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www.carolinamedicalhomes.com 

 

WELCOME 

 
Carolina Medical Homes, LLC is a Medical Homes Network contracted with the South Carolina 

Department of Health and Human Services to serve   Medicaid beneficiaries.  We are pleased 

that you have joined our network, which represents some of the finest healthcare providers 

in the state.  

Our Company has the expertise to assist you in working with your Medicaid members to 

improve their health status and quality of life. It will be a collaborative effort to look for 

opportunities to promote healthy lifestyles through preventative healthcare and educational 

guidance.  

If you are interested in participating in any of our quality improvement committees or 

learning more about specific policies, please do not hesitate to contact us! Most committee 

meetings are pre-scheduled at times and locations intended to be convenient to you.  Please 

call our offices at 800-733-1108 for more information. 

Together we can provide quality healthcare, efficiently and cost effectively for our members 

and your patients.  
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Introduction 

Carolina Medical Homes is a new and innovative Care Coordination Service Organization 

formed in October 2010.  Our management team is comprised of experienced and 

knowledgeable South Carolina health care leaders.  You will find our model to be provider 

oriented and patient centered with a goal of helping you provide exceptional care to the 

Medicaid membership assigned to your practice. We are committed to assisting you in 

providing that quality healthcare.  Together we can provide the right care at the right time. 

 

Our Mission 

Carolina Medical Homesô mission is to: 

¶ Promote continuity of care through the Medical Homes model 

¶ To be Patient Centered: help with education, navigation and care management 

programs 

¶ To use our resources- data and staff- to help our Primary Care Physicians care for 

their patients 

Our Strategy 

Our Strategy is to: 

¶ Improve access to preventative primary care services by ensuring the selection of a 

Primary Care Provider (PCP) who will serve as provider, care manager and 

coordinator for all basic medical services 

¶ Improve the health status and outcomes of the members 

¶ Educate members about their benefits, responsibilities and appropriate use of 

healthcare services 

¶ Encourage stable, long-term relationships between providers and members 

¶ Discourage medically inappropriate use of specialists and emergency rooms 

¶ Encourage a customer service orientation with regular measurement of member and 

provider satisfaction 

Quick Reference Information 

Carolina Medical Homes Toll Free #:    1 800 733-1108 

Member Services:      1 800 733-1108 Prompt 1 

Provider Services:      1 800 733-1108 Prompt 2 
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Care Coordination:      1 800 733-1108 Prompt 3 

 

24/7 Nurse Help Line      1 800 733-1108 Prompt 4 

Our Office and Mailing address is:       250 Berryhill Rd, Suite 202 

        Columbia, SC 29210 

South Carolina DHHS Beneficiary Services:     1 888 549-0820 

South Carolina Healthy Connection Choices:   1 877 552-4642 

South Carolina Fraud Hot Line:     1 888 364-3224 

 

You may access our Website at www.carolinamedicalhomes.com 

Our website provides general information that is helpful to the provider office such as forms, 

provider newsletters, and clinical practice guidelines.  We will be adding additional tools to 

assist your practice soon so be sure to continue to check for updates on our website! 

 

Requirements for Primary Care Providers 

General Requirements (According to DHHS Guidelines for a Medical Homes Network) 

 

All network providers/practices must meet the following requirements: 

1. The practice must be willing to accept new Medicaid patients not to exceed the 
practiceôs established capacity. 
 

2. The practice must provide primary care and patient care coordination services to each 
member. 
 

3. The practice must provide or arrange for Primary Care coverage for services, 
consultation or referral, and treatment for emergency medical conditions, twenty-four 
(24) hours per day, and seven (7) days per week. 
   

4. The practice must provide preventive services as defined by the network. 
 

5. The practice must offer general patient education services to all members and 
potential members as well as disease management services to members for whom 
the services are appropriate. 

http://www.carolinamedicalhomes.com/
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6. Primary Care Physicians must establish and maintain hospital admitting privileges or 

enter into an arrangement with another physician or group practice for the 
management of inpatient hospital admissions of Carolina Medical Homesô members.   
 

7. The practice must assist the member by providing systematic, coordinated care and 
will be responsible for all referrals for additional medically necessary care to other 
health care providers. 
 

8. The practice must follow the recommended Early and Periodic Screening, Diagnosis, 
and Treatment (EPSDT) screening schedules, as required by the Centers for 
Medicare and Medicaid Services (CMS). 
   

9. The practice shall utilize the following standards for Appointment Availability: 

¶ Emergency care ï immediately upon presentation or notification; 

¶ Urgent care ï within 48 hours of presentation or notification; 

¶ Routine sick care ï within 3 days of presentation or notification; 

¶ Routine well care ï within 45 days of presentation or notification (15 days if 
pregnant). 
 

10. The practice shall utilize the following standards for office visit times: 

¶ Walk-ins ï within two hours or schedule an appointment within the standards 
of appointment availability listed above; 

¶ Scheduled appointment ï within 45 minutes; 

¶ Life-threatening emergency ïmust be managed immediately. 
11. The practice must be willing to accept new Medicaid patients not to exceed the     

  established capacity.   

¶ The PCP to member ratio does not exceed one (FTE) PCP per every 

2500 members (Medicaid MHN program members and existing 

commercial members).  

¶ Practice must provide preventive services as defined by CMH. 

      12.  Providers shall not use discriminatory practices with regard to members such as 

 separate waiting rooms, separate appointment days or preference to private pay 
 patients.  

 

Failure to meet these requirements could result in the imposition of sanctions on the PCP, 

/ŀǊƻƭƛƴŀ aŜŘƛŎŀƭ IƻƳŜǎΣ ŀƴŘκƻǊ ǘƘŜ bŜǘǿƻǊƪ ŀǎ ŀ ǿƘƻƭŜΦ  tǊƻǾƛŘŜǊǎΩ ǊƛƎƘǘǎ ŀǊŜ ŘŜǘŀƛƭŜŘ ƛƴ 

the Bill of Rights section. 

24-Hour Coverage Requirement 
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Carolina Medical Homes requires Primary Care Physicians to provide access to medical 
advice and care for enrolled members 24 hours per day, 7 days per week.  There must be 
prompt (within one hour) access to a qualified medical practitioner who is able to provide 
medical advice, consultation, and authorization for service when appropriate.  PCPs must 
have at least one telephone line that is answered by office staff during regular office hours. 
 
PCPs must provide members with an after-hours telephone number.  The after-hours 
telephone number must connect the member to: 
 

¶ An answering service that promptly contacts the PCP or the PCP-authorized 
medical practitioner; or 

¶ A recording that directs the caller to another number to reach the PCP or the 
PCP-authorized medical practitioner; or 

¶ A system that automatically transfers the call to a telephone line that is 
answered by a person who will promptly contact the PCP or the PCP-authorized 
medical practitioner; or 

¶ A call center system; or 

¶ The PCPôs home telephone number, if he/she so chooses. 
 
A hospital may be used for the 24-hour telephone coverage requirement under the following 
conditions: 
 

¶ The 24-hour access line is not answered by the emergency department staff. 

¶ The PCP establishes a communication and reporting system with the hospital. 

¶ The PCP reviews results of all hospital-authorized services. 
 
