)?, 2022
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B Peer States
& South Carolina

Total health spend
$ per capita? 2020

1. Composite health outcome ranking based on measures related to behavioral health, physical health, mortality, and
risk factors between 2018022 2. 2020 Health spending per capita includes spending for all privately and publicly funded
personal health cae 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 lessontractual adjustments, bad debts, and charity care)

Note: Health outcomes data is based on data from 2012022

Source: America's Health Ranking, Outcomes Composite 2022, Kaiser Family Foundation analysis of CMS Office of the
Actuary, National Health Statistics Group2020 National Health Expenditure Data: Health Expenditures by State of

Residence

9 Peer states include Alabama, Georgia, North Carolina, Tennessee, Virginia, whidpresent other Southern states with

similar demographicsto South Carolina.
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43rd in terms of health outcomes and 4th out of 6th among peer states (seExhibit 3).*° In
particular, South Carolina performs below average on several key metri¢sacross physical
and mental health (see Exhibit 4).

Exhibit 4: SC performance vs. peers on health outcomes

SC lags behind most
U.S. States in almost all

major health outcomes

415T
in U.S.

Life expectancy

77.3 vs. 78.4 years
(SCvs U.S)

39‘“«

in U.S.

Infant mortality

6.6 vs 5.4 deaths per 1k
live births
(SCvs US)

rnal

tality by race 2. Only 40

Black and low-income South Carolinians
disproportionately affected

4 pp worse
than U.S. Average

14 pp worse
. than U.S. Average |
Black maternal mortality Low-income multiple
chronic conditions?

65.1 vs 51.3 deaths per
100k live births?
(SCvs U.S)

26.2% vs 21.9%
(SCvs U.S)

1 pp worse
than U.S. Average

2 pp worse
than U.S. Average

Low-income frequent
mental distress

Black infant mortality

11.5 vs 10.5 deaths per
1k live births?
(SCvs U.S)

25.7% vs 23.4%
(SCvs U.S)

on infant mortality by

ace

Access challenges also a
concernin
SC vs. rest of U.S.

17 pp worse
than U.S. Average

Youth with major
depressive episode not
receiving mental health

services*

77% vs 60% (SC vs U.S.)

8 pp worse
than U.S. Average

Number living in a PCP®

Health Professional
Shortage Area

37% vs 29% (SC vs U.S.)

' \ Ow 1ncome=annualt satary ess

2-17 5. Primary Care Provider. No

3O00xE #AOOT I NAT O EEAI xE O@x £ZOPEO AOE
spending!? This may indicate that South Carolinasees 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 dowrthe road.

10 America's Health Ranking, Outcomes Composite 2022

1 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, HRS2021),
CDC national vital statistics system (NVSS): WONDER, CDC, BRFSS (202&}jonal center for injury prevention and
control, CDC, Kaiser Family Foundation (2022023), HRSA (202)

122020 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 completeda survey of more than 600 English and Spanisbpeaking

South Carolina constituents The survey assessedEON O x 1 x GENx O7 |

EUET

health services in the State todayusing a scale of 15 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 dissatisfiegwith a 0.38 point
lower satisfaction compared to the average across all constituent3 he uninsured isa
group that heavily intersects with those with behavioral health and disabilities conditions.
Constituents in more rural areas and youth populations reprted higher dissatisfaction

with services as well. (Se&xhibit 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

By service and

condition type

Dvlp.
disability

Mental
health

Substance
use disorder

Head & spinal
cord injury

Chronic
illness

Physical
health

+0.11

+o.14'

Pregnancy

-0.30

-0.25

-0.22

-0.16

-0.02

By type of
insurance!

Medicare +0.21 i

Healthy
Connections  +0.02

Purchase own

healthcare® -0.06
Employer

Sponsored -0.13
Uninsured -0.38

18-25

26-34

35-50

51-64

65+

By constituent

age

+0.11

+0.26

-0.04

-0.13

By region

B

Relative satisfaction
(vs. average for survey)

-0.5 (very dissatisfied)

- _ +0.5 (very satisfied)

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 SurveyN = 575
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In light of these findings, as the State contemplates recommendations moving forwardk,
should giveconsiderationto constituents with intellectual and related disabilities, mental
health challenges, and substance use disordeifhe State shouldalso consider the impact
of any strategies on rural, lowincome, 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/servicesConstituents wait for services, schedule and coordinate
services, access a provider, and receive treatment

4) Care continuity and coordination:Constituents receive st-service transitionary care
and longterm care plan management

Exhibit 6: Constituent navigation journey and challenges
Five critical challenges in the constituent journey

Low constituent awareness of Insufficient availability of services

services available to them and particularly in mental health,

difficulty navigating and obtaining substance use, and intellectual

access to benefits and services and development disability
supports

Lack of focus on preventive care
and supports

Awareness navigation

and application o
Receiving care

/ Inconsistent quality of care across
Care continuity service types and geographies
& coordination /

Poor care coordination particularly

for complex populations
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Constituents face barriers at each step of this journey, as showin Exhibit 6 above with
five primary challenges identified

1)

2)

3)

Low constituent awareness of serviceavailable
to them and difficulty navigating and obtaining
access to benefits and servicesConstituents
often do not know their condition, the necessity
of potential treatment, and the benefits or
servicesfor which they are eligible. Once patients
are aware of the impact and existence o$ervices
availableto them, they often do not know how to
apply for services Patientsfind the applications
complex with complicated requirements.

“l just didn't even know where to start.
No one place or personwill tell you
everything that could help your [autistic]
child...you have to google and research
and calltotry to piece togetherallof the
options and pros/cons.”

~ Caregiverof a patient with autism

Insufficient availability of services particularly in mental health, substance use, and
disability supports South Carolina is undercapacity 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%s. other states in behavioral
health residential capacity per capita):®* 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 Thiswould suggestthat Medicaid patients in South Carolina havea
~3.3fold lower likelihood of scheduling a specialty appointment than those with private
insurance!* Finally, workforce shortages contribute to capacity gaps across the
continuum. South Carolina has ~20% fewer psychiatrists and ~50% fewer psychologists

per capitavs.the national average®

Limited focus on preventative care and supports:
Opportunities exist for South Carolina to
strengthen constituentO tinderstanding 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 ives and to reduce
avoidable clinical spending by preventing health
concerns before they escalate.

13 N-SSATS 2020, fMHSS 2020

14 pubMed; Medicaid Patients have Difficulty Scheduling Health Care Appointments Compared with Private Insurance
Patients: A MetaAnalysis, 2019

15 HRSA Area Health Resource File2021
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“We need toreach people earlier, with
more resources. We need to support
people before the crisis, or we're going to
keep ending up in situations that are
hugely painful for the patientand
everyone around them.”

~ Agency staff member
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4)

5)

Currently, South Carolina underperforms on
several critical social factors that impact health } _ _ - 5y
(e.g., 14th highest rates of housing insecurity, My sonis on multiple waitinglists, and
. . . his positions on the listsare in the
11th highest rates of foodinsecurity).X e ey
Preventative care investment also lags compared []'St'foryears_" '
to other states. For example,spending per capita
on local health departments, a critical
preventative setting, is in the bottom third
nationally.” Additionally, the primary care
workforce capacity is not sufficient to meet
demand (38th in primary care physicians per capita)®

~ Caregiver of a patient with intellectual
disability and related disabilities

Inconsistent quality of careacrossservice types and geographiesService 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 stateof-the-art. For example, all sixstate-run nursing homes
are below the 30th percentile nationwide in overallatings from the Centers for
Medicare and Medicaid ServicesCMS). Two homes are below the 15th percentile,
including the general nursing home!®

Limited care coordination particularly for complex populations:Constituents with
complex and cemorbid 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, transitios between different care

types are often dropped Many constituents reporedal AZI OE 1 UAODP EANCOE

between settings upon discharge (e.qg., referrals,
support for making appointments). Furthermore,
provider turnover leads to interruptions in care.

