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Dear Fellow North Carolinians:

I am pleased to present the Medicaid Annual Report for State Fiscal Year 1999 - 2000.
This was a year of anticipation as the Division of Medical Assistance, along with the rest
of the world, prepared for Y2K. Significant effort went into preparing for the rollover of
1999 into 2000, especially the development of contingency plans in case computer
systems failed. Fortunately, the new millenium arrived uneventfully.

The Medicaid Program saw a year of increased expenditures after a major expansion in
January 1999, adding coverage for the aged, blind and disabled who have incomes at or
below 100% of the Federal Poverty Level. Changes in Medicaid funding of mental health
services began to evolve after the mental health managed care program entitled “Carolina
Alternatives” ended in March 1999 with a transition period through June 30, 1999.

Health Choice, a federal-state program of healthcare coverage for children in low-income
families that do not qualify for Medicaid coverage, began operations in North Carolina in
October 1998. Health Choice experienced its first full year of operation during State
Fiscal Year 2000 in which it expanded to all 100 counties. Outreach associated with
Health Choice resulted in some new eligibles for Medicaid, i.e. some children applying
for Health Choice learned that they were actually eligible for Medicaid and then enrolled
with the Medicaid Program. Efforts to simplify the application process for Health Choice

were adopted by Medicaid so that it became much easier to apply for family coverage
under Medicaid.

I invite you to read the full report to gain better insight into the Medicaid Program in
North Carolina.

Sincerel}\f,

Ns
Paul R.I%\(zi, Director
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Medicaid Policy Changes in Brief

State Fiscal Year (SFY) 2000 brought
successful new developments in North
Carolina’s Medicaid program, as well as
continuation of efforts to improve the
program’s  efficiency and  cost-
effectiveness while maintaining a high
quality of service for Medicaid
beneficiaries.  Several policy changes
supported the pursuit of these goals.

¢ Income limits increased so that
elderly, blind, and disabled people
with incomes that are at or below the
federal poverty level and with
limited assets are eligible for
Medicaid. The change was effective
January 1, 1999 and resulted in about
35,000 people becoming eligible for
Medicaid.

¢ Medicaid physician reimbursement
fees were changed to match
Medicare rates. The change resulted
in increases for most fees and should
help improve Medicaid recipients'
access to care.

¢ Definition of 'deprived child' was
changed by  eliminating the
requirement that the caretaker
relative not work more than 100
hours a month to be considered
underemployed. This. means the
deprivation requirement has been
entirely removed for eligibility of
caretaker  relatives and  aligns
Medicaid policy with Work First.

Medicaid Annual Report on the Internet

Highlights of the 2000 State Fiscal Year
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Rules were changed to identify
professionals who are allowed to
give evidence that an individual is
incompetent. Statements of lay
persons (family and friends) can no
longer be used to establish
incompetence. A duration
requirement was added requiring that
the period of incompetence must be
at least 30 days.

Reimbursement methods for ICF/MR
facilities were changed to allow
payment for services equal to a
predetermined rate which is the sum
of the provider's direct and indirect
costs plus an inflation factor.

As a result of termination of the
Carolina Alternatives waiver,
Medicaid criteria for continuing stay
in an acute inpatient psychiatric
facility were revised and clarified.
Disproportionate  Share  Hospital
(DSH) payments continued to
support hospitals that serve a
disproportionate number of
Medicare, Medicaid and indigent
patients.

You can now access this report on the Internet. The text is under Publications and the
tables are under North Carolina Medicaid Statistics. The address is:

nitp:/fwww.dhhs.state.n¢.us/dima/
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Data Synopsis

Medicaid i1s an important source of
healthcare for North Carolina’s most vul-
nerable citizens. This includes aged,
blind and disabled individuals, as wel] as
pregnant women and low-income
families who cannot afford to pay their
healthcare expenses. Also, all children
under the poverty level, and in some
cases, above poverty level, are eligible
for Medicaid in North Carolina.

As in past years, the largest proportion
(75%) of Medicaid’s service budget was
spent for services to aged, blind and
disabled individuals. The remainder,
25%, was spent on care for low-income
families and children.

In SFY 2000, 25% of the service budget
was spent on nursing facility care and on
institutional care for persons with mental
retardation. The State’s fiscal year runs
from July through June.

Total Medicaid and Medicaid-related
expenditures increased to
$5,789,133,085, a 17% increase over
SFY 1999. The amount spent for
program services was $4,796,682,219,
an increase in service costs of 11%
over SFY 1999. Table 12 on page 40
gives a detailed breakdown of these
service expenditures.

A total of 1,221,266 people were
eligible for Medicaid during SFY 2000.
This was a 3.64% increase in total
eligibles from SFY 1999,

During SFY 2000, a total of 1,200,906
people who were eligible for Medicaid
were actually recipients. Recipients
are eligibles who have used services.
Total recipients increased 2% from
State Fiscal Year 1999,

Martin  County had the highest
concentration of Medicaid eligibles in
SFY 2000 with 350 people per 1,000 of
county population on Medicaid. Orange

County had the lowest concentration of
Medicaid eligibles with 75 per 1,000 of
county population on Medicaid.

Avery County had the highest
Medicaid cost per eligible, which
amounted to $5,695. Cumberland
County had the lowest cost per
eligible, $2,955. Statewide, the average
cost per eligible was $3,809.

Prescription drug expenditures, at a level
of $755 million, was the highest total
cost of all Medicaid categories of service
rendered for SFY 2000. Inpatient
hospital expenditures, at $736 million,
was the second highest service cost,

Carolina ACCESS is North Carolina’s
Medicaid managed care patient access
and coordinated care program. All of
the state’s counties, with the exception
of Mecklenburg County, participate in
Carolina ACCESS. There were
563,552 clients enrolled in the
program as of June 30, 2000.

During Medicaid SFY 2000, the
Division of Medical Assistance received
almost $154,459,271 in rebates from
pharmaceutical companies that contract
with the State Medicaid program.

Medicaid Recipients

Of the major Medicaid eligibility
categories, the AGED and DISABLED
accounted for 75% of total expenditures,
while families and children accounted
for 25%. The AGED category, which
accounts for 12.4% of the Medicaid
recipients, used 32.1% of resources. The
DISABLED, with 16.8% of total
recipients, used 41.5% of Medicaid
resources. See the charts on pages 3 and
4 for details.
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Recipients of Medicaid Services

By Gender

Female
B81%

By Age Category

Ages 85 and

Over Ages 0-4
14% 21%

Ages 21-64 Ages 5-20
29% 36%

By Race i

Other
14%

White
43%

43%
By Eligibility Category
Aliens &
Refugees  Aged )
Special Oh_);.-gufo 129_4u/° Blind
Pregnant — 0.2%
Women & Disabled
Children # 16.8%

40.6%

Medicare
Beneficiary
AFDC 11%
Related

28.1%
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History

Congress created the Medicaid program
in 1965, It was designed as a medical
safety net for two categories of low-
income people receiving cash assistance:
¢ Mothers and children and

» Elderly, blind and disabled persons.
The federal and state governments
jointly finance Medicaid. In North
Carolina, the 100 counties also con-
tribute to the non-federal share of costs.
All states, the District of Columbia and
some U.S. tetritories have Medicaid
programs. Medicaid programs are
governed by federal guidelines, but vary
in eligibility criteria and covered
services. In North Carolina, each county
determines eligibility for Medicaid
benefits based on policies established by
the State.

North Carolina’s program began in 1970
under the North Carolina Division of
Social Services. A separate Division of
Medical Assistance (DMA) was created
within the Department of Human
Resources in 1978. From 1978 to 2000,
Medicaid expenditures grew from $307
million to $5.6 billion, and the number
of people eligible for Medicaid increased
from 456,000 to 1,221,266. During this
time period, DMA staff increased from 121
to 334 people.

In over 20 years of operation, the
programmatic complexity of Medicaid
has paralleled the growth in both
program expenditures and number of
recipients. However, DMA has
historically spent a relatively modest
percentage  of its  budget on
administration. In SFY 2000, the
administration budget was 1.3% of total
service  dollars. This level of
expenditure reflects Medicaid’s use of
efficient administrative methods and
innovative cost control strategies.

Greatly overshadowing Medicaid in
1965 was the creation of Medicare, a
federally operated health insurance
program for elderly, blind and disabled
individuals, regardless of income.

Composed of two separate programs
(Part A and Part B), Medicare is
financed through Social Security payroll
taxes, beneficiary premiums and general
revenues.