An office telephone line that is not answered after hours or answered with a recorded 
message instructing members to call back during office hours or to go to the emergency 
department for care is not acceptable.  Additionally, it is not acceptable to refer members to a 
telephone number if there is no system in place, as outlined above, to respond to calls.  PCPs 
are encouraged to refer patients with after-hours urgent medical problems to an urgent care 
center rather than the emergency room, provided there is one accessible to the members. 

 
 
Standards of Appointment Availability 
 
PCPs must conform to the following standards for appointment availability: 
 

¶ Emergency care ï immediately upon presentation or notification 

¶ Urgent care ï within 48 hours of presentation or notification 

¶ Routine sick care ï within 3 days of presentation or notification 

¶ Routine well care ï within 45 days of presentation or notification (15 days if 
pregnant) 

 
 
Standards for Office Wait Times 
 
PCPs must conform to the following standards for office wait times: 
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¶ Walk-ins ï within two hours or schedule an appointment within the standards of 
appointment availability listed above 

¶ Scheduled appointment ï within 45 minutes 

¶ Life-threatening emergency ï must be managed immediately 
 

 
 

Hospital Admitting Privileges Requirement 
 
Carolina Medical Homesô PCPs must establish and maintain hospital admitting privileges or 
enter into a formal arrangement with another physician or group practice for the management 
of inpatient hospital admissions of members.  This requirement must be met prior to the PCP 
providing medical services to members.  A voluntary written agreement between the PCP and 
a physician or group who agrees to admit members for the PCP fulfills this requirement for 
participation.  By signing such an agreement, the physician/group agrees to accept 
responsibility for admitting and coordinating medical care for the member throughout the 
memberôs inpatient stay.  This agreement must be completed by both parties.  Carolina 
Medical Homes will keep the original of this document on file.  A sample admission 
agreement is included in the manual in the attachments. 

 
The following arrangement is acceptable: 
 

¶ A physician, a group practice, a hospital group, a physician call group (not 
necessarily a Carolina Medical Homesô provider) that is enrolled with the South 
Carolina Medicaid program, and has 

¶ Admitting privileges or formal arrangements at a hospital that is within 30 miles 
or 45 minutesô drive time from the PCPôs office.  If there is no hospital which 
meets this geographic criteria, the closest hospital to the PCP practice is 
acceptable. 

 
Hospital admitting agreements with unassigned call doctors are unacceptable. 
 
 

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) 

PCPs are required to provide EPSDT screening to Medicaid-eligible children under the age of 
21.  The EPSDT standards are: 
 

1. To provide EARLY health assessments of the child who is Medicaid eligible so that 
potential diseases can be prevented. 

2. To PERIODICALLY assess the childôs health for normal growth and development. 
3. To SCREEN the child through simple tests and procedures for conditions needing 

closer medical attention. 
4. To DIAGNOSE the nature and cause of conditions requiring attention, by synthesizing 

finds of the health history and physical examination. 
5. To TREAT abnormalities detected in their preliminary stages or make the appropriate 

referral whenever necessary. 
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The components of the required screening services are listed in the South Carolina 
Department of Health and Human Services (SCDHHS) Physicians provider manual. 
 
The most current Recommended Childhood Immunization Schedule and EPSDT Screening 

Age Guidelines are available through the Centers for Disease Control and Prevention 

(www.cdc.gov) as well as on Pages 32-35 of this Provider Manual. 

 

Adult Preventive Health Assessments 

PCPs are expected to provide all of the components of an initial preventive health 
assessment and periodic assessments to adult members age 21 and over.  Adult physical 
examination guidelines are found in the SCDHHS Physicians provider manual. 
 

Women, Infants, and Children (WIC) Program Referrals 
 
Federal law mandates coordination between Medicaid Managed Care programs and the WIC 
program. PCPs are required to refer potentially eligible members to the WIC program.  
Sample copies of the WIC Referral Form and, the Medical Record Release form are available 
in the attachments. 
 
For more information, contact the local WIC agency at the county health department. 

 
 
Transfer of Medical Records 
 
PCPs must transfer the memberôs medical record to the receiving provider upon the change 
of the PCP and as authorized by the member within 20 days of the date of the request. 

 
Medical Records Guidelines 
 
Medical records should reflect the quality of care received by the patient/member.  In order to 
promote quality and continuity of care, the following guidelines are given as the standards for 
medical record keeping.  These guidelines are intended for PCPs. 
 
It is expected that the medical record should include the following for the benefit of the patient 
and the physician: 
 

1. Each page, or electronic file in the record, contains the patientôs name or patientôs 
Medicaid identification number. 
 

2. All entries are dated. 
 

3. All entries are identified as to the author. 
 

http://www.cdc.gov/
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4. The record is legible to someone other than the writer, including the author. 
 

5. Medication allergies and adverse reactions are prominently noted and easily 
identifiable as well as the absence of allergies. 
 

6. Personal and biographical data is recorded and includes age, sex, address, employer, 
home and work telephone numbers, and marital status. 
 

7. Past medical history is easily identified including serious accidents, operations, and 
illnesses.  For children, past medical history includes prenatal care and birth. 
 

8. There is a completed immunization record.  For pediatric patients (ages 12 and under) 
there is a complete record with dates of immunization administration. 
 

9. Diagnostic information, medication, medical conditions, significant illnesses, and 
health maintenance concerns are recorded in the medical record. 
 

10. Notation concerning smoking, alcohol, and other substance abuse is present.  
 

11. Notes from consultations are in the record.  Consultation, lab, and X-ray reports filed 
in the chart have the ordering providerôs initials or other documentation signifying 
review.  Consultation and significantly abnormal lab and imaging results have an 
explicit notation in the record of the follow-up plans. 
 

12. Emergency care is documented in the record. 
 

13. Discharge summaries are included as part of the medical record for all hospital 
admissions that occur while the patient is enrolled with Carolina Medical Homes. 
 

14. Documentation of individual encounters that provide adequate evidence of 
appropriate history, physical examination, diagnosis, diagnostic tests, therapies, and 
other prescribed regimens, follow-up care, referrals and results thereof, and all other 
aspects of patient care, including ancillary services 

 
 

15.  In accordance with section 5.1.11 of the Carolina Medical Homesô contract and state 
law, Medicaid Medical Home Network members and their representatives must be 
given access to and can request copies of member medical records to the extent and 
in the manner provided for by S.C. Code Ann. §44-115-10 et seq., (Supp. 2000, as 
amended), subject to reasonable charges. 

 
 

MEDICAL HOMES NETWORK REFERRALS AND AUTHORIZATIONS 

 
Referral authorization is the responsibility of the PCP. CMH will provide each practice with 
a predetermined 6 digit number that will allow tracking by practice and month of service.  
The practice will receive this information for the calendar year.  CMH has a referral form 
(attached) that all practices will be encouraged to use. 

¶ In some cases, the PCP may choose to authorize a referral retroactively.  



 

13                
 
 

 

¶ Some referrals do not require authorization (see the list of exempt services). 

¶ All referral authorizations and consultations, including referrals authorized 
retroactively, are at the discretion of the PCP.  