“| completed the number of visits covered
by insurance, and then my therapist said |

A reaHife example highlights how these e e e S T e

challenges manifest for constituents: Ethan about any community support groups or
(identity masked to protect privacy)is a male in other resources, she just gave me a crisis
his early 20s He experimented with drugs in high phone number and told me to try
school and became addicted to opioidsHis U g EU s a | O [ L

regress—I don'twantto haveto gointo

journey (Exhibit 7) demonstrates the complexity of crisis toget help.”

navigating and maintaining the required - _
treatment, given navigation and access barriers. ~ Patient with serious mental iliness

BENXxEO EOO %AONODI AHodsMEInsecrity ibyiRace arid OlacA Oudtis fhe Pandemici y r ¥y Y O
I NACCHO, 2019 National Profile of Local Health Departments
18 HRSA Area Health Resource File2021

19 CMS Nursing Home Care Compare, 2023; Note: CMS rating comprised of staffing, health inspections, and patient
outcome measures
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Exhibit7e %x EANT O OxO0O0U
This demonstrates the complexities of navigating treatment for both substance use disorder and mental iliness

-==» Negative progress [ NEDNUSHNCCHUN

—> Forward progress ‘ Patient in crisis/seeking help

1. Emergency Medical Technician (EMT)
2. Local detention center

hor ) - ™
[ R : ah [—3 a4b [y
Patients Patient shows = Patientwaits | Patientis 3 DC2 Mental Dc2Medication
develops symptoms of | for detoxbed, = accepted to Rehab Provider Judge/Court o lth Providerl] Assisted Treatment Provider
sk bL.Jt. i bstance bu'F Lt NC, (;Ietox Patient applies d? |ject.ly = Patient faces | Patientis seen | Patient receives medication
leaves condition | | ind uceq waltllgt dueto | facility,and a rggovery/reha‘bl litation Judge and by onsite eeoisied treatment which
unacknowl- p;ychoUc capac1ty completes facility but 1|s rejgctecl Sout mental health  does not fully address needs
edged and/or disorder constraints detox safely because he's uninsured rardates csunocller
el e incarceration | and psychia-
) trist
' : A A A
: b : :
" : : : i 7'y i
' Emergency : ' 1 . ¥
[l Department iy : E | Patient receives
' |Patient sees | ! | : medication
: Emergency : : : : asglsted treatment
! » Department : ! : ! . - -1 Which does not
' |doctor ' ! : ! : fully address needs
' 1 ] ' 1 ' '
"""""" el i . L e s
v v ata ; i v | S y 2o I ki v
Patient is SC Detox D Patient returns  Patient is Local Mental Patient Patient
determined to Facility to SC and unable to get  EARMEMEC] | Enforcement ITRPTAIRT relapses
Patient in be stable after | Patient seeks | |Patient leaves | seeks support  placement Patient seeks | Patientin maintain and has a
crisis is “triggering” direct help the State to forcontinued = andrelapses = help from local crisis has medication crisis
brought by and released from a State | find detox. Substance Use again mental health outburstin assisted
ambulanceto  with follow up  detox facility bedspace in Disorder clinic, but is public; Patient| treatment
Emergency plan North rehabilita- turned away  is committed = without
Department Carolina tion/recovery duetoactive by law insurance
and mental substance enforcement
health support abuse
4
Patient in crisis/seeking help
Year 1 Duration of episode Year 2 Year3
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Sub-par constituent experience driven by challenges with state
agencies

Given this complex environment, there are a set of ) ) ] 79
challengesregarding how these agencies operate b DT [P 3L ST B I S TRl

. . than one service, and it gets confusing
that directly affect the challenges seen in the fast....we [stafFfrom different agencies]

constituent experience: have to sit side by side tofigure out who

. . 1s goingtodowhat.”
Fragmented agency structure and coordination

approach ~ Agency staff member

South Carolina has the most fragmented health and

human services agency structure when comparetb other states (seeExhibit 8). It is the
only state in which all health and human servicesrelated departments are independent of
one anotherand does not havecommon 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, crossitting issues such as behavioral
health, youth mental health, and constituent navigation, the State must take a more
coordinated approach. Howeverat presentthere is limited coordination across ley
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 agencydoes notcollaborate well with other agencies?

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

'- 4 "'

s,==~

“‘ SCis the only
State with the
“completely
fragmented”
madel
Legend

Fully integrated (~1 entity) Somewhat fragmented (~3-6 entity)
(19 States) (18 States)

D Mostly integrated (~2 entities) Completely fragmented (~7+ entities)
(12 States) (1 State)

20 Act 60 Agency Survey
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Lack of innovation and inconsistentoversight of state and localoperated service delivery

3O0@xE #AOOT 1 NAT O 1T A&l OE-planNinghds Gigoedt Ox OAx EEU
insufficient innovation and improvements in

policies and programs that influence health

outcomes. For example, South Carolina receiveson “We are behind ate 7)
average ~30% less discretionary grant funding per “Wearebehind asa state [in

. innovating] ...we have spentyears
capita than other U.S. states over the last 5 year8 operating likewe are stillin the 80s... we
dollars that other states frequently use for need to embrace innovation.”

innovation.? Better partnerships between the State
and its health care partnersh including providers,
community-based organizations, and MCOis will
help South Carolinaprogress in key areas (e.g., healthelated social needs, maternal and
infant health). Although South Carolina was an early adopter of schodlased services, the
State has been slower to adopt other evidencbased models of care (e.g., Certified
Community Behavioral Health Clinics) that could help better integrate care between
mental health and substance use disorder.

~ State agency leader

Additionally, there are different roles and governance models across service lingeday.
For example,DMH runs the largest Stateowned system inthe country, vs. DAODAS and
DDSN, whichrely 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%.In addition, South Carolina lacls sufficient

mental healthcare capacity overall with more than triple the number of constituents to

mental health facilities than the U.S.,andx EE 3 xAxEY O DPENxAIl EEAI xE &
skewed toward public faciliie$ nearly 65% of SC mental health treatment facilities are

run directly by the State mental health agency compared to an average of 3% nationally

This reflectspotential underweight private capacity® (see Exhibit 9).

2t Average yearly discretionary grant funding received from the respectifederal agencies from 2012023. CMS; HHS
(TAGGS); U.S. Census

22 DAODASFY2022discharges and outcomes report
22 SAMHSA data.
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Exhibitose / UNEOOEI O OE 30@xE #AOOT 1 NATO PENxAI
SC is only the state among peers where majority of mental health treatment facilities are operated by the state
Mental health treament facilities, by facility operation, 2020

111 12,275 156 225 314 280 281

6%
. 2904
13% 259 22%

S%

7%

SC u.s. AL GA NC TN VA
el U.S. Department
B state mental health authority M rrivate for-profit of Veterans’ Affairs
B Other State government agency or department M rrivate non-profit M Regional/local

government

Number of clients to number of facilities, April 30, 2020

1066:1 303:1 2341 236:1 168:1 446:1 281:1

Note: Data taken on April 3Q 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 (NMHSS), 2020.

Gaps in data infrastructure and high agencyacancies andturnover

Gaps in data collection and sharing among 1)

\ag?nCi\es !imit the lf!n-qe“rSt-and!anf any_ . v~ “Suchturnoverinstate government. .[a] e > 4
INGIT UICOATT O | NxEOAAX] C huge wave of retirement. .__new people not UOxEDa
measurement of outcomes, and how the State accustomed to [the] state system. [They]

can improveits care. There is also an opportunity  don'tknowwhatthey don't know.”

to more effectivelyuse technology to engage
better with constituents and help them navigate
the healthcare system.

~ State agency leader

High agency turnover also exacerbates challenges facirstate agencies. In FY23state
agencies experienced ~19% average staff turnover, with only ~42%f staff reporting that
they believe their agency is an attractive employer that recruits and retains good talent.
These challengeshinder A E E N Aility @lconsistently serve constituents effectively.

24 Note: data from FY23; Source: Act 60 Agency Survey, peer surveys, agency HR data, $@@Hcy,and Position data-
8/14/2023, S399 Agency FY 2012023 separation data
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Recommendations

The following sections provide specific recommendations for the issues identified above.
While these recommendations are independentf 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 healthcare 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 Thetable below highlightseach recommendation and itsbenefits.