Many low-income persons qualify for both
Medicare and Medicaid. Generally, Medicare
covers acute care needs, subject to
certain  benefit [limitations. For
individuals who qualify for both
Medicaid and Medicare, Medicaid pays
Medicare cost-sharing amounts and fills
in many gaps in Medicare’s benefit
package, especially in the area of long-
term care services and prescription
drugs.

Federal Financial Participation

The Federal Government pays the largest
share of Medicaid costs. Federal
matching rates for services are
established by the Health Care Financing
Administration (HCFA). HCFA uses the
most recent three-year average per capita
income for each state and the national
per capita income in establishing this
rate. As North Carolina’s per capita
income rises, the federal match for
Medicaid declines, requiring the State
and counties to increase their
proportionate share of Medicaid costs,

The established federal matching rates
for services are applicable to the federal
fiscal year (FFY), which extends from
October 1 to September 30. The State's
fiscal year (SFY) runs from July through
June. Because the federal and state
fiscal years do not coincide, different
federal service matching rates may apply
for each part of the overlapped state
fiscal year. The federal match rate for
administrative costs does not change
from year to year. Table 1 in
APPENDIX A shows the federal
matching rates that apply for State Fiscal
Year 2000.
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Funding Formula

The federal matching rate for Medicaid
services varies from state to state based
on per capita income. Nationwide in
SFY 2000, the federal match rate varied
from a low of 50 percent to a high of 77
percent. Additionally, states may require
localities to participate in the non-federal
share of expenditures. In North
Carolina, each county contributes 15
percent of the non-federal share. During
SFY 2000, the federal, state and county
shares of total expenditures were
approximately 59 percent, 37 percent,
and 4 percent, respectively. See Table 6
in Appendix A for a detailed breakdown
of these shares.

North Carolina Medicaid
State Fiscal Year 2000
Sources of Funds

Other County
State 4%

Eligibility

As of June 30, 1999, the average
monthly number of people in North
Carolina eligible for Medicaid was
818,136, That figure increased to
850,811 for SFY 2000. See the chart on
the following page for more details.

T e - ]

Medicaid benefits are available for
certain categories of people specified by
law and are based on specific financial
(income and resources) criteria. North
Carolina’s Medicaid program has two
main components, a Categorically
Needy program and a Medically Needy
program.

Categorically Needy - The categorcally
needy group consists of people who
receive or are eligible to receive cash
assistance  payments under  other
governmental assistance programs or
who are specially authorized by law to
receive benefits. These include:

e Recipients of Work First Family
Assistance, formerly AFDC, foster
care and adoption assistance (Title
IV-E) payments, SSI (Supplemental
Security Income) payments, State and
County Special Assistance payments,
or supplemental assistance programs
to visually handicapped individuals.

e Pregnant women
¢ Infants and children up to age 19

e Persons aged 65 and above or persons
who are blind or disabled (as defined
by the federal Social Security
Administration criteria) who qualify
for Medicare Part A and have income
and assets below federal standards.

For the aged, blind and disabled, federal
regulations permit states either to accept
as categorically needy all persons found
eligible for the federal Supplemental
Security Income (SSI) program or to set
cafegorically needyeligibility criteria that are
more restrictive than SSI standards.

Until January 1, 1995, North Carolina
elected the latter approach, making it one
of 13 "209(b)" states, so-named for the
statutory citation explaining the option.
What this means is that SSI recipients
have to make a separate application to
North Carolina’s Medicaid program and
meet more stringent financial means tests to
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become eligble for coverage.  Beginning
January 1, 1995, North Carolina SSI
recipients automatically qualified for
Medicaid benefits.

Medicaid’s Medicare-Aid program pays
for out of pocket expenses for Medicare-
covered services, such as premiums,
dechictibles and comnsurance for those who
qualify. The income and resource limits
that must be met to qualify for Medicare-
Aid are higher than that necessary to
receive full Medicaid coverage.

Medically Needy — The medically needy
have the same general eligibility criteria
as the categorically needy, however they
do not receive cash assistance payments
generally because their income is higher
than state standards allow. If the income
of the medically needy individual is
higher than the allowable level, he or she
must incur medical expenses equal to the
excess income  before  becoming
Medicaid eligible.

This criterion for eligibility is known as
the Medicaid deductible or the Medicaid
“spend down.” Ironically, these people
must “spend down” to levels lower than
most eligibility requirements, i.e. to

133% of the AFDC payment level (not
to the other current income levels such
as the poverty level or the SSI payment
level).

How the Program Works

Medicaid operates as a vendor provider
payment program. Eligible famuilies and
individuals are issued a Medicaid
identification card each month. Program
eligibles may receive medical care from
any of the 59,289 providers who are
currently enrolled in the program.
Providers then bill Medicaid for their
services. Table 4 in Appendix A shows
the broad range of provider types that
Medicaid enrolls.

Medicaid provides funding for health
care for many people who otherwise
would not be able to afford care.
Medicaid is also an ongoing source of
both State and federal revenues for
North Carolina's healthcare providers,
including many public providers such as
state  hospitals and local health
departments.
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Administrative Contracts

Certain functions of the Medicaid
program are performed for DMA under
contract. Some of these include:

EDS Corporation -- DMA contracts
with EDS to perform many of
Medicaid’s administrative functions.
Currently, EDS pays claims, serves as a
focal point for provider questions and
problems, trains new providers, operates
the prior approval system for most
Medicaid services and operates the
North Carolina Medicaid Management
Information System (MMIS Plus).

During 1989, the contract for claims
processing services was competitively
bid as required by federal law. EDS won
the right to continue operating as DMA's
fiscal agent for the next four years, plus
the potential for four one-year
extensions. Since that time, all
extension options were exercised and an
additional year was negotiated. The
contract has been extended through June
30, 2004 to allow for implementation of
HIPAA standards prior to rebid.

Medical Review of North Carolina
(MRNC) -- MRNC conducts quality
assurance reviews of the Community
Alternatives Programs (CAP), nursing
facilities and the Health Maintenance
Organization contracts. See Program
Integrity Section on page 10 for
additional reviews conducted by MRNC.

First Health (FH) -- DMA contracts
with First Health to conduct pre-admission
certification and concurrent reviews of inpatient
psychiatric services for children under
age 21 and adults. First Health conducts
pre-admission and concurrent reviews in
Psychiatric Residential Treatment
Facility (PRTF'S). These reviews assure
that admissions and lengths of stay are
medically necessary and appropriate for
this population.

First Health Services Corporation
(FHSC) - DMA contracts with FHSC to
perform certain components of the
retrospective Drug Use Review (DUR)
Program. FHSC generates quarterly
recipient and provider profiles from the
paid claims computer tapes In
accordance with the DUR Board's
criteria.

FHSC has a therapeutic criteria catalog
that the DUR Board can use as is,
amend, or make additions. The DUR
Board can also elect to create new
criteria that FHSC must be able to
implement and run. The interventions
and responses resulting from the review
of these profiles are tracked by FHSC’s
software. FHSC must provide the
statistics and cost saving data for the
DUR Annual Report to HCFA. In
addition, FHSC provides ad hoc
reporting for retrospective DUR projects,
studies and reviews.

Optical Contracts - Medicaid contracts
with  the N.C. Department of
Correction’s Correctional Enterprises to
provide eyeglasses at predetermined
rates. In most cases, providers of
Medicaid eye care services must obtain
eyeglasses through this organization.

Audit Contracts - The DMA Audit
Section has contracts with two certified
public accountants to conduct on-site
compliance audits of nursing facilities
{(NF's) and intermediate care facilities
for the mentally retarded (ICF-MR) who
are enrolled in the Medicaid program.
These audits supplement DMA's in-
house audit activities and verify the
accuracy of the providers' cost reports.

In addition, DMA contracts with Blue
Cross/Bilue Shield of Tennessee to
perform Medicaid settlement activities
for rural health clinics and with BCBS of
North Carolina to perform Medicaid
settlement activities for hospitals and
State-operated NF's and ICF-MR’s.
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Cooperative Arrangements

Although DMA administers Medicaid,
other agenctes, DHHS divisions, and
State departments work closely with the
program  and  perform  important
functions.

Counties - The Department of Social
Services in each of North Carolina’s 100
counties have the central role in
determining Medicaid eligibility for their
residents. In addition, counties
contribute approximately 5 percent of
the cost of services for Medicaid
patients.

Division of Social Services (DSS) --
The DSS conducts Medicaid recipient
appeals when the person making the
application contests eligibility denials. A
disability determination unit of the
State’s Division of  Vocational
Rehabilitation determines whether an
individual is eligible for Medicaid based
on disability. This unit also makes
disability determinations for two federal
programs under a contract with the
Social Security Administration including
Title II - Social Security benefits and
Title XVI - Supplemental Security
Income.