¶ The process for referring a member to a specialist can be made by telephone 
or in writing. The referral should include as a minimum the number of visits 
being authorized and the extent of the diagnostic evaluation (see complete list 
of referral  data below) 

  Referral Data Requirements:  
Á Name of the member being referred 
Á Memberôs Medicaid ID number 
Á Date of Referral 
Á Identity of the referring doctor (PCP) 
Á Referring provider Medicaid ID and NPI 
Á Identity of the doctor being referred to (Specialist) 
Á Servicing provider Medicaid ID and NPI 
Á Specialty Type 
Á Condition or diagnosis of the patient for which referral is sought 
Á Type of Service being requested 
Á Time frame and number of visits authorized 
Á Clinical notes or other pertinent information as applicable 
Á Referral or Authorization identifying number 

    

¶ If the PCP authorizes multiple visits for a course of treatment specific to the 
diagnosis, the specialist does not need to obtain additional authorizations for 
each treatment visit. The same authorization referral number may be used for 
each treatment visit. 

¶  It is the PCPôs responsibility to provide any further diagnosis, evaluation or 
treatment not identified in the scope of the original referral or to authorize 
additional referrals. 

¶ If the specialist receives authorization to evaluate and/or treat a member and 
then needs to refer the member to a second specialist for the same diagnosis, 
the memberôs PCP must be contacted for referral authorization. 
(Note: This responsibility is described in detail both in the PCP contract and 
the provider policy and procedure manual.) 

 

1. On a monthly basis each PCP office will receive an administrative worksheet that 

provides a space for the physician or his office staff to complete the following information 

regarding a patient referral.  The referral ñnumberingò strategy (described above) will be 

implemented that allows for some basic audits of PCP and specialty use of current and 

appropriate referral numbers. CMH will audit referral for medical necessity, duplications, 

or referrals that in any way violate medical or medical homes policy or procedure. 

 

2. Referral authorization is not required for services provided in a hospital emergency 

department or for an admission to a hospital through the emergency department.  

However, the physician component for inpatient services does require referral 

authorization.  The hospital should contact the PCP for authorization within 48 hours of 

the memberôs admission.  Specialist referrals for follow-up care after discharge from a 
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hospital also require PCP authorization. 

 
Please Note: In addition to MHN authorization, prior approval (PA) may be required 
by SCDHHS to verify medical necessity before rendering some services.  PA is for 
medical approval only.  Obtaining referral authorization does not guarantee payment 
or ensure beneficiary eligibility on the date of service.   
 
 

3. Claims submitted for reimbursement must include the PCPôs referral authorization 
number.  

 
 
 
 
4. Referrals for the following services must be authorized by the PCP: 

¶ Inpatient hospital1 services except newborn DRGs, Residential Treatment 
Facilities and Institutions for Mental Disease; 
Outpatient hospital services except lab and x-ray2; 
 

¶ All other physician services except family planning services and services 
performed by an obstetrician and/or gynecologist; Podiatry and Chiropractic; 
 

¶ All services provided by Nurse Practitioners and Nurse Midwives except family 
planning services; 
 

¶ Services provided by DHEC Clinics except family planning and communicable 
diseases related services 
 

¶ Services provided by Ambulatory Surgical Centers (except family planning 
services); 
 

¶ Services provided by FQHCs and RHCs except family planning services 
(unless the FQHC/RHC is the memberôs MHN PCP); 
 

¶ Home Health; and, 
 

¶ Durable Medical Equipment. 
 
1FQHCs/RHCs that provide inpatient hospital services under a separate 
provider number (not the FQHC/RHC number) must enter a preauthorization 
number on the claim form or the claim will reject. 
 
2FQHCs/RHCs that provide lab and x-ray services under a separate provider 
number (not the FQHC/RHC number) must enter a preauthorization number 
on the claim form or the claim will reject. 

 
 

5. Referrals for a Second Opinion - When surgery is being recommended, if a second 
opinion is requested by the member the PCP is required to make the referral. 
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6. Referral Documentation 

¶ All referrals must be documented in the memberôs medical record.   

¶ It is the responsibility of the PCP office to ensure that each referral is 
appropriately recorded in the patientôs medical record.  

¶ CMH will obtain a monthly claims listing for all claims that were not paid by 
DHHS due to no PCP referral.   CMH will use this data to audit PCP 
compliance and specialist compliance with policy and procedure. 

¶ The PCP will be responsible for reviewing the referral data validity, accuracy 
and report inappropriate/unauthorized referrals to CMH. CMH will review all 
data and provide appropriate education and or training to members, providers 
and specialists if necessary. 

¶ On a monthly basis, CMH will investigate inappropriate/unauthorized referrals 
and notify SCDHHS should Medicaid Fraud or Abuse be suspected.   

7.  Services exempt from the referral requirement 
Members may obtain the following services from Medicaid providers without first 
obtaining referral authorization from their PCPs: 

¶ Ambulance 

¶ Dentistry, Periodontics, Oral Surgery (Dental only) 

¶ Dialysis/End Stage Renal Disease Services 

¶ Emergency Room Services billed by the Hospital or EMTALA services billed 
by a hospital-based Urgent Care Clinic 

¶ Family Planning Services 

¶ Home and Community Based Waivers 

¶ Independent Lab and X-ray1 

¶ Medical Transportation 

¶ Nursing Home 

¶ Obstetrics and Gynecology 

¶ Optician 

¶ Optometry 

¶ Pharmacy 

¶ Medicaid services provided by state agencies, including: Department of Mental 
Health, Continuum of Care, Department of Alcohol and Other Drug Abuse 
Services, Department of Disabilities and Special Needs, Department of 
Juvenile  Justice, Department of Social Services. 

¶ Speech and Hearing Clinic services 

¶ Developmental Evaluation Center services 

¶ BabyNet services 

¶ Childrenôs Rehabilitative services 

¶ Sickle Cell Anemia services 

¶ Early Intervention services 
 

*1 FQHCs/RHCs that provide lab and x-ray services under a separate provider 

number (not the FQHC/RHC number), must enter a preauthorization number 

on the claim form or the claim will reject. 
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8.   Some services still require a prescription or doctorôs order. Physicians should refer to the   
appropriate Medicaid Provider Manual for more detailed information and/or requirements or 
contact the SCDHHS Program Manager. 
 
9. Some services may be sponsored by a state agency and require a referral from that 

agencyôs case manager. The state agency case manager should coordinate with the PCP 

and the Network Care Coordinator to insure continuity of care. These services include, but 

are not limited to, the following: 

¶ Audiology 

¶ High/Moderate Management Group Home services 

¶ Occupational Therapy 

¶ Physical Therapy 

¶ Psychology 

¶ Speech Therapy 

¶ Therapeutic Foster Care 
 
 
Coordination of care is an essential component of Carolina Medical Homes.  PCPs are 
contractually required to either provide medically necessary services or authorize a referral to 
another provider to evaluate and/or treat the member.  If a member has failed to establish a 
medical record with the PCP, then Carolina Medical Homes, in conjunction with the PCP, will 
arrange for authorization on any existing referral (s). Referral authorization is the 
responsibility of the PCP/CSO, not SCDHHS. The Network, at its discretion, may centralize 
the referral authorization process for the convenience of the member practices.  All referral 
authorizations and consultations, including referrals authorized retroactively, are at the 
discretion of the PCP.   
 