Benefits for South Carolina

#1 | Streamline state d, Make it easier for constituents to navigate to healthcare services,
agency structure apply for benefits, and receive coordinated care
and roles d, Reinvestadministrative cost savings (e.g.yia reduced
Page23 duplication in administrative serviceg
d, Support more effective and consistent internal agency operations
#2 | Build strategic d, Better allocate State resources to thenighest need programs,
plan and services, and geographies
operating d, Use collective data, expertise, and resources to make greater
approach for progress on health issues than any agency could do on its own

health and human d, Drive better accountability of service delivery for constituents

services
Page32

#3 | Increase d, Improve health outcomes by ensuringhat constituents getthe
healthcare right care appropriate to their needs, especially for the most
capacity vulnerable
Page36 d, Reduce theuse of costly acute care settings, such as EDs, by

serving people in more appropriate, lowecost settings
#4  Improve quality of = d, Improve health outcomes by ensuringhat constituents receive

services in the strong, evidencebased care, informed by the most ugo-date
State practices
Page48 d, 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)

d, Increase flow offederal dollars into the State through
participation in federal innovation programs

#5 | Improve 4 300000x OEOOI EY O EEAT xE NEECC
preventative care | ¢ Limit more expensive future treatment costs
Pageb5 d, Alleviate burden on acute and treatment capacity over time due

to improved population health status
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Benefits for South Carolina

#6 | Help constituents =~ d, Improve health outcomes by ensuringhat constituents receive

navigate to needed benefits and services

benefits and d, Lower future healthcare costs by ensuring earlyse of supportive
services services and benefits

Pages4 d, Increase flow offederal dollars into the State through increased

use of benefits and services
#7 | Strengthen state d, Improve service delivery to constituents via reducedacancies,

health and human stronger staff skills and training, and more automated processes
services workforce| ¢ Reduce recruiting and training costs associated with high
Pager2 turnover

Recommendation #1: Streamline state agency structure and roles

300xE #AOOI I NAT O EEAT xE ANC EODPAN OEOUI £ZEO AE
constituents, often with overlapping programs (e.g., nutrition support) or serving

AOPOI EPENxAOU O000QI Ax1 ONO ZEQE@YA OEOUI £ZEO EO0O
modelh with eight independent agencied makes it the most fragmented of any state in

the United States (seeExhibit 10 for agencies considered¥®

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

2 YN T Healthy Connections §y¢ N¢ 301‘“ "”d 2
Wahec DN * FeEiE V2 bRooas .o
Dept.of Health  Dept. of Aging Dept. of Dept. of Health Dept. of Dept. of Dept. of Dept. of
and Environmen- (SCDOA) Mental Health and Human Disabilitiesand ~ Veterans’ Affairs Alcohol and Social Services
tal Control (DMH) Services Special Needs (DVA) Other Drug (DSS)
(DHEC) (DHHS) (DDSN) Abuse Services

(DAODAS)

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 expenseglay services are provided by
DDSN; and mental health services are provided by DMHHowever,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 andless effective because ofthe current structure. Multiple agencies

5 While other agencies, such as the SC Vocational Rehabilitation Department and the Continuum of Care program
Ul xEIN xEE $EOAOxBPENx OE #EI I COENT O ! CUOEAAAUaAa Ol AU A OOIE IN
agencies were not expliciyy 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 thet@nnal
operations challenges, but further opportunity remains.

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

i Establish a central organization to provide leadershipdrive accountability, and
improve collaboration across health and human services

1 Merge agencies with similar missions within the central organization
i1 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 thi@rthcoming
section, the recommendations include ways to ensur¢hat 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

300xE #AOOT 1 NAT O EEAT xE ANC E@PAN OEOQUI £ZEO 1T A
agencies and nongovernmental stakeholders working to deliver services to constituents.

Additionally, as previouslymentioned, South Carolina has the most fragmented agency
OxO0Ax@0E ALEOOOO xEE 5NI xEC 3xAxEOL POOx OxEE
organization or role that oversees health and human services activities (séexhibit 11).

Meeting the needs of South CarolinianB particularly those most vulnerable like pregnant

women, the elderly, and those with disabilitied requires significant coordination across

the health and human services ecosystem, both in strateggetting (e.g., developing a
comprehensiveapproach to maternal health across Medicaid and public health) and in

day-to-day operations (e.g., braiding funds across agencies, developing daaaring

approaches to gain a holistic view of constituents). To ensure that deep level

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

SC is the only
State with the

“completely
fragmented”
model
Legend
. Fully integrated (~1 entity) . Somewhat fragmented (~3-6 entity)
(19 States) (18 States)
. Mostly integrated (~2 entities) Completely fragmented (~7+ entities)
(12 States) (1 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 fromother health related responsibilities

Source: BCG Analysis, State Agency Websites

There are multiple approaches to achieve this coordination, from adjusting agency
missionsto take on this coordination explicitly, to building an entirely new organization to
take on the role.BecauseSouth Carolina does notcurrently have an agency or other
government organization (e.g., a centralized strategy officayith a broad enough purview,
the most effective path would be to create a new entity.

This new enjit;ﬁ often a Cabinetlevel organization reporting directly to the Governor in
other statesh would be responsible for

1 Developing a statewide strategic plan for health and human services

9 Driving accountability for overall and agencyspecific outcomes

i Coordinating crossagency activity

i Facilitating communication both internally and with external stakeholders.

In this model, agencies continue to lead execution on their progranportfolio and in line
with their statutory requirements. (SeeExhibit 12 for detail.)
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Exhibit 12: A central organization would improve crossgency coordination

Governor

Central organization Central organization
» Strategic planning Set of integrated shared services (e.g. strategy, policy, procurement, budget)
o Accountability across
agencies
« Cross-agency Agency  Agency  Agency  Agency  Agency  Agency

coordination

Constituent navigation to services

Maternal health

Behavioral health

Multi-agency priorities
(examples)

» Execution of program portfolio, statutory
Agency requirements, etc.
primary roles o Collaboration on multi-agency priorities

Building this new entity requires a thoughtful approach to achieve the expected benefits of
increased coordination of policysetting, improved resource deployment, higheguality
service delivery, and greater accountability through streamlined reporting tthe Governor.

There are several considerations South Carolina shoulcbnsiderwhen designing the new
entity:

First, the State should consider which agencies to include within the new entitythe
majority of states (19) that have an umbrella organization have oversight across all of
health and human services agencies. However, f@w states® (3) have focused on the
health-related agencie$ most frequently including Medicaid, Public Health, Mental
Health, Substance Use, Disabilities, and Agirly and maintained a peer human services
agency consideringthe 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 healthrelated 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 irscope agencies to the
new entity. This shift will require moving away from the current DMH and DDSN

26| ouisiana, 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 statesas only
Missouri and Mississippft’ 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 widelyfrom higherlevel 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 organizsn 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 agencyand if/how those activities might shift to the new entity,

I N Agcl x1 ON xO ANU T RNEx NEUiI A&Ex]I Ul xI EO® 4EI O
consolidate similar types of work across agencissE OO EUADPOT E4 I N | OEAQEC
functions like procurement and information technologyh and reallocate that work to the

new entity. The review will also ensurehat the new entity hasa commensurate level of

resourcing to execute orits role, including newly added activities such as strategic

planning and data and analytics. In addition,South Carolinashould consider the right

operational and structural separations, including being housed in distinct parts afhe

organization and staffed with differentresourcesbetween activities to mitigate potential

conflicts of interest.

While the development of a new entitywould 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 complementaryareas offocus or populations served to
improve the constituent experience and enable greater efficiency in delivery.

An analysis of the health and human serviceselated agency structures across the United
States indicatedthat mental health and substance use agencies were most often merged
with another agency; mental health stands alone ironly sevenstates, while substance use
does insix. Disabilities services was mixed across statesvith about half independent and
half as part of larger agencyOther agencies in scoph Medicaid, Aging, Public Health,
and Human Service were less likely to be operationally merged in dter states? (See
Exhibit 13 for details.)

2TNRI, 2020; State Agency Websites
28BCG 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

Frequency of area merged in other states
(number of states)

Reasons these agencies merged in other states:
e High rates of co-occuring conditions

in populations served?
e Similar agency roles in service delivery
===l Similar federal funding sources (e.g.,
SAMHSA), particularly for mental health
and substance use

= Primary candidates for merger =

44 43

Varies: sub-parts
~10-15 ~10-15 ~10 can be across

different
- agencies 0

Substance Mental Disabilities1 Aging  Medicaid Public Social  Veterans’
1

-----r-i

use health - health  services Affairs
Relevant - - 1 - e
SC agency DAODAS DMH DDSN " DOA DHHS DHEC DSS DVA
oo oo oo e o o Em oEm o Em oEm Em Ew W Em oW L ]
1. ~40% of people with substance use disorder and ~30% of people with disabilities experience mental health conditions - Centers for Disease

Control & Prevention (2021) and National Institute on Drug Abuse (2018); Source: Benchmarking of other state structures based on
SAMHSA NRI, ACL, PHAB, NAMD, NASDDS, State Agency Websites

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 €o
occurring conditions?® States that have integrated mental health and substance use
agencies have seen benefitin 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.

2940% of people withsubstance use disorderand 30% of people with disabilities experience mental health condition8
Center for Disease Control, 2021; National Institute on Drug Abuse, 2018
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Exhibit 14: Mental health and substance use is consolidated at both reporting line and
agencylevels for majority of states

Number of States with model

All
consolidated
(MH, SUD, DD)

MH & SUD, only
consolidated

MH & DD, only
consolidated

A. Reporting line consolidation

No
consolidation

SCtoday ----a AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA Ny
No MH & DD, only MH & SUD, only All consolidated
consolidation consolidated consolidated (MH, SUD, DD)
o e R e T e B. Agency consolidation ==-=======-==-----c-------- .