Division of Mental Health/ Develop-
mental Disabilities/ Substance Abuse
Services (DMH/DD/SAS) - DMA
works closely with the DMH/DD/SAS to
plan for and monitor community mental
health services. Many services provided
by the mental health authorities are
covered by Medicaid. During SFY 1999,
DMA and DMH/DD/SAS operated the
Carolina Alternatives Program, a pre-
paid capitation plan in which DMA paid
a  monthly  capitation fee to
DMH/DID/SAS for mental health and
substance abuse services of Medicaid
eligible children. This program ended
June 30, 1999 returning to a fee for
services Medicaid plan. DMA and
DMH/DD/SAS also work cooperatively
to operate the Community Aliematives

Program for persons with Mental
Retardation/Developmental  Disabilities
(CAP-MR/DD).  This progam is a
valuable  resource  for  providing
community-based services as a cost-
effective alternative to institutional care
in an JCF-MR.

Division of Public Health- DMA and
the Division of Public Health cooperate
in a number of efforts to improve care
for people with HIV and AIDS. The
AIDS Care Unit in the Division operates
HIV ~ Case Management Services
(HIV/ICMS) and the Community
Alternatives Programs for Persons with
AIDS (CAP/AIDS) for DMA.

Division of Public Health, Women and
Children’s Health Section (WCH), --
WCH, within the Department of Health
and Human Services (DHHS), operates a
variety of healthcare programs. Medicaid
pays for many of the services that are
offered through WCH. WCH and local
health departments also play a central
role in the operation of Baby Love, a
care coordmation program designed to
assure appropriate medical care for
pregnant women, and the Health Check
Program which provides preventive and
other health care services for children.
Both programs are discussed in more
detail in the "Special Programs” section
of this report.

Division of Aging (DOA) -- DMA and
DOA staff work together on many issues
that are important to the aged population.
Jointly, DMA and DOA design a long-
range plan of services for the elderly in
North Carolina. In particular, DMA staff
routinely  participate m  policy
development projects on housing and in-
home aide services.

Division of Facility Services (DFS) --
DFS has the responsibility for certifying
and monitoring facilities in North
Carolina. DFS ensures that all patients,
including those covered by Medicaid,



receive quality care if they reside in a
facility.

Department of Public Instruction
(DPI) -- The Individuals with
Disabilities Education Act (IDEA) is the
federal law requiring education-related
services to be provided to pre-school and
school aged children with physically and
mentally challenging conditions. DMA
works with DPI to provide Medicaid
funding for those related services that are
medically indicated, such as speech,
physical and occupational therapies.

Covered Services

North Carolina Medicaid covers a com-
prehensive array of services to treat
eligible enrollees when they become ill.
Preventive services include annual
physicals for adults and child health
screenings provided under the Health
Check  program.  Although  North
Carolina’s program is called Health
Check, many providers are accustomed
to referring to 1t by its federal name, the
Early and Periodic Screening, Diagnosis
and Treatment (EPSDT) Program.
Additional details are discussed in the
"Medicaid In Depth" section of this
report.

Medicaid imposes certain standard lim-
itations on services including a limit of 24
visits to practitioners, clinics and
outpatient departments and a limit of six
prescriptions per month. There are ex-
ceptions to these limits for preventive
care to pregnant women, children
eligible for Health Check, people with
life threatening conditions, participants
in the Community Alternatives Programs
(CAP) and other selected groups. Table
5 in Appendix A lists Medicaid services
for SFY 2000.

Some services require nominal co-
payments and others require prior
approval. Both requirements ensure that
care received is medically necessary.

o
North Carolina Medicaid Backg
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Service limitations and co-payment
requirements are discussed in more
detail in the "Medicaid In Depth" section
of this document.

Rate Setting

Prospective payment rates and fee
schedules are very important in controlling
Medicaid program costs. Taking into
account the level of funding provided by
the North Carolina General Assembly,
payment rates are established according
to federal and State laws and regulations.
DMA reviews, monitors and adjusts fee
schedule amounts. See "Medicaid in
Depth" for more information about the
payment mechanism that is applicable to
each type of service.

Program integrity

DMA’s program integrity efforts are
designed to promote program efficiency
and effectiveness. The following are
some of the specific efforts toward that
goal.

Medicaid Eligibility Error Rate
Reduction -- The Quality Assurance
(QA) Section of DMA has the
responsibility of monitoring the accuracy
rate of eligibility determinations made by
the Department of Social Services in
each of North Carolina’s 100 counties.
The QA staff conducts both federally
mandated quality control reviews and
State-designed targeted reviews. This
review process looks at both active and
denied cases. Corrective actions are
taken whenever appropriate. Error
trends, error-prone cases and other
important error reduction information
are communicated quickly to eligibility
staff. Eligibility supervisors then
conduct evaluations and training and
make the necessary adjustments to
eliminate errors and to prevent future
mistakes.
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North Carolina has never been penalized
for exceeding the three-percent federal
tolerance level for payment error rates.
North Carolina’s low payment error rate
is the result of the partnership between
DMA and North Carolina's counties.

Recovery of Overpayments -- DMA
Program Integrity efforts include:

o Identifying providers and recipients
who abuse or defraud the Medicaid
program

o Identifying and recovering provider
and recipient overpayments

e FEducating providers or recipients
when errors or abuse are detected

« Protecting recipients’ rights

e Evaluating the medical claims
processing procedures for accuracy
and improvement.

Four investigative units of the Program
Integrity Section refer cases of suspected
fraud or abuse to the Medicaid
Investigations Unit of the Office of the
Attorney  General.  The  Quality
Assurance Unit supports the recipient
fraud staff in each of the county
departments of social services to handle
those county investigations. A summary
of Section activities follows:

State Fiscal Year 2000

Provider Activities:

Investigations Opened 1732
Cases with Overpayment 1193
Dollars Collected $4,443,083
County DSS Recipient
Investigations:
Cases Opened in SFY 2000 1951
Dollars Collected $1,255,046
Healthcare Facility Audit
Activities:
Audits 593
Dollars Collected $10,784,802

Total Collected $16,482,931

These amounts do not inciude loss
avoidance  from  interventions  or
improvements made to policy or claims
payment processes.

The Surveillance and Utilization Review
Subsystem (S/URS) of the Medicaid
Management Information System identifies
providers and recipients whose patterns
of practice and use of services fall
outside of the norm for thetr peer group.

Utilization Control and Review -- The
Division of Medical Assistance operates
several other programs directly or under
contract to make sure that Medicaid
funds are spent appropriately. These
programs are designed to prevent and
recover incorrect payments. Prior
approval and prior authorization for
services ensure that planned care is
appropriate for the Medicaid client’s
needs. EDS operates the prior approval
system for most services.

DMA also has contracted with MRNC to
evaluate DRG coding to identify
improper reimbursement maximization
and other potentially fraudulent billing
practices. First Mental Health is under
contract to conduct pre-admission,
concurrent and post-payment reviews of
inpatient psychiatric admissions for
children under 21. In addition, paid
claims are reviewed periodically and
those that differ significantly from
established norms are analyzed to
determine whether the services are
medically necessary and appropriate.

Third Party Recovery (TPR) -- Medi-
caid is, by law, the payer of last resort.
As a condition of receiving Medicaid
benefits, recipients agree to allow
Medicaid to seek payment from avail-
able third party health care resources on
their behalf.  All other third party
resources must be used before Medicaid
dollars are spent. These resources, such
as health and casualty insurance and
Medicare, are important means of
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keeping Medicaid costs as low as
possible.

In SFY 2000, insurance coverage and
refunds from a variety of sources were
all increased over the prior year resulting
in reduced Medicaid expenditures. For
example, when a person is eligible for
both Medicare and Medicaid, the
primary payer is Medicare. This cost
avoidance policy saved our Medicaid
program $937,272,541, a 9% increase
over last year.

TPR also implements cost avoidance
procedures that identify private health
insurance plans that provide medical
coverage to North Carolina Medicaid
recipients. These insurance carriers paid
$158,002,122 (a S6% increase over last
year) on behalf of Medicaid patients.