 

GRIEVANCE AND APPEALS 

 
1. Policies and Procedures addressing the Grievance and Appeal process are 

distributed to all CMH members as a part of their Member Handbook.  Members also receive 
education on this process during Initial Orientation phone calls made to new membership.  
The member is advised of where to call or where to send a letter to file a grievance, of their 
right to file and of decision timeframes. Grievance and appeal Forms are also made available 
to members and are provided upon member's request (See Attachment). Members are 
advised that the following people have the authority to file a grievance:  (a) the member (b) 
member's authorized representative or (c) provider acting on behalf of the member. 
 
2. Members are advised that they may call Carolina Medical Homes to discuss their 
complaint, that they may call The Medicaid Resource Center at 888-549-0820 and speak to 
an MHN Program manager to take their complaint or that they may fill out the Complaint 
Form located in the back of the Member Handbook (pages 9-10) and mail it to the address on 
the form discussing their complaint.  Members are also made aware that their name can 
remain confidential or it can be shared with the provider.   The CMH Provider Relations 
Department will investigate the complaint and follow procedures to resolve with provider.  
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3. As noted in the MHN Member Handbook, a member may also file a grievance if 
Medicaid covered services have been reduced, have been denied, have been terminated, 
have been suspended, or problems have not been taken care of properly.  Members can 
request a hearing with the Division of Appeals. The Grievance can be filed verbally or in 
writing but the request for a hearing must be in writing and sent to:  
 

Division of Appeals 
South Carolina Department of Health and Human Services 
PO Box 8206 
 Columbia, SC 29202-8206 
 

Members may call the Medicaid Resource Center at 888-549-0820 for assistance in this 
process.  
 
4. Members are informed that they must exhaust the CMH grievance process prior to 
filing for a state fair hearing. CMH educates members on the state fair hearing process and 
its procedures.  CMH works to resolve complaints and issues through internal mechanisms 
whenever possible.  
 
 
5.  CMH maintains a log/ record keeping system for all filed grievances and appeals (both 
oral and written).  The log indicates initial date of report of complaint to CMH, identification of 
issue/grievance, Member name and CMH #, status of grievance, resolution given and any 
needed corrective action.  This log is tallied monthly, categorized and analyzed for patterns 
as well as for potential Quality Improvement opportunities.   Gathered information is 
presented at quarterly Quality Management Committee meetings. 
 
6.      CMH reviews all grievances related to the delivery of medical care with its Medical 
Director as part of the grievance resolution process.  
 
7. Letters are sent to members filing a grievance within 10 calendar days of receipt to 
advise of receipt and again within 30 days of receipt with a written decision. Copies of those 
letters are maintained by the Quality Management Department in support of the Grievance 
and Appeal Log. Members are advised that if they are still not satisfied with resolution, they 
have the right to request a State Fair Hearing. The request for State Fair Hearing will be 
included with the resolution letter. Member is advised of this option if services have been 
denied, reduced or terminated.  
 
8.  CMH provides all information of the Grievance process to all contracted providers in 
the Provider Manual as well as in Orientation materials presented to the provider.  
 
 

CULTURAL COMPETENCY 

 
Carolina Medical Homes ensures the cultural competency of its Primary Care Network.  CMH 

utilizes the Health Resources and Services Administration (HSRA) systematic approaches 

and tools for assessing cultural competency. Cultural Competency is the integration of 

congruent behaviors, attitudes, structures, policies and procedures that come together in a 
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system, agency or among professionals to enable effective work in cross-cultural situations. 

Cultural competency assists providers and members to: 

¶ Acknowledge the importance of culture and language 

¶ Embrace cultural strengths with people and communities 

¶ Assess cross-cultural relations 

¶ Understand cultural and linguistic differences 

¶ Strive to expand cultural knowledge 

The Quality of the patient-provider interaction has a profound impact on the ability to 

communicate symptoms to his/her provider and to adhere to recommended treatment.  Some 

of the reasons that justify a provider's need for cultural competency include but are not limited 

to: 

¶ The perception that illness and disease, and their causes , vary by culture 

¶ The diversity of belief systems related to health, healing and wellness are very 

diverse. 

¶ The fact that culture influences help-seeking behaviors and attitudes toward 

healthcare providers. 

¶ The fact that individual preferences affect traditional and non-traditional approaches to 

healthcare. 

¶ The fact that the patients must overcome their personal biases within healthcare 

system. 

¶ The fact that healthcare providers from culturally and linguistically diverse groups are 

under-represented in the current service delivery system. 

Cultural barriers between the provider and member can impact the patient - provider 

relationship in many ways including but not limited to: 

¶ The member's level of comfort with the practitioner and the member's fear of what 

might be found upon examination. 

¶ The differences in understanding on the part of diverse consumers in the US 

healthcare system. 

¶ A fear if rejection of personal health beliefs. 

¶ The member's expectation of the healthcare provider and of the treatment. 

 

To be culturally competent, Carolina Medical Homes expects providers serving members 

within this geographic location to demonstrate the following: 

¶ The ability to recognize the cultural factors (norms, values, communication patterns, 

and world views) which shape personal and professional behavior. 

¶ The ability to modify one's own behavior style to respond to the needs of others, while 

at the same time maintaining one's objectivity and identity.  
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Interpreter/Translation Services 

Carolina Medical Homes provides interpreter services if needed. We will also assist you with 

those members with visual or hearing impairment.   

Following are resources available to you and your practice: 

¶ Our 24/7 Nurse Help line provides medical advice in Spanish as well as 

English. Other languages are available upon request. 

¶ CMH provides TDD/TTY access for those with hearing impairment.  

¶ CMH provides language line services to assist our members and providers 

communicate with each other when no other resource is available.  

Providers should contact our Member Services Department at 1-800-773-1108 if the above 

services are needed. We will assist in scheduling the service.  Please be prepared to provide 

date and time the service will be needed.  

 

 

 

FRAUD AND ABUSE 

 

Carolina Medical Homes works hard with you, our valued provider to detect, investigate, 

prevent and report fraudulent acts. You are our first line of defense and we want to help you 

identify some of the more common types of fraud and abuse: 

Member Fraud: 

¶ Benefit Sharing    >Impersonation Fraud 

¶ Drug Trafficking    >Misinformation    

¶ Forgery     >3rd Party Liability Fraud 

¶ Illicit Drug seeking 

Provider Fraud: 

¶ Billing for services not rendered 

¶ Billing for services not medically necessary 

¶ Double billing 

¶ Unbundling/Up coding 

Providers can help prevent fraud, waste and abuse by educating members about this and the 

potential penalties levied. Also, spending time with patients and reviewing their records for 

prescription administration will help minimize drug fraud and abuse.  
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We believe that awareness and action are vital to keeping the state and federal programs 

safe and effective. Please note that both Providers and members can report potential fraud 

and abuse anonymously.  To provide more detail for you, please see the state guidelines 

below. 

 

Excerpt from SCDHHS MHN P&P Guide 2010: 

The following set of Policies and Procedures has been developed to govern the 
disposition of fraud and abuse complaints along with the coordination of activities 
between SCDHHS and MCOs/MHNs. Their purpose is to establish policy for 
coordination and referral of complaints made against healthcare providers providing 
services under a managed care plan and beneficiaries enrolled in a managed care plan, 
in accordance with 42 CFR 455. 
 