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 webies. Agencylevel 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 healthubstance 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 leveltivipublic 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
ANC x EE AE E Ne@rdf gaitner SAONIHSA. @ Would also offesignificant
constituent benefits, particularly in serving those who have both mental health and
substance use disordersaand 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 17
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with a major depressive episode did not receive mental health service$.By merging the
agencies operationally, they would have

1 Enhanced coordination through shared decisiormaking on policy priorities

i1 Improved integrated care for constituents through cdocation of mental health and
substance use services

1 More comprehensive and holistic data on the population they serve

1 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 nearm. Most
other states do not consolidate disability services due to thdifferent population needs,
program administration required, and provider types involvedvs. mental health and
substance use care and supports. Since the primary benefit is the merger of DMH and
DAODAS, we recommend pursuing thatombination only in the nearterm.

To benefit from a DMH and DAODAS mergerSouth Carolinamust 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 mergingDMH and DAODAS have different service delivery
models today, with DMH services run primarily by State employeegs. DAODAS services,
which are run by a combination ofcounty and nornprofit 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 DAOZA
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 populatiofiocus for both mental health and substance use.
This can be done by aligning where it is appropriate tontegrate 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 andubstance use programs.

Third, the State must ensure the right level of communication and support for
stakeholdersimpacted, 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 adhe 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 toplevel 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 organetional depth
(i.e., distance from agency leader to frontine 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 witthe 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

=i
2 . o A . . .
‘ ; , : / \ / ; 2
3 \ o @\ 5 ! . 1 e v 1
; ﬁ 1 . 1 ! 1 ! 1 . AR 1
; \ ‘ ; ; ' ‘ ; T T
¥ ’ = ’ . ’ o ’ . 4
X ’ . ’ " ’ % ’ ® ’
- Sa= s aw Ll T T

' ' 1 1
3 > ° o —- . o —— o o - * o - *

Structure Complementary Buried roles or Potential Excessive layers
misaligned to functions not function duplicated of management
strategic goals positioned functions (e.g.

together in shared services)

organization

#PO00OENxT U4 OOEANI YAx1 ONAT Ox0@8&Ax@8O0EO AEOOOO
agencies have several gaps (sdexhibit 15 above). First, some agencies have particularly

deep organizations, which may hinder communication between leaders anfiont-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 directeports per manager on
average that other states have set (North Carolina, Texas, lowa, Oregch)lhis contributes

to operational silos, hindering communication and shared decisiommaking across teams.

These issues are likely compounded by missing roles and functions within agencregor
example, data and planning role$ that limit collaboration among complementary roles
and impact ability for cohesive strategic planning. Furthermore, some agencies have

| @01 ECT E@GNAx] ONO CEEOEO I N xEE OOEANI YAxI ON

EGNAExT ONT O OxOAxEEI £ 1 DPOOOXANAEEYG &I NAT T U4 AO

31 NC DHHS Final Report to the Joint Legislative Program Evaluation Oversight Committee, 2016, Texas Government
Code, Chapter 651; lowa General Assembly House File 2454, lowa General Assembly Senate File 2088; Oregon General
Assembly, HB20202011; 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.

40 ACCOEOO xEEOE ZEAITENEEOA xEE 3xAxE OEOQI C
organizational structures to identify opportunities to design a futurestate organization

that would improve agencylevel 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 eachgency, 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 humaervices

in South Caroling 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 acsos
health and human services agencies.

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

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

i Strengthen accountability and coordination across agencies

1 Improve complex case coordination acrosSouth Carolina gate agencies

1

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 crossagency 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 Carolinastakeholders 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 beenmovement in this direction in 9y

South Carolina, there is no shared plan for health S e s B e

and human services across agencies in the State. good start. Butwe need to figure out how to

DHECGCs State Health Improvement Plan (SHIP) has get these things done. We need clearer goals

brought together community and agency and then we need to get people together on
stakeholders to align on public health priorities in these goalsand create a plan.”

South Carolina However,progress tavard achieving ~ Industry association

goals has been mixegdsince no one agency has

AZxEOOI xU OUEO Ai1T OE xEE 3()070 OEZAOPPENCAXxI

for implementing the recommendations. As such, there isan opportunity to build on the
3 x A xugrenOefforts, broadening the focus across all the health and human services
agencies and establishing more actionoriented implementation plans.

South Carolinashould establish a planning process to develop crossyency 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
servicesis critical to provide direction on crossagency priorities that require collective
action. The State should ensure that the planning process includes brodaased
participation across all agencies and gathers input from relevant external akeholders. In
Texas, for example, agencies use a bottormp approach to identify their key priorities,
which the Health and Human Services organization consolidates into an annual plan,
establishing clear initiatives, goals, and crossutting areas offocus.

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 tdate. For example,DHHS
convened a summit to discuss care challenges for foster youtlbringing togetheragencies,
advocacy groups, and the MC@hat covers all foster youth in the State.

Moving forward, there is an opportunity to continue these efforts and broaden to other
areas3 for example, improving constituent navigation to services. lowa, for example,
created a Mental Health Planning and Advisory Council, which brings together membsr
from across State agencies and community stakeholders to support statewide planning.

Strengthen accountability and coordination across agencies

Acting on crossagency priorities requires regular 5y
communication on policy goals and discipline to “State-serving agencies should be making
meeting commitments made in shared plans. Other sure access is available, and they don't
states support this through formal bodies or B
mechanisms to facilitate interagency coordination. Thereis no unified effort.

However,in South Carolinatoday, there are limited ~ Advocacy group

coordination and accountability systems across
health and human services agencies.

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

For example, Texas leverages both dat@driven monitoring and consistent checkins to
support planning and accountability. The central health and human services policy team
maintains a progress dashboard in collaboration with agencies, and crosgency
leadership discusses the dashboard at biveekly meetings. In addition, the Executive
Commissioner has regular oneon-one checkins with agency directors to support
accountability towards goals and tackle roadblocks.

Improve complex case coordination across  state agencies

Constituents with complex and ceoccurring 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 dropped3D ANU A£ONOxI x@ENxO OEOOOx A 1T A&l OE
settings upon discharge (e.g., referrals for

community treatment, support for making

appointments). Provider turnover also leads to L)
Interruptions In care. “The focus can become ‘whois responsible’

. instead of ‘how can we come together and
To address these challenges, agencies should help this person.”

formalize and strengthen crossagency 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 today3 for example, representatives from agencies like DDSN, DMH, and

DAODAS meet on a regular basis to address overlapping casgsnany measures tend to

be ad hoc. Other states have expanded crosggency case management groups for the

most complex, hardto-supportindiUl C@AT 6@ )N YT 11 NOI 64 xEE A£EIE
behavioral health leads a weekly intelagency crisis staffing call to find placements for

complex youth, for example those in foster system or with complex intellectual disabilities.

The State should dso 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 additioigouth Carolina

canimprove AOE x OANOI x1 ONO AU CEOI ENI NE 1T UAODP EANC
patients with complex needs with clear referral pathways and communication to patients.

~ Agency employee

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 decisiormaking, and bolster care
coordination for constituents.
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However, the potential of this shared datao serve constituents is largelyuntapped. South
# A O OT dathlié Stoted 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 difficutt.(SeeExhibit 16.)

Exhibit 16: Barriers to data sharing in South Carolina

Comple): Regulatory Da;a};tored in Antiquated IT

approva bt ifferent systems
processes formats and

across agencies locations

The State should create a datssharing plan across health and human services agencies,

led by the new central entity (dlscussed in recommendation #1) in partnership with the
$EOAOXxPENXx OE (;E)INIOXOAXIONTO | EEl £ZE OE 4 E EE
articulates:

f The priority ways to use shared data 93

. . “We have enormous amounts of data that
1 Which data points need to be shared e e el e i

i Data exchange frequency and there 1s no forward-thinking vision. We
need to build a strongerinfrastructure.”

Agency owners
1 9 y ~ Agency employee

Stronger longterm 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 activitieSouth Carolinashould further
modernize agency data systems and create flexible data linkages between thesgstems
Statutory changes may also help support data sharing to address potential legal

limitations to sharing.

Data sharing is challenging across many state8 but some are expandingtheir efforts. For
EUAPOT EA 4ENNEOOEEYT O $AxA ! NAT Ux1 £60 EOO 40ANO
initiative works to centralize data sharing and coordinate analytics partnerships across 11

state agencies and nonprofit organizations® These partnershipsenable improved cross

agency data reporting and analysisvhile complying with privacy and other data standards.

32For example, many types of interagency data sharing require approval from the Revenuand Fiscal Affairs Office, and
there are often strict limits on what types of data can be shared wittiederal agencies andstate 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 ¢s. physical health services, although these servicesso 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 disabiés.