Additionally, claims totaling
$111,704,144 (a 10% increase over last
year) were returned to providers with
instructions to file with other insurance
carriers,

North Carolina’s Medicaid agency
continues to receive national recognition
for its efforts in recovering third party
payments.  During SFY 2000, TPR
significantly increased recoveries from
the following sources (Note: TPR
recovered $16,574,881 more dollars in
SFY 2000 than in the prior year, an
increase of 69%, resulting primarily
from increased productivity of staff and
contractors, investment in automation
and improved utilization of computer
software capabilities.):

TPR RECOVERY COMPARISON
SEY 1999 vs. SFY 2000

Source of Recovery: SFY 2000
Medicare $4,059,383
Health Insurance $24,689,113
Casualty Insurance $9,656,402
Absent Parent $432,827
Estate Recovery $1,690,240
Totals $40,527,965

SFY 1999 % Increase
$2,408,384 69%
$10,637,066 132%
$9,179,130 5%
$369,006 17%
$1,359,498 24%
$23,953,084 69 %
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Medicaid offers a comprehensive array
of services for program eligibles.
Federal law requires coverage of some
services, but States can elect to cover
other service options. All services must
be determined to be medically necessary
in order for Medicaid to pay for them.

Th following is a list of services that
require a co-payment and the amount of
the co-payment:

STATE FISCAL YEAR 2000

Medicaid Copayment Amounts
SERVICE CO-PAYMENT
Chiropractor Visit $1.00
Dental Visit $3.00
Optical Service $2.00
Optometrist Visit $2.00
Outpatient Visit $3.00
Physician Visit $3.00
Podiatrist Visit $1.00
Prescription Drug

(Including Refills) $1.00

Co-payment amounts do not apply to the
following services:

» Family planning services
+ Services to pregnant women
¢ Community Alternatives Program
services
Services to children under age 21
Services for nursing facility
residents
Mental hospital patients
Hospital emergency room
services

e Any services to Community
Alternatives Program (CAP)
participants

e Rural health clinic services
¢ Non-hospital dialysis treatments

Medicaid in Depth

e State-owned mental health facility
coverage

e Services covered by both Medicare
and Medicaid

e Services to enrollees of prepaid plans

Mandatory Services

At a minimurn, all state Medicaid pro-
grams must cover a core set of health
services.  The following mandatory
services are provided for Medicaid
recipients in North Carolina:

Inpatient Hospital Services --

Medicaid covers hospital inpatient
services, based on medical necessity,
without a limitation on the length of
stay. Special restrictions apply to abor-
tions, hysterectomies and sterilization.
Hospital services are paid on the basis of
diagnosis related groupings (DRG’s).

Hospital Outpatient Services --

Outpatient services are covered subject
to a limitation of twenty-four medical
visits annually. This limitation does not
apply to emergency room visits, which
have no limits. A $3.00 per visit co-pay-
ment applies except for certain exempt
groups and services. Hospital outpatient
services are paid to the provider at 80
percent of actual operating costs.

Other Laboratory and X-ray --
Laboratory and x-ray services are cov-
ered when ordered by a physician. These
services are covered in a variety of
settings. Payment for these services is
based on a statewide fee schedule.

Nursing Facility Services -- Nursing
Facility  (NF) services are federally
mandated and covered for Medicaid
recipient’s aged 21 and older in need of
NF level of care. The State also has
chosen a federal option to cover NF
services for people under age 21.
Prospective patients must be pre-
certified by a physician in order to



receive nursing facility care. Nursing
facility services are paid on a prospective
per diem rate.

Physician Services -- Physician services
are covered subject to an annual 24-visit
limit.  Selected surgical procedures
require prior approval. A $3.00 co-
payment is required on physician
services except for certain exempt
groups. Payment is made based on the
physician’s actual charge or the statewide
Medicaid fee schedule amount,
whichever is less. Medicaid uses the
American Medical Association’s Current
Procedural Terminology (CPT) coding
structure as a basis for physician service
reimbursement.

Home Health Services -- Medicaid
covers visits provided by certified home
health agencies for skilled nursing
services, physical therapy, speech-
language pathology services and home
health aide services for patients needing
such care in their homes. Under Home
Health, Medicaid also pays for medical
supplies for these patients. Home Health
agencies are paid the lower of their
customary charge to the general public
or a maximum per visit rate established
by DMA for each type of service.

Health Check Services -- The Health
Check program (referred to as EPSDT in
federal regulations) provides child health
screening checks and  necessary
diagnosis/treatment. Also, referral for
treatment of health problems detected
during the screening of a Medicaid
recipient 20 years of age or younger is
offered. Health Check services do not

count toward the annual 24-visit
limitation and no co-payment is
required.  Private providers, county

Health Departments and Community,
Rural, Migrant and Indian Health
Centers all participate as Health Check
providers. For a complete description of
this program, see Health Check Program
on page 19 under “Special Programs”.
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Family Planning Services -- Medicaid
covers family planning consultation,
examination and treatment prescribed by
a physician. Sterilization and abortions

are permitted under limited
circumstances and require  special
documentation and approval. Payment

is made based on the type of provider
furnishing the particular service.

Federally Qualified Health Centers
and Rural Health Centers -- Certain
clinics that meet federal requirements are
designated as Federally Qualified Health
Centers (FQHC's) or Rural Health
Centers (RHC's). Services provided by
these facilities are not subject to co-
payments. FQHC's and RHC's are
reimbursed their reasonable costs as
required by federal faw.

Durable Medical Equipment --
Durable medical equipment suitable for
use in the home is reimbursed via a fee
schedule.

Nurse Midwife and Nurse Practitioner
Services -- Nurse midwives practicing in
accordance with state law are reimbursed
at the same rates as physicians for those
services which they are authorized to
perform.

Medical Transportation -- Federal

regulations  require  coverage  of

transportation to medically necessary
covered services. The NC Medicaid

Program meets this requirement by:

1. Medically necessary ambulance
transportation is covered.

2. County departments of social
services establish a local
transportation network, which may
range from providing bus tokens to
using county employees in county
owned  vehicles to  transport
Medicaid recipients. These county
transportation costs may be billed as
a benefit cost or as an administrative
cost, depending upon  service
delivery. Federal and State funds are
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then used to match the county
expenditure. See Table 1 In
Appendix A for all of the matching
ratios.

3. Residents of nursing facilities and
adult  care  facilities receive
transportation (other than medically
necessary ambulance services) from
the facilities in which they reside.
Medicaid makes a per diem payment
to the facility on behalf of each
Medicaid eligible resident in order to
reimburse the nursing facilities for
these transportation costs.

Optional Services

Federal law permits States to cover ad-
ditional services at their option. Where
these services are categorized as
“optional”, they must be provided to all
children under age 21 when the medical
necessity of such services are confirmed
through a Health Check screening. The
following are optional services North
Carolina Medicaid covers:

Intermediate Care Facilities for the
Mentally Retarded (ICF-MR) --
Services in ICF's-MR are covered for
those who are mentally retarded or who
have a related condition. ICF-MR
facilities must meet certification
requirements relating to provision of
habilitation services and basic
intermediate care services. Intermediate
care facilities for the mentally retarded
are paid prospective per diem rates.

Personal Care Services in Private
Residences -- Medicaid Personal Care
Services (PCS) cover in-home aide
services in a private residence that
perform personal care tasks for the
patient who, due to a medical condition,
needs help with such activities as
bathing, toileting, moving about, and
keeping track of vital health signs. The
services may only be performed in the
patient’s residence. While in the
patient’s home, the aide may also
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perform essential home management and
housekeeping tasks for the patient,
though secondary to the personal care
tasks necessary for maintaining the
person’s health. The care is provided
according to a plan of care developed by
a registered nurse and authorized by the
patient’s physician.

Medicaid payment is available up to the
number of hours authorized on the plan
of care, not to exceed 80 hours per
month. PCS is provided by licensed
home care agencies enrolled with DMA.
The agency is paid the lesser of the
agency’s usual customary charge and the
Medicaid maximum allowable rate.

Please see page 22 for a review of
personal care services in adult care
homes.

Prescription Drugs -- Medicaid covers
most prescription drugs for all recipients
and insulin for diabetic patients. Drug
coverage is limited to six prescriptions
per month unless it is shown that
additional medication is needed for
treatment of a life-threatening illness or
disease. Recipients may use only one
pharmacist per month, except in the case
of an emergency. A $1.00 per
prescription co-payment applies, except
for certain exempt groups. Payment for
drugs is based on the average wholesale
price less 10% plus a $5.60 dispensing
fee or the usual/customary charge to the
public, whichever is less.