The Division of Program Integrity and the Division of Care Management will work jointly 
with the managed care plans and medical home networks providing services to the 
South Carolina Medicaid populations in order to ensure that all complaints for fraud and 
abuse are reviewed and investigated in a timely manner and that fraud referrals are 
made when appropriate. SCDHHS receives complaints via three main mechanisms: 
The fraud hotline toll free number, 1-888-364-3224, the fraud reporting fax line 803-255- 
8224 or the Program Integrity Extranet portal address. 
 
 
Coordination Involving DHHS Fraud Hotline Complaints: 
Å If the DHHS Fraud Hotline receives a complaint about an MCO/MHN 
beneficiary/memberôs eligibility for Medicaid, the complaint is referred within 
 
three business days to the Division of Program Integrity. 
Å If DHHS Fraud Hotline receives a complaint about an MCO/MHN beneficiary / 
memberôs utilization of benefits, the complaint is referred within three 
business days to the appropriate Plan, using the DHHS secure portal to share 
information. 
Å If DHHS Fraud Hotline receives a complaint about a provider with indications 
they are in a managed care network, the complaint is referred to Program 
Integrity and Division of Care Management for preliminary screening for fraud 
and abuse and/or referral to the appropriate Plan for action. 
Å The Division of Program Integrity will capture data on complaints made 
against beneficiaries receiving services under a managed care plan. 
 
 
Coordination for Fraud and Abuse Complaints Received by Managed Care 
Organizations: 
Å If the MCO/MHN receives a complaint about a memberôs eligibility for 
Medicaid, the complaint is referred to Program Integrity. The referral is made 
within three business days using the DHHS secure portal to share 
information. 
Å If the MCO/MHN receives a complaint about a memberôs utilization of 
benefits, the complaint is handled internally in accordance with the Planôs 
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fraud and abuse / program integrity plan. 
Å If the MCO/MHN receives a complaint against a health care provider or 
subcontractor in its network, the MCO/MHN will investigate in accordance 
with its fraud and abuse/ program integrity plan. 
 
 
Fraud and Abuse Referrals: 
Å If a complaint or the findings of a preliminary investigation give the MCO 
reason to believe that fraud or abuse of the Medicaid program has occurred, 
the MCO/MHN must immediately (within one working day) report this 
information to the Division of Program Integrity. Any suspicion or knowledge 
of fraud and abuse would include, but not be limited to, the false or fraudulent 
filings of claims and the acceptance or failure to return monies allowed or paid 
on claims known to be fraudulent, on the part of members, employees, 
providers, or subcontractor. The MCO/MHN should submit all relevant 
information about the case, including its findings and the details of its 
investigation. 
Å Upon suspicion of Medicaid fraud on the part of a beneficiary/member 
enrolled in an MCO/MHN, the MCO/MHN will refer the complaint to the 
Division of Program Integrity with all supporting evidence so the complaint 
can be referred to the Medicaid Recipient Fraud Unit in the SC Attorney 
Generalôs Office. DHHS will refer the case to the Medicaid Recipient Fraud 
Unit either during its monthly meeting or as soon as possible in urgent cases. 
Å Upon suspicion of Medicaid fraud on the part of a health care provider paid to 
provide services to SC Medicaid beneficiaries, either as a participating or 
non-participating provider in the MCO/MHN, the Division of Program Integrity 
will refer the case to the Medicaid Fraud Control Unit in the SC Attorney 
Generalôs Office, either during its monthly meeting or as soon as possible in 
urgent cases. 
 
Å Division of Care Management will send a copy to Program Integrity of any 
fraud and abuse reports received from the MCOs/MHNs. 
Å For fraud cases against providers and members either initiated or referred by 
DHHS, DHHS will inform the MCO/MHN and the Division of Care 
Management when the case results in a criminal conviction, loss of benefits, 
and/or exclusion from the Medicaid program. 
 
 
 

Excluded Parties: 
 
Carolina Medical Homes, LLC ensures that the MHN as well as all contracted providers 
check the Excluded Parties List on a monthly basis and as it adds any new staff to ensure 
that it does not employ individuals who are debarred, suspended, or otherwise excluded from 
participating in Federal procurement activities and/or have an employment, consulting or 
other agreement with debarred individuals for the provision of items and services that are 
significant to the MHN's contractual obligations 
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1.  The Division of Program Integrity will send copies of exclusion letters to the Division of 
Care Management to share with Carolina Medical Homes. It will also share if an excluded 
provider is reinstated by DHHS.  These letters will contain exclusions based on fraud 
convictions as well as loss of license, patient abuse and other reasons.  CMH has established 
a review process for these letters and will act immediately to address network status of 
identified providers.  
 
2.  CMH has a specific check box on its Provider Application to address the need of all 
providers to check the Excluded Parties List administered by the General Services 
Administration. All providers that sign and attest to the items in the Application are validating 
that they do conduct this monthly review.  
 
3.   CMH Provider Manual as well as other Provider Education material addresses the 
need for checking of the Excluded Parties Listing and provides the website for providers to 
utilize: http://www.oig.hhs.gov/fraud/exclusions.asp 
 
4. The CMH Provider Agreement has language in it to support the requirement that CMH 
provider must check the Excluded Parties listing monthly (Section 4.51 of CMH Provider 
Agreement)  
 
5. Should a participating Network Provider be found to be on the Excluded Parties Listing, 
CMH will immediately issue a letter of termination with cause with information on action the 
provider must take on how to be reinstated into the network.  Copies of the letter are 
maintained in the provider file as well as in the Quality Management Department with the 
monthly log of Excluded Parties Monthly Review Report.  
 
 
 
 
 
 
 

ELIGIBILITY AND ENROLLMENT 

 
Member Eligibility Listings: 
 
The PCP l receives a listing of his or her panel of assigned members monthly.  The PCP 
should verify that each CMH member receiving services in his or her office is on the 
membership listing. If you do not receive your lists in a timely manner, please contact our 
Provider Relations Department for assistance.  For questions relating to a memberôs 
eligibility, please call 1-800 733-1108.   

 
Who is Eligible to Enter an MHN? 
Enrollment in MHN is voluntary. All Medicaid eligible beneficiaries may enroll in the 
program except those who: 
Å Are institutionalized or in a nursing home; 
Å Have limited Medicaid benefits, such as Family Planning waiver recipients; 
Å Are enrolled in another Medicaid managed care entity. 
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Enrollment should be restricted to beneficiaries who reside sufficiently near the delivery 
site or PCPôs practice so that they may reach that site within a reasonable time using 
available and affordable modes of transportation. 
 
How Is Eligibility Determined 
Individuals who meet financial and categorical requirements may qualify for Healthy 
Connections Choices (Medicaid). 
The South Carolina Department of Health and Human Services (SCDHHS) determines 
eligibility for Medicaid. An individual applying for Medicaid as an SSI recipient must 
apply at the local Social Security office. Generally, an individual who is approved for 
SSI will automatically receive Medicaid. Applications for all other coverage groups may 
be filed in person or by mail. Applications may be filed at out-stationed locations such 
as the county health departments, federally qualified rural health centers, most hospitals 
and the county Department of Social Services. Applications may be mailed to: 
 

South Carolina Department of Health and Human Services 
Division of Central Eligibility Processing 

Post Office Box 100101 
Columbia, South Carolina 29202-3101 

 
Persons who are approved for Healthy Connections Choices (Medicaid) receive a 
permanent, plastic Healthy Connections Choices (Medicaid) card. They are instructed 
to take the card with them when they receive a medical service. 
 