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 setting®.g.,
substance use detox within EDs) or going untreated. This harms constituent health
outcomes andis 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} selected statistics

Facilities Workforce
25 pp fewer 50 pp fewer 54 pp fewer
than U.S. Average than U.S. Average than U.S. Average
WSl Inpatient beds Residential beds Psychologists
Health?! ~19 vs ~26 beds per 100k people 7 vs 14 beds per 100k people 13 vs 19 psychologists per 100k
(SCvs U.S) (SCvs U.S) people (SC vs U.S.)
27 pp fewer 62 pp fewer 47 pp fewer
than U.S. Average than U.S. Average than U.S. Average
Substance Hospital inpatient beds Residential rehabilitation beds Addiciton counselors
use? ~5 vs ~7 beds per 100k people 10 vs 27 beds per 100k people  ~18 vs ~34 addiction counselors
(SCvs US) (SCwvs U.S) per 100k people (SCvs U.S.)
54 pp fewer 90 pp fewer 28 pp fewer
than U.S. Average than U.S. Average than U.S. Average
Group home beds Host/foster* beds Occupational Therapists (OTs)

Disabilities® 62 vs 134 beds per 100k people 4vs 20 bedsin I/DD/ASD foster  ~27 vs. ~38 occupational therapists
(SCvs U.S) settings per 100k people (SCvs U.S) per 100K people (SCvs. U.S)

1. N-MHSS (2020); DMH; HRSA2021); DHEC licensing; CMS: provider interviews; HRSA psychologists figure only
includes psychologists that have obtained a doctorate degre®ental health residential beds are those that provide
residential (i.e., 24 hour) mental health care but are not licensed as psychiatric hospitals; 2.-SlUMHSS 2022; HRSA
(2021); U.S. Census; 3. University of Minnesota Residential Information Systems Pec} (RISP) tracks IDD longerm
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, CTHIl and SLL:II settings; 4. Includes therapeutic
host/foster specifically geared at IDD population (e.g., SC's Community Training Hordeprogram)
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For behavioral health, there is limited capacity available for treatment and recoveryin
fact, the State has approximately 40% fewer mental health and 50% fewer substance use
treatment facilities per capita relative to the national average** 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 exampleSouth Carolinahas a gapvs.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 frequéy 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 havienited behavioral
health stabilization capabilities, and upon discharge may have few options to refer patients
to more appropriate services. In fact, South Carolina sees@P 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 @9.1 admissions per 1K(up ~4%
over past 5 yeardrom 66.7).%° To address these challengesstate 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 groupdmes (with a gap of
~3,700 beds vs. the U.S.) and IDD/ASBypecific host/foster beds(with a gap of ~870
placements vs. the U.S.}® There are also significant gaps in the disability workforceFor
example, the State ranks 429 in the U.S. for occupational therapists (OTs) per capifa
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 publiclyun or controlled facilities as a percentage of total
EAZIT1 xI EO& Ul xE T1bPI xEC OOl UAxE AEAOAAEI xUQ
Use Disorder treatment facilities operated bystate or local governments, it is the only

state where the majority of mental health treatment facilities h 72%h are operated by

state and local governments (65% by the State), compared to national averages of 7% and

34 N-MHSS 2020, NSSATS2020

35 Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health & Human Services. Trends in
the Utilization of EmergencyDepartment Services, 2002018. 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 (se&xhibit 18).>* Community Mental Health Centers (CMHCs) serve

double the share of Medicaid and uninsured patientss.3 #1 O x Ox Al  O00O0@T Ax1 ON
and ~60%"° of the patients served by 301s are Medicaid beneficiaries or are uninsured.

Moreover, 72% of residential disabilities services are provided by DSN boardsunty-

controlled disability providers® who arecritical 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

Mental Health Treatment g% Substance Use Treatment
t 40.5 156.4 147.1
33.0
Facilities per 87.7
10k Clients
9.4
> SE Peer? u.s. SE Peer u.s.
»
Private (For-Profit Private (For-Profit
and Non-Profit) 19% 9% and Non-Profit)
Facility Dept. of A 0 N
: -~ Ye
Public vs. Veterans’ Affairs” 7% (i 81% 87% 91%
Private Other State and ~ Federal
Qwnership Local Govt. 65% Government
State Mental == 3% %  Other Govt.? 22/0 22/0
Health Authority 19% 11% ersovk. 6% 3%
4% i 3% State Govt. 4% 2%
’ SC Peer u.s. SC Peer u.s.

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 usdacilities. 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 surveyNNHSS),
2020

Beyond this safety net capacity, increasing private capacity iBouth Carolinais 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 decisiorrmaking processesln addition, private entities can be quicker to leverage
innovative practices, potentially givergreater market competition and access to best
practices across the country, particularly for those entities with national footprintsLastly,
in contrast with the private sector, the public sector has many differentareas of focus by

% N-MHSS 2020, NSSATS 2020

®¥DAODAS data31 #1 1 ENxO OEOUEC AU OAUEDO202300EAT AUEOAEE EOODP UEAOQO ¥
40 DDSN data; Figure excludes DDSN Regional Centers. DSN boards are privately operated but market under DDSN

brand and participate in state benefits
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ensuringthat x EE 3 xAxEYT O OEOUI £ZE CEI 1 UEOU OOl E OEDAI
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:

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

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

1 Growthe professional workforceand use it more effectively

These recommendations support one anotherFa 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 Forexample, 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 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 gapshere are also capacity
gaps within physical health and rural settings. For example, rural communities see a
concerning lack of acute care capacity as of October 2023, 26% of all rural hospitals in
South Carolina were at immediate risk of closuré! 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 Statened facilities). These
providers play a critical role as safety net providers, providing access to a consistent set of
core services within everyounty for those with behavioral health conditions and
disabilities. As such, it is important to ensure these providers remaistrong to serve this
population.

However, these public access providers, particularly the 301BSN boards and CMHCs
may not always provide a consistent service mix acrossouth Carolina. Thismeans 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 offibased

“72 GOAT (0001 x Al O (QOctobe2R, 0123, ThE Cettér @ Hedltlicare Quality and Payment Reform
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opioid treatment,*> and close to a third of DSN boards do not offer a full service arraij#*
Service mix issues could also lead to mismatches with patient demandra example, some
301 sites are reported to have long waitlists, while others have significant spare capacity.

Severalchallenges contribute to these issues. First, there ismited planning for the right
service mix at each location, both within eacltounty and acrossSouth Carolinamore
broadly, despite statutory responsibilities at both thecounty and state levels to do so.
Beyond gaps in planning 301s DSN boards, and CMHCshave, at times, declined to offer

AEOxAI N OEOUI £ZEO 0O OEOUE DPOOE AZAEOPOKEEUNBOODVESD
acute patients, limited focus on needed services such as Medidan-Assisted Treatment)#

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 é&e Exhibit
19).%¢This limited level of spending limits the breadth and availability of services that can
be offered acrossSouth 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 HealthyOpportunities 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 andmaximize the opportunities from federal matching. Finally, while the State
has begunto move from a per capita to a feefor-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 statesinclude DE, FL, GA, MD, NC, SC, VA, WSouth Carolina Substance Use Disorder Treatment
Policy Brief3 October 2021
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Exhibit 19: South Carolina spends less state funding on behavioral health and disabilities

Substance Use Treatment Mental Health? Developmental Disabilities?
State Spending per capita, 2020 State Spending per capita, 2020 State Spending per capita, 2021

$8.9 $8.8 $49.5  $504 $15.9
$44.7
$10.9
$2.9
SC South U.S. Avg SC South U.S. Avg South U.S. Avg
Atl3 Avg Atl. Avg Atl. Avg

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@stance UseDisorder treatment policy brief

MH Source: SAMHSA WelBased 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 andnsure sufficient patient accesdo these servicesthe State
should first establish astatewide plan for service mix, particularly for the 301sDSN

boards, and CMHCs3 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 mixSouth Carolinashould consider ways to increase total
state funding for substance use, mental health, and disability services, bringinig in line
with other states, targeting the highest need populations, services, and geographies (e.qg.,
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
geogaphies. In addition, by streamlining the funding, the State might also be able to dna
down additional federal match dollars through Medicaid.

To ensure follow through on this and ensure right quality of services for fundingouth
Carolina should also strengthen its oversight of these providers (discussed in
recommendation #4 on improving quality of services)
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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 theStat_e to e e
grow beyond the safety net services that public aCCeSS o us whenwe think about where to

facilities provide. expand...we haveissues with things like
_ _ _ staffing and licensing across states, but 1f
First, as part of thestatewide strategic plan for health the reimbursement is there, that allows us

South Carolinashould establish an approachfor toinvest more time and resources into
building private capacity, mapping the current e
capacity today and the most priority gaps to fill based ~ Private substance use provider

on service type and geography. Today, responsibility

for this data is scattered across differenstate

agencies, including DHEC, DAODAS, DDSN, and DHH8ssuch, these agencies should
work collaboratively to develop this capacity map and identify priority gaps.