Dental Services -- Most routine dental
services are covered, such as exams,
cleanings, fillings, x-rays and dentures.
Additional preventative services are
covered for children eligible under the
Health Check Program. Prior approval
is required for some dental services. A
per visit co-payment of $3.00 applies for
all recipients, except for exempt groups.
Payment is made on the basis of a
statewide fee schedule.
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Eye Care Services -- Medicaid covers
medical eye examinations, corrective
eyeglasses, medically necessary contact
lenses and other visual aids. Prior
approval is required for all visual aids
and various optical services/exams.
There are limitations regarding the
frequency of doctor visits and the
number of dispensed visual aids during
specific eligibility periods. A $3.00 co-
payment is applicable to opthamologist
visits, while a $2.00 co-payment applies
to optometrist visits. Although a $2.00
co-payment is generally required for new
eyeglasses, eyeglass repairs and contact
lenses, there are some exemptions.

Through a contractual agreement,
Medicaid  eyeglasses are supplied
through the North Carolina Department
of Correction’s Nash Optical Plant,
located in Nashville, North Carolina.

Providers must obtain Medicaid
eyeglasses  through this laboratory
unless, due to extenuating

circumstances, prior approval is granted.

Hearing Aid Services -- Single and
binaural hearing aids are covered once
every four years for Medicaid recipients
under 21 years of age. FM systems are
covered for preschool children ages 4
and above. An ENT specialist, otologist
or otolaryngologist must submit a prior
approval request, accompanied by an
audiological report documenting the
medical necessity of the hearing aid(s).
Exceptional requests for replacement or
new aids due either to breakage that is
not covered by manufacturer warranty,
loss of aid or recipient growth also
require prior approval. There are no co-
payments for hearing aid/hearing aid
Services.

Mental Health Services -- Patients that
have a plan of treatment developed by
and on file with an Area Mental Health
Program, are offered outpatient mental
health services, partial hospitalization
and emergency services through Area
Programs. Visits do not count against

limit.
are paid a

the annual 24-visit outpatient
Arca Program Centers
negottated service rate.

Additionally, wvisits to independent
psychiatrists, physicians and to Ph.D and
MA  psychologists employed and

supervised by a physician are covered for
mental health services. Prior approval is
required for outpatient visits following
the first two visits. Private practice
psychiatrist visits count against the
annual 24-visit outpatient limit and a co-
payment applies when applicable.

Payment is made on a fee schedule basis
for outpatient visits. Inpatient State and
private mental health hospital services
are covered for recipients over age 64 or
under age 21. Payments to psychiatric
hospitals are based on each hospital's
actual allowable and reasonable costs.

Adult Health Screening Program--
The Adult Health Screening Program is
not a mandatory service but comple-
ments the Health Check program for
people age 21 and older. The program
covers a comprehensive annual health
assessment for the Medicaid client with
the expectation that the health screening
will prevent a serious illness through
early detection and treatment of
illnesses.  Certain components of a
health assessment must be included to
qualify for payment. The screening
applies toward the annual 24-visit
outpatient limit and a $3.00 co-payment
applies. Payment is based on the type of
provider that performs the screening.
County health departments, clinics, and
private physicians may conduct annual
screenings under this program.

Other Optional Services -- A variety of
other optional services are available
under the North Carolina Medicaid
program.  Limited services by chir-
opractors and podiatrists are covered and
paid on the basis of a statewide fee
schedule. Other optional services
include Hospice, Private Duty Nursing,
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Ambulance Transportation and Case
Management Services to meet the needs
of specific groups of Medicaid eligible
people.

Maternity/Child Health
Initiatives

Providing preventive medical services
and basic medical care for North Caro-
lina’s mothers and children are a con-
tinuing priority for the Medicaid Pro-
gram. Several times since 1987, the
North Carolina General Assembly has
authorized Medicaid to take advantage
of options in federal Jaw that expand
coverage for pregnant women and child-
ren with family incomes up to varying
percentages of the federal poverty level.
For pregnant women and for infants
under one year of age, the maximum
income to qualify for Medicaid is 185
percent of the federal poverty level. See
Table 3 in Appendix A for a description
of 2000 Federal Poverty Level amounts.

Medicaid pregnant women who qualify
under the Baby Love Program receive
comprehensive maternity health care

benefits for the duration of their
pregnancy through the postpartum
period. The infant automatically

qualifies for program benefits and is
enrolled in the Health Check Program.
This program provides coverage for
health screenings, immunizations,
vision, hearing and dental check-ups on
a regular basis. Participants are also
eligible to receive medically necessary
care to treat any physical or mental
condition identified under this program.

States are required to provide coverage
to children ages 1 — 5 in families with
income below 133 percent of poverty.
Also, Federal Law mandates Medicaid
coverage for all children above age 6 and
born after September 30, 1983 at 100%
of poverty. The North Carolina General
Assembly authorized the Division of

Medical Assistance to take advantage of
an option to cover children under 19
years of age at 100 % of the federal
poverty level. In SFY 2000, these
initiatives  helped 79,179 pregnant
women and 469,003 children.

SPECIAL PROGRAMS
Baby Love

The Baby Love Program, implemented
in October 1987, is designed to help
reduce North Carolina's high infant mor-
tality rate by improving access to health
care and the service delivery system for
low-income  pregnant women and
children. The Division Of Medical
Assistance and the Division of Public
Health, Women’s and Children’s Health
Section, jointly administer the Baby
Love Program in cooperation with the
Office of Research, Demonstrations and
Rural Health Development.

Through the Baby Love Program,
pregnant women receive comprehensive
care from the beginning of pregnancy
through the postpartum period. In
Federal Fiscal Year 1999, Medicaid
covered 40.9% of all deliveries in North
Carolina. Infants borm to Medicaid-
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services such as transportation, housing,
job training and day care. In State Fiscal
Year 2000, 26,123 pregnant women
received MCC services.

Specially
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In addition to MCC services, Maternal
Qutreach  Workers, specially-trained
home visitors, work one-on-one with at-
risk families to provide social support,
encourage healthy behaviors and ensure
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that families are linked with available
community resources. Originally funded
by the Kate B. Reynolds Healthcare
Trust and Medicaid, the Baby Love
Maternal Outreach Worker Program has
expanded from 21 pilot projects to 69
approved programs located in various
agencies across North Carolina.

The benefit package of covered services
also has been enriched through the Baby
Love Program to include childbirth and
parenting classes, in-home skilled
nursing care for high-risk pregnancies,
nutrition  counseling,  psychosocial
counseling and postpartum/newborn
home visits.

Evaluation of the Baby Love Program
demonstrates that women who receive
the services of a Maternity Care
Coordinator average more prenatal visits
per pregnancy, have a  higher
participation in the Women, Infants and
Children (WIC) Program and are more
likely to recetve postpartum family
planning  services. Likewise, their
children are more likely to receive well-
child care and WIC services. Mothers
who have a Maternity Care Coordinator
have better birth outcomes.

The infant mortality rate' for Medicaid
recipients in North Carolina has fallen
from 14.9 in 1987, the year the Baby
Love Program started, to 9.25 in 1998,
the last year for which we have complete
data.

Health Check Program

North Carolina expanded the federal
Early and Periodic Screening, Diagnosis
and Treatment (EPSDT) Program (which
has been in existence since Medicaid
began) to form the Health Check

! Deaths per 1,000 births. Infant deaths are
counted if they occur at birth or anytime during
the first year of life.

Program in 1993. EPSDT serves as the
standard for providing healthcare to
Medicaid recipients under the age of 21.
The purpose of the Health Check
Program 18 to facilitate regular
preventive medical care and the
diagnosis and treatment of any health
problem found during a screening.
There is no separate enrollment in
Health Check. If someone is eligible for
Medicaid and is under the age of 21,
they automatically receive Health Check
Services.

An integral part of the Health Check
Program is a special initiative called the
Health Check Outreach Project. Sixty-
two counties participate in this outreach
effort by having specially trained Health
Check Coordinators work to reduce
barriers and educate families on the
importance of preventive health services.
Recently, a plan was endorsed by the NC
Health Directors’ Association to expand
Health Check Coordinators statewide.
This plan will eventually place health
check coordinators in all counties by
reallocating existing positions. The
Managed Care Section in the Division is
the administrative entity for the Health
Check Program and coordinators. The
Managed Care Section works in close
collaboration with The Division of
Women and Children’s Health to
provide guidance to the project counties.

The  Health  Check  Automated
Information and Notification System
(AINS) is a computerized system for
identifying and following Medicaid-
eligible children (birth through 20 years
of age) with regard to their activities in
the health care system. It enables Health
Check Coordinators across the state to
determine  which  Medicaid-eligible
children in their respective counties are
receiving regular and periodic Health
Check screenings, immunizations and
referrals  for special health care
problems. The system sends notices to
the parents of Medicaid-eligible
children, notifying them of the Health
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Check Program, scheduled screening
appointrments, missed appointments,
immunizations and available programs
and services. For children enrolled in
managed care, the name of the Carolina
ACCESS primary care provider appears
on letters sent to providers to whom
referrals arec being made. For children
enrolled in an HMO, the name of the
managed care plan appears on the letter.