 
Enrollment Process 
 
SCDHHS has instituted an enrollment process for Medicaid managed care called South 
Carolina Healthy Connections Choices (SCHCC). It is currently operated under 
contract with MAXIMUS Inc. Additional details on SCHCC may be found at 
 
www.scchoices.com. Newly eligible Medicaid beneficiaries and beneficiaries going 
through the yearly eligibility re-determination process who also meet the criteria for 
Medicaid managed care participation will be informed of their various managed care 
choices. Before being assigned to a plan by SCHCC, beneficiaries who are eligible for 
plan assignment are given at least thirty (30) days to choose a plan or decide to remain 
in the fee-for-service Medicaid program. Beneficiaries not eligible for plan assignment 
may proactively enroll in a managed care plan (see Payment Categories chart below for 
a listing of eligibility types and assignment status). 
Since South Carolina operates a voluntary managed care system, current Medicaid 
recipients may enroll at any time with a managed care option. Also, once a person has 
joined or been assigned to a managed care plan, they have ninety (90) days in which 
they may transfer to another plan or to fee-for-service Medicaid without cause. After the 
90-day choice period has expired, members must remain in their health plan until their 
one year anniversary date unless they have a special reason to make a change (see 
disenrollment section for details). 
 
Enrollment Period 
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Medicaid MHN members shall be enrolled for a period of twelve (12) months contingent 
upon their continued Medicaid eligibility. The member may request disenrollment once 
without cause at any time during the 90 days following the date of the memberôs initial 
enrollment or re-enrollment with the MHN. After the end of this 90 day period, a 
member shall remain in the MHN's plan unless the member: 
Å Submits an electronic, oral or written request to disenroll or change managed 
care plans for cause which is subsequently approved by SCDHHS, 
Å The member becomes ineligible for Medicaid, and/or 
Å The member becomes ineligible for MHN enrollment. 
 
A member may request disenrollment from the MHN as follows: 
Å For cause, at any time. 
Å Without cause, at the following times: 

¶ During the 90 days following the members initial enrollment or reenrollment 
 with the MHN. This is the Member Choice Period. 

¶ At least once every 12 months thereafter. 
 

All member initiated disenrollment requests must be made to South Carolina Healthy 
Connections Choices (SCHCC), the SCDHHSôs Enrollment Broker. 
 
A memberôs request to disenroll must be acted on no later than the first day of the 
second month following the month in which the member filed the request. If not, the 
request shall be considered approved. 
 
A member may request disenrollment from the MHN for cause at any time. For cause 

disenrollment requests must be submitted to SCHCC on the appropriate SCHCC form. 
The following are considered cause for disenrollment by the member: 
Å The member moves out of the MHNôs service area; 
Å The PCP does not, because of moral or religious objections, cover the 
service the member seeks; 
Å The member needs related services (for example, a cesarean section and a 
tubal ligation) to be performed at the same time; not all related services are 
 
available within the network; and the memberôs PCP or another provider 
determines that receiving the services separately would subject the 
member to unnecessary risk; and 
Å Other reasons, including but not limited to, poor quality of care, lack of 
access to services, or lack of access to providers experienced in dealing 
with the memberôs health care needs. 
 
Prior to approving the memberôs disenrollment request, SCDHHS will refer the request 
to the MHN to explore the memberôs concerns and attempt to resolve them. The MHN 
will notify SCDHHS within 10 days of the result of their intervention. The final decision 
on whether to allow the memberôs disenrollment rests with SCDHHS, not the MHN. If a 
decision has not been reached within sixty (60) days, the memberôs request to disenroll 
shall be honored. The recipient shall be disenrolled from the first plan effective the last 
day of the month (depending upon the cut-off cycle) and will be enrolled in the new plan 
effective the first of the following month. 
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Annually, SCDHHS will mail a re-enrollment offer to MHN members to determine if they 
wish to continue to be enrolled with the MHN. Unless the member becomes ineligible 
for the MHN or provides written notification that they no longer wish to be enrolled in the 
MHN, the member will remain enrolled with the MHN. 
Enrollment is limited to 2,500 Beneficiaries (Medicaid MHN members and existing 
commercial members) per full-time physician, unless otherwise approved by the 
SCDHHS. 
 
Disenrollment 
 
Disenrollments may be initiated by (1) the member, (2) SCDHHS or (3) the Contractor. 
Member-initiated disenrollment is addressed above in the section entitled Enrollment 
Period. The MHN may conduct an initial follow up for all voluntary disenrollees. These 
members will be identified on the member listing file with a special indicator. The MHN 
may contact the member upon receipt of the monthly member listing file. However, 
follow up must be within the guidelines outlined in this guide. 
A Medicaid MHN program member who becomes disenrolled due to loss of Medicaid 
eligibility but regains Medicaid eligibility within sixty (60) calendar days will be 
automatically enrolled in the MHNôs plan. Depending on the date eligibility is regained, 
there may be a gap on the memberôs MHN coverage. If Medicaid eligibility is regained 
after 60 calendar days, the reinstatement of Medicaid eligibility will prompt the SCDHHS 
Enrollment Broker to mail an enrollment packet to the beneficiary. The beneficiary may 
also initiate the re-enrollment process without an enrollment packet. 
 
The SCDHHS will notify the MHN of the member's disenrollment due to the following 
reasons: 
_ Loss of Medicaid eligibility or loss of Medicaid MHN program eligibility; 
_ Death of a Member; 
_ Memberôs intentional submission of fraudulent Information; 
_ Becomes an inmate of a Public Institution (see Appendix A ï Definition of Terms) 
_ Member moves out of State; 
_ Member becomes institutionalized in a Long Term Care Facility/Nursing Home for 
 more than thirty (30) days; 
_ Loss of MHN's participation; 
_ Enrollment in another MCO through third party coverage; 
_ Enrollment in another Medicaid managed care plan. 
 
The MHN shall immediately notify SCDHHS when it obtains knowledge of any Medicaid 
MHN Program member whose enrollment should be terminated prior to SCDHHSô 
knowledge. 
The MHN shall have the right to contact MHN members who have been disenrolled 
when the reason for disenrollment is "ineligible for Medicaid". This means that Medicaid 
eligibility has been terminated. 
The MHN may request to disenroll a Medicaid MHN Program member based upon the 
following reasons: 
Å MHN ceases participation in the Medicaid MHN program or in the Medicaid MHN 
Program member's service area; 
Å Member dies; 
Å Member becomes an inmate of a Public Institution; 
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Å Member moves out of State or MHNôs service area; 
Å Member becomes Institutionalized in a Long Term Care Facility/Nursing Home 
for more than thirty (30) days; 
Å Medicaid MHN Program memberôs behavior is disruptive, unruly, abusive or 
uncooperative. 
Å Member fails to follow the rules of the managed care plan; 
 
The MHNôs request for member disenrollment must be made in writing to South 
Carolina Healthy Connections Choices (SCHCC), the SCDHHSôs Enrollment Broker, 
using the SCDHHS Plan Initiated Disenrollment Form in MHN Policy and Procedure 
Guide. The request must state the detailed reason for disenrollment. SCHCC will log 
this request and forward it to SCDHHS for review. SCDHHS will determine if the MHN 
has shown good cause to disenroll the member and SCDHHS will give written 
notification to the MHN and the member of its decision. The MHN and the member shall 
have the right to appeal any adverse decision. 
 