To execute on this plan,South Carolinashould 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 (seeExhibit 20).

&1 OOx4& -EcCi £ZA1 ¢ OEI bAGOOEPENx OAxEO EAUE A Ol
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 espegianportant

for providers thatserve Medicaid patients since these rates typically lag the rates from

commercial insurers;*’ leading to particularly challenging economics for providers.

However, Medicaid rates in South Carolindoday tend to be even lower thanthose in other
peerstates4 EE 3 xAxEVT O -ECI £ZA1 C OEI PAGOOEPENx OAxEO
the bottom quartile nationally and are approximately 10%--50%lower than neighboring

states like North Carolina, Virginia, and Georgi& While the reimbursement rates for

substance use treatment are more aligned with the national average, there is still

considerable variability across different servicds for example, rates foroffice-based opioid

treatment programs lag substantially behind other states®

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 Medica?623, Jane M. Zhu
etal.

49 Provider interviews
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Exhibit 20: Primary levers toincreasecapacity in South Carolina

Adjust Medicaid J Broaden Medicaid Support individual Enforce Federal
reimbursement provider networks admin. burden capacity builds parity laws
» Reevaluate its e Implement « Simplify » Provide one-time  « Conduct
behavioral health appointment procedures by startup funding to compliance market
rates by service availability standardizing or quickly scale study of behavioral
« Consider shifting standards centralizing capacity health parity
reimbursement = Increase set of credentialing and « Facilitate « Consider enacting
structures towards covered services billing processes connections legislation to enhance
more value-based (e.g. step-down « Expedite the between health behavioral health
models care) Medicaid claims systems and local parity compliance
process payers requirements for
« Support providers commercial plans
as they deal with « Increase enforcement
claims activities for parity
and increase
constituent education

of parity rules

To address these challenges, the State should adjust Medicaid rates and reimbursement
models to ensurethat 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 ~$400MeMcaid
rate increase for most types of health care providers, bringing rates up to as high as 120%
of Medicare rates®® Over time, South Carolinashould consider shifting reimbursement
structures towards more valuebased 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 HampshireMCOs 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 Carolinashould 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®! Working with MCOs to drive these changes could help make healthcare
services more accessible over time, especially for those in rural are&s-urthermore,
South Carolina should consider broadening its plan to include key services that are
currently not covered For example, stepdown care is not a Medicaidcovered service in
the State, although there are plans to include it by July 2024. By including these services,
South Carolinacan provide more comprehensive carand addressa 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®® While SB164 eliminated most certificate of needs

requirements,> 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?® Additionally, South Carolinacould help expedite the

-EClI EAT C Al Al PO OOOAEOOA OI PITAO xO /EIOTO b
claims are reimbursed within 15 daystUE 1 £E £0@1 ¢ OEOOxEN 0OOOUI CE
reduce their need for shortterm financing.

oo

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

10 . EAOAOT AT O AOOOOAEEA UEEOE - # hd3etdsKBE OEO@I O
through various channels, including training sessions, online resources, and call centers.
Consideringthe complexity of changes to regulatory and administrative processes, these

efforts will take time, but they will continue to help South Caroina create a more provider

friendly environment to attract additional private capacity.

Beyond systemic change, othestates also actively support individual private capacity
development to encourage innovation in constrained areas, like substance use residential
capacity or mental health crisis care (e.qg., crisis stabilization units, EmPATH unf3.
Providing onetime startup funding can quickly scale capacity, especially for more capital
intensive projects. The State has already demonstrated its capability and commitment in
this arena. Forexample, DHHS funded the $100M behavioral health hub in Florence, to be

51 Variation in Network Adequacy Standards in Medicaid Manage2D@2rdane M. Zhuetale OO 1 NOx ANAEA . OOxE #.
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] y r y ¥y 3@OUEU OE ! PEOI £ZAT O O0EUOI £ ANOT A yryy

“1 3# &O0KEBOA 130@xE #AOOiI 1 NA wNAExO - Ai OO0 2EE0O0DPO xO #EOxI El £
SMissl OO1 001  $1 Ul ONleGiddid © Emplerriiem;f. Ce%ErAIllze@ éredéntlallng process for Medicaid managed care
providersinJuly & ¥Er ¥ #1 O | AACEDU O EOhiw Medicdidintradices@entlizeddeileniialing Ohio

Academy of Family Physiciarks ¥ ¥ Y /£ . #MdvideB Bata Management / Credentialing Verification Organization
Solution Comingin2024 4 y ¢ ye

%3 EJ E/Ex ( E AeakhECar® Frofessioal dnd Provider Manuél & y ¢ y e
57 EmPATH units are hospitatbased crisis stabilization units. SCDHEC | Hospital-Based Crisis Stabilization Unit$
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jointly governed by MUSC, McLeod Health, and HopeHealtff DDSN offered onetime
capital funding to private providers as an incentive to build capacity isouth Carolina,and
DHHS created a grant opportunity for providers to develop crisis stabilization units.

In addition, South Carolina can develop support for privatsector 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 “We're able to stabilize patients, but then
should examine ways to strengthen enforcement of there’s nothingelsewe can do for
federal parity laws, whichrequire that most health BT BRI

longer term therapy programs, either

insurance plans should not impose more restrictive o

coverage for behavioral health needs compared to

physical health needs. Despite this requirement, = sty Lsialir Baigans)
enforcement has proved difficult across the country, Department Provider
and disparities remain between behaioral and

physical health coverage with oubf-network

utilization rates higher and in-network reimbursement rates lower forbehavioral health
compared to physical health care? Since 2017, more states have begun investigating and
levying fines against health plans violating parity requirements today, at least 17 other
states have enacted legislation to enhance compliance among insurance providers,
although South Carolina has notenacted this legislation®

In the nearterm, South Carolina should conduct a compliance market study to identify
where specific commercial payers may be out of compliance witfederal 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 bettarse existing Department of
Insurance complaint process). Over the longeterm, South Carolina should congder
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 years®! 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.

% SCDHHS,INew Florence Behavioral Health Initiative Represents Firabf-its-kind Collaborationi, 2023

. 77171 DAN 2EOEAOEE 2EOO0OxA T!¢cci &1 ON ANC PENxAT EEAI xE UO0OQ

000Ul CEO OEI PAQOOOEDENX @1

00 A0l xU4O0AA & 1T wUAT BAxi NE 3xAxE -ENxAI (EA&B0EB ANC ! ¢CCl £xi ON
21 01 YONA $EOAOxPENx OE )NO@OANLZE ANC &I NANA AT ) NOxI x@x1 ONOA
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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®? 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 states3 selected statistics

Occupational
Therapists per
100,000

Psychiatrists per Psychologists per Physicians per

100,000 100,000 100,000

12.9 68.8 37.7 355.8

3031 3155
(SC Rank: 351

10.5
(SC Rank: 301 27.2

(5C Rank: 4279

9.4

30.6

(SC Rank; 44

SC Peer US Avg SC Peer USAvg SC Peer US Avg SC Peer USAvg
Avg. Avg. Avg Avg.