Access to and utilization of health care
services for Medicaid eligible children
and youth have improved since the
initiation of this very important program.

LONG-TERM CARE

Medicaid spends a large portion of its
service dollars (38%) on long-term care.
Long-term care services comprise
nursing facility care, intermediate care
facilities for the mentally retarded, aduit
care home personal care services and a
variety of home and community-based
services. In SFY 2000, 100,495 people
received Medicaid long-term care
services in North Carolina costing a total
of $1,739,020,113. The average cost per
recipient was $17,305 for the year.

Many people consider home and
community-based long-term care to be a
cost-effective and preferable alternative
to  institutionalization. Therefore,
Medicaid recipients can receive several
home-based services such as home
health, durable medical equipment and
hospice. In addition, North Carolina
provides the Community Alternatives
Program (described below) as another
option for home and community care.

Community Alternatives
Program

North Carolina operates four programs
to provide home and community care as
a cost-effective alternative to insti-
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tutionalization.  These are known as
"waiver" programs because standard
program requirements are waived to
allow the program to operate. The
waiver programs provide some services
that otherwise are not covered under
Medicaid.

CAP/DA Program:

The Community Alternatives Program
for Disabled Adults (CAP/DA) provides
a package of services to allow adults
(age 18 and older) who qualify for
nursing facility care to remain in their
private residences. The program is
available in all North Carolina counties
and has served approximately 12,030
people in SFY 2000 at less cost than
nursing facility care. The average daily
cost of CAP services was less than 75%
of the average Medicaid Nursing Facility
cost.

CAP-MR/DD:

The Community Alternatives Program
for Persons with Mental Retardation or
Developmental  Disabilities  (CAP-
MR/DD) provides community services
to individuals of any age who qualify for
care in an intermediate care facility for
the mentally retarded (ICF-MR). The
Division of Mental ‘Health,
Developmental Disabilities and
Substance Abuse Services manages the
daily operation of the program under an
agreement with DMA. The program is
available statewide through local area
mental health, developmental disabilities
and substance abuse programs. CAP-
MR/DD served approximately 35,664
people in SFY 2000 at an average cost
that was less than 40% of the average
cost of ICF-MR care.

CAP/C:

The Community Alternatives Program
for Children (CAP/C) provides cost-
effective home care for medically fragile
children (through age 18) that would
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otherwise require long-term hospital care
or nursing facility care. Approximately
337 children participated in CAP/C in
SFY 2000. The program contributed to
the quality of life for the children and
their families/caregivers, while
providing care that was cost-effective in
comparison to the Medicaid cost for
institutional care.

CAP/AIDS:

The Community Alternatives Program
for Persons with AIDS (CAP/AIDS)
offers a home care alternative to nursing
facility care for persons with AIDS as
well as children who are HIV-positive
with  other qualifying conditions.
CAP/AIDS is a cooperative effort with
the Division of Public Health’s AIDS
Care Unit. The AIDS Care Unit
administers the program with DMA
providing oversight. This program began
in late 1995 and is still developing
statewide. Approximately 40 people
were served in SFY 2000 at an average
cost significantly less than the average
Medicaid cost of nursing facility care.

Overall, the CAP programs have been
very successful in giving individuals a
choice and maintaining costs at the same
time. The programs have allowed those
who otherwise would be institutionalized
to remain with their family in familiar
surroundings.  All of these benefits
accrued at a cost saving to Medicaid in
comparison with the cost of institutional
care.

Nursing Facility Care

There are times when nursing facility
care is the best option for Medicaid
recipients. All Medicaid nursing
facilities are required to provide skilled
nursing (SN) and intermediate care (IC).
Nursing facility reimbursement rates
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differ based on whether a resident
requires skilled or intermediate level of
care. In SFY 2000, 31,879 Medicaid
recipients received skilled care in a
nursing facility costing a total of
$421,644,842,

In addition, 23,364 recipients received
intermediate care costing a total of
$362,600,603. In SFY 2000, Medicaid
recipients occupied 70.3% of the nursing
facility beds in N.C. See the table
below. All Medicaid recipients must
have prior approval authorization issued
for admission to a nursing facility.
There is also a federal requirement for
pre-admussion screening and annual
resident review (PASARR) to screen
applicants and .residents of Medicaid

certified nursing facilities that are
suspected of mental illness, mental
retardation or conditions related to

mental retardation.
Spousal Impoverishment

The Spousal Impoverishment Provision
of the Medicare Catastrophic Coverage
Act of 1988 allows a spouse living in the
community to keep a larger portion of
the couple’s income when the other
spouse requires nursing home care. This
allows an institutionalized spouse to
receive Medicaid without impoverishing
the at-home spouse.  The total income
and resources amount that may be
protected for the at-home spouse
increases each year. As of January I,
2000, the resource protection limit is one
haif the couples’ assets but no less than
$16,824 and no more than $84,120. The
standard monthly income allowance is
$1,407 and can be raised as high as
$2,103. (NOTE: The income of the
spouse living at home is considered in
determining whether an allowance is
budgeted).
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NURSING FACILITY — LICENSED BEDS AND MEDICAID USAGE
Yeat Nursing Facility Medicaid NF Avg. Medicaid Use of
Licensed Beds Monthly Recipients Licensed Beds
1995 39,686 29,879 75.3%
1996 40,122 30,679 76.5%
1997 40,625 31,985 78.7%
1998 43,276 33,038 76.3%
1999 39,361 32,800 83.3%
2000 45,973 32,324 70.3%
Adult Care Home Personal Care The eligibility income limit for

Services

In the 1995 Legislative Session of the
North Carolina General Assembly,
coverage began for personal care
assistance provided to residents who are
eligible for Special Assistance for Adults
(SA) and Medicaid. Beginning January
t, 1986, Medicaid covered “enhanced”
adult care home personal care (ACH/PC)
and adult care home case management
services (ACH/CMS) for certain
residents of adult care homes who met
the Medicaid criteria for being a “heavy
care” resident.

The Adult Home Personal Care Services
Program served 27,726 residents in SFY
2000 for a total’ expenditure of
$83,103,030.

Medicare-Aid

In February 1989, North Carolina began
a new program of healthcare financing
assistance to elderly and disabled Med-
icare beneficiaries, as mandated by
federal law. The program, known as
Medicare-Aid, allows Medicaid to pay
low-income Medicare beneficiaries’ cost-
sharing expenses, such as deductibles,
Medicare premiums and coinsurance
charges.

Medicare-Aid is 100 percent of the
federal poverty level. Effective January
1, 1993, coverage was added to pay the
Medicare B premium for those
individuals who are Medicare-Aid
eligible having incomes too high to
qualify for the basic plan.  These
individuals are called Specified Low-
Income Medicare Beneficiaries. To be
eligible, their income must be within
101-120 percent of the federal poverty
level.

In January 1998, coverage was expanded
to two new groups of Medicare
beneficiaries. Individuals with incomes
between 120% and 135% of the federal
poverty level can qualify for payment of
Medicare Part B premiums. Individuals
with incomes between 135% and 175%
of the federal poverty level can receive
reimbursement for a portion of the cost
of their Part B premium. The
reimbursement amount 1s set annually by
HCFA. These new groups are called
“Qualifying Individuals.” Federal law
mandates their eligibility and funding is
capped.

In State Fiscal Year 2000, 14,344
recipients benefited from Medicare-Aid.
Total cost for this coverage was
$2,184,591.



Medicaid in Depth

Drug Use Review Program

North Carolina Medicaid established a
Drug Use Review (DUR) Program as
required by OBRA of 1990 to ensure
that outpatient drugs dispensed to
Medicaid recipients are appropniate,
medically necessary and are not likely to
result in adverse medical effects.

The DUR program is characterized by
the following four major components:

¢ DUR Board - A DUR Board is
composed of five licensed and actively
practicing physicians, five licensed and
actively practicing pharmacists, two
other individuals with expertise in drug
therapy problems and the DMA DUR
Coordinator. The DUR Board makes
recommendations to DMA on DUR
policies and procedures.

e Prospective DUR -- Prospective
DUR requires that, prior to dispensing,
the pharmacist must screen for potential
drug therapy problems and counsel
patients about the medications they are
taking in order to enhance patient
compliance.

¢ Retrospective DUR -- Retrospective
DUR is an ongoing periodic examination
of Medicaid claims data and other
records to identify patterns of behavior
involving physicians, pharmacists, and
individual Medicaid recipients
associated with specific drugs or groups
of drugs and the appropriate treatment of
disease states. These analyses are based
on predetermined standards established
by the DUR Board. North Carolina
contracted with First Health Services
Corporation to provide the computer
support for the retrospective DUR.