The MHN may not request disenrollment because of any adverse change in the 
member's health status, or because of the enrolleeôs utilization of medical services, 
diminished mental capacity, or uncooperative or disruptive behavior resulting from his or 
her special needs (except when his or her continued enrollment in the Plan seriously 
impairs the entityôs ability to furnish services to either this particular enrollee or other 
enrollees.) 
The same time frames that apply to enrollment shall be used for changes in enrollment 
and disenrollment. If a member's request to be disenrolled or change plans is received 
and processed by SCDHHS by the internal cutoff date for the month, the change will be 
effective on the last day of the month. If the member's request is received after the 
internal cutoff date, the effective date of the change will be no later than the last day of 
the month following the month the disenrollment form is received. A Memberôs 
disenrollment is contingent upon their ñlock-inò status (see Enrollment Period Section). 

 
 
 
 
 
 
 
 

QUALITY IMPROVEMENT 

 
Carolina Medical Homes (CMH) has developed Quality Improvement (QI) and Case 
Management (CM) programs that meet and exceed both state and federal standards.  Those 
standards include: 

¶ Provide the organization with an annual Quality Improvement (QI) Program 
Description, Quality Improvement Work Plan, and Quality Improvement Annual 
Evaluation  

¶ Coordinate the collection, analysis, and reporting of data used in monitoring and 
evaluating care, including quality, utilization, and member service 



 

27                
 
 

 

¶ Identify opportunities to improve care and develop quality improvement intervention 

¶ Identify and address instances of substandard care including patient safety 

¶ Track the implementation and outcomes of quality improvement interventions 

¶ Evaluate its effectiveness of improving care and services 

¶ Oversee organizational compliance with regulatory and accreditation standards  
 

Scope/Methodology 
 
The scope of the QI Program is integrated within clinical and non-clinical services provided 
for CMH members. The program is designed to monitor, evaluate and continually improve the 
care and services delivered by practitioners participating in the SC Healthy Connections 
Choices program. The program encompasses services rendered in ambulatory, inpatient and 
transitional settings. The QI Program will reflect the population served in terms of age groups, 
disease categories and special risk status. The QI Program includes monitoring of practitioner 
availability and accessibility; coordination and continuity of care; and other programs or 
standards impacting health outcomes and quality of life.  The methodology of the QI Program 
and activities includes the elements of: identification, performance goals and benchmarks, 
data sources, data collection, establishment of baseline measurements, trending, measuring, 
analyzing, interventions, development and implementation. 
  
 
Objectives and Goals 
 
CMHôs QI Program primary objective is to continuously improve the quality of care provided 
to Members. Improvement in health status is measured through the use of Healthplan 
Effectiveness Data Information Set (HEDIS®) information, internal quality studies, and health 
outcomes data.  

The primary goals of the CMH QI Program: 

¶ Continuously meet CMHôs regulatory requirements 

¶ Ensure the delivery of high quality, appropriate, efficient, timely, and cost-
effective health care and services 

¶ Improve the overall quality of life of members through the continuous 
enhancement of CMHôs health management programs including asthma, 
congestive heart failure, coronary artery disease, chronic obstructive 
pulmonary disease (COPD), diabetes, high-risk pregnancy and childhood 
obesity 

¶ Ensure a safe continuum of care 

¶ Improve health promotion/disease prevention messages and programs for 
members 

¶ Review performance against clinical practice guidelines 

¶ Address improvements in member satisfaction through collaboration with 
network  providers 

¶ Address improvements in practitioner satisfaction 

¶ Promote community wellness programs 
  
Performance Indicators 
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The performance indicators provide a structured framework in which to target and 
concentrate organizational (clinical and service) efforts. CMH will maintain clinical and service 
improvement projects/activities that relate to key indicators of quality. CMH will utilize data 
that is statistically valid and reliable, and comparable over time. All performance indicator 
outcomes are reported at the QIC and the Board, at least annually.  
 
Clinical Indicators:  

¶ HEDIS® Measures  

¶ SC DHHS Contract Specific Measures  

¶ Childhood Immunizations  

¶ Well-Child Visits 1st 15 Months  
Disease Management (DM) Initiatives/Programs:  

¶ Asthma  

¶ Diabetes  

¶ Congestive Heart Failure  

¶ Chronic Obstructive Pulmonary Disease (COPD)  
Service Indicators:  

¶ Member Satisfaction Survey 

¶ Provider Satisfaction Survey  

¶ Provider Access and Appointment Availability Survey  

¶ Member Operations Call Abandonment  

¶ Member Operations Average Speed to Answer (Timeliness)  
 

 

Care Coordination Program 

 
 
Introduction 
Care Coordination provides timely access to services, continuity of care, family support, and 
advocacy. Physicians often have the skill for coordination but are difficult to access and have 
minimal time available for Care Coordination activity/implementation and sometimes lack 
cultural effectiveness. Proactive Care Coordination and care planning are fundamentally 
essential for improved care quality, access to services and resources, health and function 
and quality of life as well as improved systems of care. No medical home achieves optimal 
comprehensive, coordinated and compassionate care without dedicated time and resources 
to develop. Carolina Medical Homes (CMH) believes such an investment is favorable in terms 
of cost and benefit for children and families, adults with chronic diseases, primary care 
practices and their broader health care systems. 
 
 
 
 
 
Medical Home Care Coordination ï A Definition 
CMH defines Care Coordination as primary care practices that provide team-based Care 
Coordination, delivered from the centralizing resource of a primary care medical home with 
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physician leadership and by experienced nurses, social workers, and/or comparable 
professionals. 
CMH assists primary care practices with Care Coordination by engaging in the following:  

¶ Facilitate the provision of comprehensive health promotion 

¶ Chronic condition care supported by Case and/or Disease Management 

¶ Ensure ongoing, proactive, planned care activities (care plan development); 

¶ Make effective use of specialists, and community based resources 

¶ Help improve, measure, monitor and sustain quality outcomes (clinical, satisfaction 
and cost) 
 

Care Coordination Goals  
Carolina Medical Homesô goals for the Care Coordination Program include:  

¶ The care coordination team consistently performs assessment, planning, facilitation, 
and advocacy for CMH members throughout the continuum of care. 

¶ The care coordination team performs these activities while being consistent with 
accreditation standards and standards of practice.  

¶ The care coordination team collaborates and communicates with the member and his 
or her family, the physician, and other health care providers in the development and 
implementation of a care plan that is driven by the memberôs goals for health 
improvement.  

 
Utilization Management 
Carolina Medical Homes has specific processes and reports available for utilization 
management including referral management, drug utilization review as well as compliance 
with clinical practice guidelines. The Care Coordination Team ensures appropriate 
management, oversight and follow-up for members receiving medical services.  Large 
provider groups are assigned a Care Coordination Team member and a Provider Relations 
Representative that assists the group in appropriately managing the health of their assigned 
members. CMH supports provider efforts in conducting a team approach to the overall health 
of the members.  
 
Pharmacy Utilization 
CMH endeavors to monitor memberôs behavior to assist in preventing over-utilization and 
under-utilization of prescribed medications. CMH receives pharmacy claim information from 
SCDHHS on a monthly basis. CMHôs quality assurance measures include monitoring for 
medication errors, adverse drug interactions and to improve medication compliance. On a 
monthly basis, members who are deemed to be engaged in polypharmacy receive an 
outreach call. In addition, providers who are writing the prescriptions are notified in writing.  
 