Note: Peers are AL, GA, NC, TN, VA. Data is from 202
Source: HRSA2021), 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® as is the implementation of loan repayment or forgiveness
programs. Upstream educational and credentialing programs can also help to create more
early supply of professionals3 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 File2021

63 South Carolina ranks29th in total residency spots per capita and 30th in percent ofesidents staying in state to
practice medicine after graduation. South Carolina also ranks 33rd nursing programs peapita (AAMC, 2023 U.S.
Census Bureau AACN
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for people interested in becoming Board Certified Behavior Analyst$.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 compellingne is in Nebraska,
which established the Behavioral Health Education Center of Nebraska (BHECI) 2009.
With an annual state funding of approximately $5M, supplemented byederal grants,
BHECN has made notable achievements including a 30% increase in psychiatric
prescribers and a 40% increase in psychologists and therapists over a\iéar period
between 2010 and 2020. In additionthe Missouri Talent Pathways program has addressed
the lack of Direct Support Professionals (DSPs), who provide disability cai®ehy 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’®

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
capabilities’™h for example, for faster behavioral health crisis response and ED follow

upsh by leveraging providers in other parts oSouth Carolinawith excess capacity as well

as out-of-state providers. The State shouldalso help growthe 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 supparig the integration of
paraprofessionals into clinical teams. A noteworthy example of this approach is Missouri
3xAxE 5NI UEOOI xUT O aoEOsDip@tMdsocitta AgredipebpranCitiat  E E
partners with a junior college to hire graduates for support specialist roles typically
reserved for those withBA EEET O0OY O CEEOEEO® 30@xE #AOOT 1 NA /
scope of practice laws to be less restrictive to better enable ngohysician professionals,

like nurse practitioners (NPs) and physician associates (B} to provide a broader scope of

8% ( ( 3Hecoime a Board Certified Behavior Analyst

% 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 involvemeriept. of Labor,Direct
Support Professionals (DSPs)

6.1 00001 T O OOOEOAD UAO A OAOxNEOOEI O AEXxUEEN xEE 5030 S$EOAOD
Health 3 Missouri DMH Division of Developmental Disabilities, other state agencies, and community organizations.
57 For example, DMH currently does ~40% of its CMHC psychiatry visits by telemedicine. Discussion with DMH staff.
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practice environment by the American Association of Nurse Practitioner®.®° 7

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 dlity 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 servicequality
contributesto3 O @ x E  # ApébOHedlttNodttotes (ranked 43rd overall in thenation).™

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 populationss such,
states take a portfolio approach to addressing quality not 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:

1 Improve State oversight and support focounty-controlled healthcare providers
i Strengthen operations within Staterun healthcare facilities

1 Improve partnerships with Medicaid MCOs

1 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 Carolinahas 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 provideras discussed in
recommendation #3. Some of the tools discussed in the below recomendations to

8 AANP Restricted Practice3T 3 x AxE OOA&£x1 £E ANC 11 £ZENOGOE 1T AUO OEOxOI £x xEE
element of NP practice. State law requires careelong supervision, delegation of team management by another health
providerinorderfortte E . 0 xO OOOUI CE OAxI| ENx /AEAOQOET

8 American Associationof Nurse Practitioners(AANP)State Practice Environment 2023

0 AANP Restricted Practice3T 3 x AxE OOA&£x1 £E ANC 11 £ZENOGOE 1T AUO OEOxOI £x xEE
element of NP practice. State law requires careelong supervision, delegation of team management by another health
providerinorderfortte E . 0 xO OOOUI CE OAxI| ENx /AEAOQOET

n pEOI £AT O (EAi xE 2ANT i NEOA yryeA& . OxE& / UEOATT EEAI xEEAOE O
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 severatate agencies have oversight powers here
(primarily DHEC, DDSN, DAODAS), it is important to establish clear roles for overseeing
these providers and use theiauthorities in a complementary way.

Improve state oversight and support for  county -controlled healthcare providers

In South Caroling, 301 substance use providers, and DSN board disability providers are
county-’EONx OOT T EC 1T O@AT 1 £ ALEEEOOT OOOUI CEOOA OOEC
populations (seeExhibit 22 for key details).

Exhibit 22: Key facts for 301s and DSN Boards

301 substance use providers DSN board disability providers

No. of providers = d, 31 providers d, 37 providers

Operated by d, Primarily private, (nonprofits) d, Primarily private, nonprofits
although 3 facilities arecounty-
operated™

State oversight® d, DAODAS oversees service delivery d, DDSN oversees service delivery
(contracts with 301s for SAMHSA, ' ¢ DDSN licenses group homes

other grants; approvescounty plans (e.g.,residential, respite settings)

for liquor tax distribution) d DHEC licenses health care
d, DHEC licenses facilities facilities (ICF/1ID, CCFs)
County oversight | d, County 301 boards appoint providel d, County DSN boards appoint
leadership and direct liquor tax provider leadership
Funding sources o
(averagej* paonas I  55% Medicaid ~75%
Medicaid [ ~10% DDSN ~15%
County 301 - Patient (SSI) ~8%
(liquor tax) | i County DSN ~40
Patient _—— |l ~10% board -
(selfpay/comm’l) = ~15% Other sources ~1%

Other sources <~

2County-operated sites in Beaufort, Charleston, and Union counties

7*Excludes clinicianlicensure; service delivery oversight related primarily to ensuring compliance and/or quayit
assurance for payment (e.g., state appropriated funds, Medicaid, othdederal funds)

74 SC DAODAS historical fu[]ding data per county, average gf _g:oyntigs "bgtweqn 20A@?2; SC DDSN internal interyiews L
ANGC 3# $$3.70 $3. "OAOGC EI NANZAE Al O Xelerdtginktd\ selaépayy eoynmefeiall x EEO OOQ
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 hdsss
overall capacity per capita than other states (e.g., ~50% fewer disabilities group home beds
vs. U.S. averagé} 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 substae use providers are

public vs. 9% in U.S. and 72% of residential disability services in South Carolina are
provided by DSN boards®

However, today 301s and DSN boards struggle to provide consistent, highality 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 myado 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 differesttes.’

Limited state oversight for these providers contributes to these challenges. First, there is
an opportunity for stronger standards and monitoring across 301s and DSN boardksfor
example, there are limited patient outcome standards for DSN boards with lesgequent
reporting (primarily annual). Further, across 301s and DSN boards, some new or struggling
providers may lack the skills to operate their facilities effectivelg there is no
comprehensive system for training, technical support, and knowledge capte. 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 ¢cect the
underperformance, potentially driven by the lack of alternative provider$or constituents if
underperforming facilities are closed.

South Carolinacan improve its oversight for 301s and DSN boards in several ways

9 First, it should set more comprehensive standards for substance use and disability
service providers3 for example, moving from primarily complianceoriented
standards to stronger treatment outcome standards for disability providers (e.g.,
improved quality of life measures).

i 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.

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

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 South Carolina spends
substance use treatment and disability services vs. the U.S.  g5o4-70% less in state
average. This limited level of spending limits the breadth funding on substance use
and quality of services that can be offered across the State. reatment and disability
As such, in addition to stronger oversightSouth Carolina servicesthan the U.S.
can also increase itssupport for 301s and DSN boardslt average

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.

J

While the State likelyalready 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
OOUEOOY $!/$!' 31710 ANC $$3.10 ENAATI NE OxAx@xEO
statewide strategyfor service mixor minimum standards through regulation, nor take a

robust set of enforcement actions in case of nortompliance.”” 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 improvés oversight overits 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 nonompliance. 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 thetatewide 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, multiplestate agencies play roles in the oversight proces3 DHEC as
licenser, DAODAS and DDSN as overseers of service delivery. As such, it is importiduatt
they work collaborativelyto use their oversight tools in a way that enhances qualitgnd
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.

" DDSN, DAODAS enabling statutes
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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 longerm care (seeExhibit 23).” These facilities
complement the county-controlled providers as important safety net providers for some of
300x E # AbsDiuinakbBl@ ddnstituents.

Exhibit 23: Selected healthcare facilities operated directly by the State

Inpatient Psychiatric Hospitals Dept. of Mental Health
- 2general inpatient psychiatric hospitals
- 1substance use treatment hospital
- 1sexually violent criminal treatment program
- 1 “not guilty by reasons of insanity” treatment

program
Outpatient Community Mental Health Centers (CMHCs) Dept. of Mental Health
- 16 centers overseeing 60+ facilities
Long-term care Nursing Homes Dept. of Mental Health
- 5veteran nursing homes (Nursing homes transitioning to
- 1general nursing home Dept. of Veterans’ Affairs
effective 7/2024)
Intermediate Care Facilities (ICFs) Dept. of Disabilities and
- 5regional facilities for people with ID/RD Special Needs

However, there is an opportunity to improve the quality of services across thestate-

operated facilities. While patient outcomes and experience are not consistently measured

across providers, there is evidence of significant lags state performance. Forexample, 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.” In addition, there are insufficient staffing levels across facilities with high

vacancies and turnover. CMHCs, for examplesaw 25% turnover of its staff in 2023

(although recent pay increases have contributed to reduced CMHC turnover to ~8.5% in |
FY20248z 3 & 00 $$3.70 OEEI ONAT AZENxEO 1 NxEOPECI AxI
agreed that staffing levels were adequaté' although there have been efforts within the

past 2 years to improve staffing??

8 Local health department operations considered in recommendation #5 on improving preventative care.

7 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, evidencebased clinical practices and otheistate policies may not be followed
consistently. Forexample, for disability facilities, a legislative audit of DDShwned

facilities found significant gaps in oversight€.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 s 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.