* Education -- Education is the key to
an effective DUR Program. The DUR
Program must provide ongoing outreach
programs to educate physicians and
pharmacists about common drug therapy
problems with the goal of improved
prescribing and dispensing practices.
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The Drug Use Review Program uses a

Provider Profiling System to
complement the retrospective patient-
based drug utilization reviews. This
systemn is designed to be a retrospective
characterization of drug use pattems.
The Provider Profiling System identifies
any prescribing and dispensing practices
that deviate from accepted norms. These
norms may be defined by the Board,
taken from published literature or
modified as needed. The Provider
Profiling System is criteria driven and
accommodates client-specific  criteria
within any of 12 broad problem types.
Since the primary focus of the DUR
Program is educating providers about
common drug . therapy problems to
improve prescribing and dispensing
practices, the providers who are profiled
receive educational letters with profiles
of each recipient who receives the
medication and prescribing information
related to the patient’s drug therapy.

Health-Related Services
Provided in Public Schools &
Head Start Programs

In strengthening the commitment to
provide a comprehensive array of
services to the children of North
Carolina, DMA is paying for physical
therapy, occupational therapy,
audiological services, speech/language
services and psychological services.
These services are provided to eligible
clients in the public school system by
Local Education Agencies (LEA's) or
through local Head Start Programs.

Independent Practitioner Program

In addition to the above, the Medicaid
program also enrolls and reimburses
independent practittoners who provide
physical therapy, occupational therapy,
respiratory therapy, speech and language
therapy, and audiological services to
children (birth through 20 years old).
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Managed Care

Managed Care

Managed care options for Medicaid
recipients are now available in all 100
counties. There are 600,360 Medicaid
recipients enrolled in a managed care
plan. Options  include  Carolina
ACCESS (which includes ACCESS II
and ) and Risk Contracting with State
licensed HMOs.  All managed care
options operate under the authority of
1915(b) of the Social Security Act.
Eligibility to participate in a managed
care plan is mandatory for a majority of
Medicaid recipients in North Carolina.

Although recipients of
Medicaid/Medicare ~ are  optionally
enrolled in Carolina ACCESS, they are
not enrolled in HMOs, Medicaid

recipients who are in long-term care
facilities are not enrolled in any managed
care plan. Managed care options are as
follows:

¢ Carolina ACCESS: A primary care
case management model (PCCM),
characterized by a primary care
physician gatekeeper.

¢ ACCESS II & III: These programs
build on the Carolina ACCESS
program by working with local
providers and networks to better
manage the Medicaid population
with processes that impact both the
quality and cost of healthcare

¢ Healthcare Connection: A
program operating in Meckienburg
County requiring mandatory
enrollment in an HMO for a
majority of Medicaid recipients in
that county.

¢ Risk Contracting: DMA contracts
with HMOQOs in selected areas to
provide and coordinate medical
services for certain Medicaid
eligibles on a full risk capitated
basis. In these areas, recipients may
choose between a participating HMO
and Carolina ACCESS. The State of
North Carolina must license all
HMOs that contract with DMA.
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For all of these healthcare models the
objectives are:

» Cost-effectiveness
Appropriate use of healthcare
services

* Improved access to primary
preventive care

Carolina ACCESS

North Carolina’s Patient Access and
Coordinated Care Program was designed
to provide a more efficient and effective
healthcare delivery system for Medicaid
recipients. It serves as the foundation of
the Managed Care Program for Medicaid
in the State. Carolina ACCESS brings a
system of coordinated care to the
Medicaid Program by linking each
eligible recipient with a primary care
provider (PCP) who has agreed to
provide or arrange for healthcare
services for each enrollee. By improving
access to primary care and encouraging a
stable doctor-patient relationship, the
program helps to promote continuity of
care, while reducing inappropriate
utilization and controlling costs.

The program was implemented in April
1991 through the cooperative efforts of
the Division of Medical Assistance and
the North Carolina Foundation for
Alternative Health Programs. Partial
funding was provided through a grant for
the Kate B. Reynolds Healthcare Trust.

Five counties were selected for a pilot of
the program and by December 1998
expanded to 99 counties (Mecklenburg
County does not have Carolina
ACCESS). As of June 2000, there were
563,552 Medicaid recipients enrolled in
Carolina ACCESS. This is 74.28% of
all Medicaid clients eligible in June
2000.
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Managed Care

ACCESS 11 &1l

ACCESS I & HI were initiated in July
1998 and aim to build on Carolina
ACCESS by working with local
providers and networks to better manage
the Medicaid population with processes
that impact both the quality and cost of
healthcare. ACCESS I includes local
networks comprised of Medicaid
providers who have agreed to work
together to develop the care management
systemns and suppeorts that are needed to
manage enrollee care. . This model also
includes a statewide network of large
Carolina ACCESS practices who have
agreed to work together to develop
collaborative systems for managing care.
ACCESS I includes countywide plans
that are community partnerships
involving physicians, hospitals, health
departments, departments of social
services and other community providers.
Networks are assuming responsibility for
managing the care of Medicaid eligible
populations in the entire county. Plans
are distinguished by the following
features:

» Local collaboration and community
focus to better meet the needs of the
Medicaid population

¢ Population-based and identifying at-
risk enrollees

¢ [mplementing targeted
management initiatives

e Developing and measuring defined
budget and utilization targets and
quality indicators

¢ Strengthening the community
“safety-net” that is in place to serve
the expanding indigent population.

carc

Healthcare Connection

Healthcare Connection was implemented
in Mecklenburg County in July 1996. It
is mandatory for certain Medicaid
recipients in Mecklenburg to enroll in an
HMO that has contracted with the State.
As  of Jupne 2000, enrollment in

Healthcare Connection stands at 40,267,
An evaluation of this program performed
by a research team at the University of
North Carolina at Charlotte concluded
that Healthcare Connection had been
cost-effective for the State and county.
The evaluation also found patient
satisfaction to be high overall with an
improved access to general healthcare.
In Mecklenburg County, the options for
Medicaid recipients are as follows:

The Wellness Plan

United Healthcare

South Care

C.W. Williams (an FQHC which
operates on a fee-for-service basis,

but also manages patient care much
like Carolina. ACCESS)

Risk Contracting

Managed care initiatives in North
Carolina began in 1986 when a full-risk
contract was signed with Kaiser
Permanente to serve AFDC-eligible
people in Durham, Mecklenburg, Orange
and Wake Counties. In 1997, Kaiser
ended its contract with the State, opting
to serve Medicaid eligibles as a
Carolina ACCESS provider in three of
the four affected counties. In February
1998, Kaiser ended its participation as a
fuilly capitated health plan option in
Mecklenburg County.

The State has entered into contracts with
other HMO’s and expanded HMO
enroliment opportunities to Gaston
County Medicaid recipients in the winter
of 1997. HMO options were expanded
in the Triangle Area during the winter of
1998 and the Triad Area in the fall of
1998.

Total enrollment in HMO’s for the
optional counties is 541 as of June 2000.
The following HMO’s have contracted
with the State to serve Medicaid

recipients as an option with Carolina
ACCESS:

o The Wellness Plan



Managed Care

- QGaston County
e United HealthCare
- Davidson County
Forsyth County
- Guilford County
- Rockingham County

Carolina Alternatives Program

Carolina Alternatives was a Mental
Health Managed Care model designed to
better organize and deliver mental health
services to Medicaid eligible infants and
children ages 0-17.

Eligible children were linked to area
Mental Health Programs that were
responsible  for  providing  and/or
arranging for all medically necessary mental
health and substance abuse services for these
children. Each eligible child in need of
care received an assessment. A care
coordinator then located appropriate
community-based services for the child
and worked with the child’s family and
the care provider to develop a plan for
treatment.

e RS e —————————————————

The program began January 1, 1994,
through ten areas Mental Health
Programs and was in 32 counties around
the state. The development of the
program was made possible through a
grant from the Kate B. Reynolds
Healthcare Trust. The Division of

Medical Assistance, the Division of
Mental Health, Developmental
Disabilities, and Substance Abuse

Services, the North Carolina Foundation
for Alternative Health Programs and the
Office of Rural Area Mental Health
Programs coilaborated to develop this
program. The program ended June 30,
1999 when participating programs
concluded that adjusted fee-for-service
upper limits were inadequate to meet the
cost of rising demand for service.
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North Carolina Health Choice for Children

NC Health Choice for Children

NC Health Choice for Children (NCHC)
began enrolling children on October 1,
1998. The program operates under a fee-
for-service model that is similar to the
NC Teachers and State Employees
Comprehensive Major Medical Plan.
The base plan is the same as that made
available at full premium purchase to the
children of State employees and
teachers. It is enhanced by vision, dental
and hearing benefits and benefits for
special needs equivalent to the Medicaid
program. The third party administrator of
the program is Blue Cross and Blue
Shield of North Carolina. Families
whose children are not eligible for
Medicaid who have been uninsured for
two months and whose family income is
up to 200% of the federal poverty level
are eligible for the program. The highest
volume service has been the provision of
eyeglasses. The program has averaged
filling 32 prescriptions daily for
eyeglasses since it began.