Access to Care Coordination 
All Carolina Medical Homes members are provided with access to Care Coordination via 
telephone. Members are encouraged to contact the Care Coordination Team during normal 
business hours. Access to a health care professional is provided after hours and on 
weekends via the 24-hour Nurse Help Line. Members are provided with access to all needed 
and appropriate services through their primary care provider and specialty providers as 
referred. The Care Coordination Team assists members by facilitating and monitoring any  
 
services to be rendered. The staff also discusses available community resources with the 
member.   
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Monitoring Activities 
The Care Coordination Team makes follow up calls to members at regular intervals based 
upon disease state and risk category. When a member misses his/her scheduled Care 
Coordination call, two attempts are made to reach member. This is followed up with a letter to 
the member as well as communication with the PCP.   
 
24-Hour Nurse Help Line 
Carolina Medical Homes has partnered with SironaHealth to supply a 24 hour Nurse Help 
Line (NHL) to assist members during off hours. The help line is in addition to the expectation 
that our contracted medical providers (the members' PCPs) are available to our members at 
all times. The help line is staffed with both non clinical staff for administrative or benefit 
questions and clinical personnel who are knowledgeable and prepared with nationally-
recognized, evidence-based algorithms to provide members with medical information for self-
care as necessary. However, SironaHealth also has the authority to refer members to the 
nearest emergency room as needed. SironaHealth logs all member calls and communicate 
them back to the Care Coordination Team via weekly reports. The information regarding the 
calls is be reviewed and addressed as necessary, based on the nature of each call. In turn, 
PCPs are also notified of any follow up needs as a result of calls handled by SironaHealth. 
 
 

 

Case Management 
 

Members identified with complex issues, require extensive community resources, or 

are in need of more intense interventions are referred to Case Management. Case 

Management involves registered nurses working in conjunction with members and/or their 

identified support system, PCPs, the interdisciplinary team, community-based, and facility 

based professionals (i.e., pharmacists, nurse practitioners, holistic care providers, etc.) in 

assisting members to achieve their health care goals.  Identified members with chronic, 

complex or high risk health care needs are placed into Case Management.  Primary care 

providers are pivotal in assisting in the facilitation of the process. 

Case Management is a key component within the spectrum of Care Coordination to 

meet the current demands in the health care environment.  Carolina Medical Homes (CMH) 

has embraced the Standards of Practice for Case Management (2010) as published by the 

Case Management Society of America.  The Standards include, but are not limited to: 

ÅAddressing the total individual, inclusive of medical, psychosocial, behavioral, and spiritual 
needs. 
ÅCollaborating efforts that focus upon moving the individual to self-care whenever possible. 
ÅIncreasing involvement of the individual and caregiver in the decision-making process. 
ÅMinimizing fragmentation of care within the health care delivery system.  
ÅImproving outcomes by utilizing adherence guidelines, standardized tools, and proven 
processes to measure a memberôs understanding and acceptance of the proposed plans, 
his/her willingness to change, and his/her support to maintain health behavior change.  
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Disease Management 
 
Carolina Medical Homeôs Disease Management Programs are aimed at improving the  
health outcomes for people with diseases with high prevalence in the Medicaid population.  
These include Diabetes, CHF, C.O.P.D. and Asthma. Typically Disease Management 
Programs are designed to proactively respond to a member's needs when conditions require 
care for a defined period of time.  The programs use a multi-faceted approach to achieve the 
best possible therapeutic outcomes based on assessment of Member needs, ongoing care 
monitoring, evaluation, and tailored Member and provider interventions. Our program is 
member-centered, goal oriented, and culturally relevant.   
 
The objectives of the Disease Management programs include: 

¶ Improve the care of patients with chronic disease through a proactive approach in the 
clinical office setting. 

¶ Assist the physician office to establish a plan of care according to patient needs and 
evidenced based guidelines. 

¶ Provide a system that stratifies the population for application of various interventions 
by the practitioner practice.  

¶ Provide information that can be used by the offices to empower the patient to manage 
their condition. 

¶ Enhance the patient and practitioner relationship as a partnership. 

¶ Provide current disease management information to the practice. 
 
CMHôs Disease Management Programs are a population-based approach to the clinical  
and quality management of these chronic conditions. This approach identifies individuals  
and through the use of disease-specific interventions, attempts to alter the course of the 
disease. The Care Coordination Team works collaboratively with other clinicians and licensed 
professionals to improve disease state outcomes and maximize individual Member 
functioning. Members with complex issues or the need for more intense interventions are 
referred to Case Management. Program components include mailed educational materials, 
provider education on evidence-based clinical guidelines, telephonic Member education, and 
Care Coordination. The clinical bases for our programs are national standards that are 
described in detail in each of the specific Disease Management program descriptions.  
 
The components of CMHôs Disease Management programs are:  

¶ General Educational Interventions - The goal of our general education campaign is to 
ensure that Members and providers are aware of the existence of the CMH Disease 
Management Programs and how to access them. CMH targets two audiences in its 
general education campaigns: Members and providers. Through distribution of 
disease-specific information, such as in member and provider newsletter articles and 
special mailings, CMH attempts to raise awareness in Member and provider 
populations. Along with notifying a Member with one of the targeted conditions and 
the providers treating them about our programs, these materials also provide support 
and encouragement for Members to speak with their health care providers about 
enrollment in one of the programs. CMH informs providers about services offered to 
Members with these conditions and how to use the Disease Management programs 
through the Provider Manual, the CMH Web site, provider updates, and new provider 
orientation. Educational materials are available in Spanish upon request. 
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¶ Identification of At-risk Members - CMH uses the following mechanisms to identify 
Members who might benefit from a Disease Management program:  

o Claims data  
o Pharmacy data  
o HRA results and the Nurse Help Line  
o Referrals from Case Management  
o Referrals from Members and provider  

Claims-based data sources are analyzed on a monthly basis to identify individuals 
newly diagnosed with a targeted condition. Referrals from Case Managers, providers 
and self-referral from Members occur on an ongoing basis. All Members diagnosed 
with a targeted condition are eligible.  

 
Program Steps  
All CMH members are made aware of the Disease Management Programs when they are 
sent the Welcome Letter, Member Handbook and Benefit summary.  A disease-specific 
mailing follows the Welcome letter to those members identified as described above. It 
includes: 

¶ Informational mailings about self-management of chronic disease, 

¶ How a Member identified is eligible for our program, 

¶ A description of services included in the program. 
 

 
 

Preventive and Clinical Health Guidelines 

 
CMH strives to improve health behaviors, reduce illness and improve quality of life for our 
members through comprehensive programs.  Educational materials are developed and 
disseminated to our members and health education classes are coordinated and made 
available to our members via community organizations and facilities.  
 
Our Preventive and Clinical Health guidelines are based upon valid and reliable clinical 
evidence formulated by nationally recognized professional organizations or government 
institutions. These guidelines are available on our website as well as in the Provider Manual. 
Please visit www.carolinamedicalhomes.com .  These guidelines are used for both preventive 
services as well as the management of chronic diseases.  

  

http://www.carolinamedicalhomes.com/
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