40 ACCOEOO xEEOE Z£EAIT T ENEEOGA 30@xE #AOO01 1 NA
several ways
First, the State should strengthen standards for these facilitiesincluding patient outcomes

and experience, evidencédased 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., 5y
$-(71 0 #- (# litgouldcontinextd z

improve its monitoring and reporting for these
providers by adopting enhanced compliance
checksh for example, more frequent or
unannounced inspectiond1 and increasing
public reporting of the quality of its providers in
an easyto-understand way for constituents®*

“We had to move to a smaller location that
wasn’tdesigned for child care and now our
nursing station Limits our field of view. If
something happens out of our direct view,
we may not know or be able to promptly
de-escalate situations.”

Third, the State canimprove the staffing of the = AT (e 2T

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?

Fourth, South Carolina shoulddevelop clearer internal processes and expectations for
keeping facility leadership accountableor 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 atstate-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

5

requiredthat VEx EOAN N@OOI NE EOPEO OEI Ex EOODP $-( xO

Affairs (DVA) effective July 1, 2024 his changerequires a comprehensive update to

83 | egislative Audit Council Report of SC DDSN, 2023
84 For example,some CMHCs do not publish a consistent set afneasureson treatment outcomes.

85 For example, these trainings could coveprotocols for abuse reporting and strategiest long-term care facilities,
expectations for accepting patients with substance use disorder at CMHCs.
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vendor contracts, efficient coordination of resourcesgincluding personnel), and the
implementation of any necessary operational adjustments.

Improve partnerships with Medicaid managed care organizations

In South Carolina, ~81% of Medicaid beneficiariésare covered through MCOs, making
the State's managed care program a strong and broatlased lever forSouth Carolinato
use in improving care quality®” 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 witfSouth

# A O OT hedlttAgodls. While the State has recently moved to improve some standards
(e.g.,Hospital Quality Achievement Progran), it lags behind peerstates 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 2 Georgia, Tennessee, and Missouri withhold greater than 2.5% of
capitations from MCQOs8991 and South Carolina onlyrequires that routine visits be
scheduled within4 3 6 weeks of a request, while Tennesserquires that appointments
are not to exceed3 weeks from the date of reques®? In the nearterm, South Carolinacan
start with bolstering basic standards like quality and network adequacy. Over timé, can
evolve towards more ambitious program elements, such as standards focused on value
based payments or social factors impacting healtl§

In addition to strengthening MCO contract requirements, South Carolinahas 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 hasstarted 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 datadriven approach to engaging with MCOs to provide
objective, realtime 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).

BSCDHHS, 3xAXE &9) yrye -ECIZEZAIC - ANAEEC #AOE #AOI xAxi ON 2AxE #
8 State of Georgial ' EOOEI A &API T 1 EO #ONxOA&ExT

% Tenncare MCOStatewide Contract, 2024

91 Missouri DSS MoHealth Net, Managed Care Performance Withhold Technical Specifications, 2023

92 Commonwealth Fund, Medicaid Managed Care Database, 2019

% For example,unlike ~90% other managed care states, South Carolina has not yet established clescial factor
requirements for their MCOs, perKFF.
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Increase innovation in care models to better care for complex populations

Innovation in healthcare is advancing rapidly, with various stateenthusiastically 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 infederal innovation

Discretionary Grant Funding?, 2019-2023

SAMHSA CMS CDC
Grant Funding per capita ($) | Grant Funding per capita ($) Grant Funding per capita ($)
$1.7
$13.7 $59.8 $64.6
$1.1 $49.8
$7.4 382
$0.4
SC Peer Avg. U.S. Avg. SC PeerAvg. US.Avg. SC  Peer Avg. US.Avg.

Note: Peers are AL, GA, NC, TN, VA
1. Average yearly discretionary grant funding received from the respectiederal agencies from 2012023
Source: CMS; HHS3 TAGGS; U.S. Census

South Carolina has implemented several innovations in care delivery that have helped
constituents, such asschootbased mental health services, telehealth to support behavioral
health, and mobile clinics for mental health crisis services. Howevethe 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 (seexhibit 24 above) and has no
approved CMS innovation 1115 waivers. This means that South Carolina is leavifegleral
DONEU T ON xEE xAAT ET xEAx AOGI ¢ O080000x I
past successes with publigrivate partnerships (e.g., DMH partnership with The Duke
Endowment to support telemedicine and school mental health programs), thé&tate 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 manyfederal 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 SAMHS#ponsored
CCBHC model, adopted by % states (excluding South Carolin&; 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 significanimprovements in access
to services® and improved quality outcomes? 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 informationtechnology capacity
building; up to 8 states will be selected to participate in the model in 2024!

Second, South Carolina should Selectexamples of innovationin other states

consider facilitating additional

partnerships with private and Federal programs

non-profit entities to capitalize « Certified Community Behavioral Health Clinics (CCBHC):
. PO . : SAMHSA-sponsored model to combine behavioral health,

in the _Slgn_lflcant |nnovat|on ME‘MMM primary care, and other wraparound supports all within one
Ooccurring In the private v Mmiseson setting.

healthcare sector. For * Innovation in Behavioral Health (IBH): CMS-sponsored

examp|e’ in 2024’ lllinois Dept. ( s model to integrate behavioral, physical, and social support

. systems. Uses unified health information technology as a
Of. Human Serwcespartnered basis for collaboration across these systems.
with Google to launch a
AENxOAI I YEC OO

Public-private partnerships

mental health care aimed at + Illinois partnership with Google: The IL Department of

.. . e - ~~ Human Services partnered with Google to launch a
Centra“ZIng and Slmp|lfylng the q centralized portal for children’s mental health care to
process of accessing services. centralize information on services.

Recommendation #5: Improve preventative care

Over the past decades, healthcare systems have increasingly-oeented their focus toward
prevention rather than acute care. Focusing on

OOEUENxI ON EET 00 xO 0@00C L .. . EEAI xE
their needs become more serious. Doing so improves ~ South Carolinai O BDENx Al EEAT x
health outcomes while reducing costs compared to and substance use disorder

acute care, such as a trip to an emergency department €mergency department visits is

(ED), which is expensive for both patients and the 72.96 per 1,000, ranking 21" out

State. To accomplish this, states have addressed the ~ ©f 35 surveyed states

wide range of factors that impact population health, J

% Qver the past few years, South Carolina has set up 2 smallscalel | OOT CABHL pilBts; there is an opportunityto

EOEAx|I U AZAAEI EOAxE 30@xE #AOOI I NAT O OAOxI £l OAxI ON I N xEI O I N

% For example,Missouri saw a122% increase in individuals receiving Medication Assisted Treatment (MAT

% For example,New Yorksaw a46% reduction in ED utilization and 26% reduction in monthly costs

97 CMS, Innovation in Behavioral Health (IBH) Model (January 18, 2024)

B AOI xOI . EUO )T 11 NOI O4 3xAxE O0AOxNEOO Ul xE ' OOETE xO 1T AgGNAEE
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including providing nonmedical 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 preventiotoday. Forexample, the

3xAxET O PENxAl EEAT xE ANC OOAOxANEE @OE CiI 600
72.96 per 1,000, rankingSouth Carolina21st out of 35 surveyed states’® Several

AEATTENEEO EAUE A£AONxOI A@GxEC x O;thedebiciBleaAxET O 1 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 capaciparticularly in

rural areas.

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

i Boost supports for social factors that influence health
i Bolster awarenessof and accessto preventative healthcare services
1 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® South Carolina has an opportunity to better focus on these social factors to

| POOOUE xEE EEAT xE OE xEE 3xAxET O AZAONOxI x @EN x
I NOGEEI £ ENx x0O oaaedsodakneddsapddpriaiel)) FoE édiple, E

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

529101

% Agency for Healthcare Research and Quality (AHRQ), Healthcare Cost and Utilization Project (HCUP), State
Emergency Department Databases (SEDD), and State Inpatient Databases (SID), 2@A@®18 and the Census Bureau
Includes D.C.

100 HealthPartner Institute, University of Minnesota, 2017
101 YSDA, 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 acrostate
agencies Forexample, while DHEC operates the WIC program, DSS operates the
Supplemental Nutrition Assistance Program(SNAP) program- both nutrition programs for
overlapping populations. While it is typicafor 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, paricularly with external partners, such

as MCOs and communitybased organizations

(CBOs). These challenges also contribute to

fragmentation in the population health data

platforms across the State which makes itdifficult

xO EEx A E@IT UIEU OE A Z£ONOxI x@ENxT O NEECOO®
contemplated in recommendation #1) will address some of these fragmentation issues,
but there remain partners outside of the central organization (e.g., other state ageies,
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
constituentsi O @e&llsA-brexample, other states have done thidy increasing
screening requirements through Medicaid (e.g., £odes) and working with providers to
incorporate screening into theirstandard exams (e.g., primary care weisits). Based on
this data, the Stateshould prioritize a targeted set of interventions to address the most
impactful social needs that contribute to health challenges (se&xhibit 25 abovefor
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