As of the end of June 2000, there were
65,129 children enrolled in NCHC. Of
these; 68% were from families with an
income below 150% of the poverty level
and 32% with an income above 150% of
the poverty level.

NCHC’s enrollment rates are among the

best in the United States. In fact,

NCHC’s efforts have been tagged

“cutting edge” by federal officials in

HCFA. This is attributed to:

» Active Outreach Coalitions in each
of the State’s 100 counties

e The county coalition expertise
generated in counties through Smart
Start

¢ The commitment on the part of all
levels of government to the goal of
increasing the numbers of children
with health insurance.

Active outreach efforts are underway in
all 100 counties. Counties are engaged in
outreach in schools, churches, day care
centers, minority health clinics, school
based health clinics, local industry and
local discount retailers and through
media efforts including the wuse of
billboards, local radio stations and

- newspapers. Counties have been given

target enroliments.

The majority of NCHC participants are
Medicaid "graduates”, usually children
in families who have begun to eam
income too high for Medicaid but who
are still within the NCHC limits.
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Table 1
North Carolina Medicaid
State Fiscal Year 2000
Federal Matching Rates

Benefit Costs
(7/1/99 - 9/30/99)

Family Planning All Other
Federal 90.00% 63.07%
State 8.50% 31.39%
County 1.50% 5.54%

Total 100.00% 100.00%

Benefit Costs
(10/1/99 - 6/30/00)

Family Planning All Other

Federal 90.00% 62.49%
State 8.50% 31.88%
County 1.50% 5.83%
Total 100.00% 100.00%

Administrative Costs
{7/1/99 - 6/30/00)

Skilled Medical .
Personnel & MMI8* All Other
Federal . 75.00% 50.00%
Non-Federal 25.00% 50.00%
Total 100.00% 100.00%

*MMIS - Medicaid Management Information System

28




ouw/9/0'es

"OW/629'2$

ow/ggl'zs

BUON

oW/e99'LS |ow/Lgy’ LS | "ouw/08L 1S ouygeed | ow/g69%

W 821nosay

JHWIT BLWodU|

000°¢ ${000c ¢ paiqesig’pung'paby
000t ¢ 000t $|oo00't  $|000F $1000°€ $ UBIDIUD B s3liLe
YW @2unosay 2jqonpap
SIY} spaaoxs e Buneaw Jaye pieaipaw J0] aiqibia aq
awoaw Ajyiuow auyy| Asw s))iq eaipaw ybiy aaey oym pue asoqe
yonw moYy uo paseq payioads sHWI| SWODUI By} 198W jou op
ouw/eey$  ow/0r$ | Towy//9e$ | oW/ LLES | ow/erEd S| 9|quionpsp a4l oym sienpiaipul - umopuadg/s|qionpag
0009 $|000% $ iy ecInosay
owGeEL LE | OW/SERS JHWI} BWODU| ‘Ajuo swinnusaad
g ued aleoipay sAed preapapy .
0009 $|000v $ L somosey
‘sjuswiAed-00 pue $a|qIoNpap
ou/gess | ow/gegs pua sweou)|  ‘swiniwald auedipa)y Jof sAed preaipsiy .,
- ¥ Wed aigaipap aaey
OUM SUOSIB - SalleIdljauag aledIpay
000 $j0002C ¢ Jui sanosay
‘spiepuels AJunoag [e10os
ow/gesd | ow/969% g swooul|  Ag pajqesiq Jo pung (G9 ofe Jeno) paby
oot $(000t  $|000t $|000E $j000tc $ WM sdinosay ‘Yluow e sinoy Q| uey} ssa] bunjiom 10
palejoedeoul ‘peap ‘swoy ay) o jno ale
sjuased s pjiyo aul Jo Yiog Lo 2Uo uaym
paiejal are Asyj woym o} g1 =26 aapun
uR.p{Iy Yyum aal oym (sjuaied Ajjensn)
ow/gp9$ | ow/pess | ouyppSd | ow/elibg | TOW/Z9ES WM swosy| s{enplApul - saAneaY 1ajelaie)
000t $[000ct $|000t ¢$|oo0'E $jo00c $ T 92IN0soY
‘ow/grag | ow/peSs | ouypEeS | ow/gibg | TOW/Z9ES JILF BuIoau) 0z pue g | abe uaip(Iyy

g1 ybnouy g abe uaippyo

BUON

“Juir 80Inosay

MU BLIooUY

G yBnoayl | ebe uaipiyD

ow/esL oL |

ow/Zlz'ed {ow/068 LS | ow/e9s LS | owsbet e | ow/ages

auop
ow/agz’ 1§

W 2oinosay

| efie 1opun ualpiiys pue uawopn lueuliaig

S

14

£

[4

L

-AZIS ANV

dNOHO

splepuels AliqiBy3 [efoueul predtpsiy
000Z 182A [€0Si4 9lelS
pleoipaly euljoJe) YUoN

¢ 9lqel

29



preaipay 404 AHjigibi3 |eloueuly
€ a|qel

006'6E $|2IL69E$ Prs'og $ 956’61 $ S
POLYE $ | 8¥S°1ES 089'cg $ cS0'LL $ 14
80e'8c $ | ¥81L'9C$ g8ceel $ 091L'vL $ €
00522 $ | 028'0c$ |26L'SLS | v96'vL $ | 00S'eL S | 9se'tt $ 2
VBLLL $|+v062 $ [ PPL'9 $iv0L9L $|9Sv'SL S |08 LES [SHL LS | 02001 S |2se's 1
VS TINW ISS %00¢ %G8 | %SE L %EE | %021 %00l (9215 Ajwey
0002 A4S
(lenuuy) Alianod jo abejuaoiad
uo paseq

30



Table 4
North Carolina Medicaid
State Fiscal Year 2000
Enrolled Medicaid Providers

Providers Number
Physicians® 33,787
Dentists 3,715
Pharmacists 2,203
Optometrists 1,398
Chiropractors 1,364
Podiatrists 470
Ambulance Companies 368
Home Health Agencies** 180
Durable Medical Equipment Suppliers 4,134
Intermediate Care Facilities-MR ' 330
HMOs 5
Hospitals 626
Mental Health Clinics 198
Nursing Facilities 965
Domicile Care 2,384
Personal Care Agencies 607
Rural Health Clinics 146
CRNA 70
Nurse Midwives 64
Hospices 73
CAP Providers 910
Other Clinics 11
Other 5,271
Total 59,289

* The count of physicians reflects each provider number
assigned to an individual physician or a group practice

of physicians. Most physicians practicing in a group have

an individual provider number in addition to the group number.
Also, physicians who practice in mulliple settings are

included once for each practice setting.

**Includes Physical, Speech, Occupational and Home Infusion
Therapy services.
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Table §
North Carolina Medicaid
State Fiscal Year 2000
Medicaid Covered Services

1 Ambulance Transportation
2 Case Management for:
Pregnant women
*  High risk children (0-5)
Chronically mentafly ill adults
*  Emotionally disturbed children
*  Chrenic substance abusers
" Adults & Children at risk of
abuse, neglect, or exploitation
¥ Persons with HIV Disease
3 Chiropractors
4 Clinic Services
5 Community Alternatives Programs {CAP)
6 Dental Care Services
7 Domicile Care
8 Durable Medical Equipment
9 Health Check Services (EPSDT)
10 Family Planning Services
11 Hearing Aids (for chitdren)
12 HMO Membership
13 Home Health Services
14 Home Infusion Therapy Services
15 Hospice
16 Inpatient & Outpatient Hospital Services
17 Intermediate Care Facilities for the
Mentally Retarded (ICF-MR)
18 Laboratory & X-Ray Services
19 Mental Hospitals (age 65 & over)
20 Migrant Health Clinics
21 Nurse Midwives
22 Nurse Practitioners
23 Nursing Facilities (NF)
24 Optical Supplies
25 QOplometrists
26 Personal Care Services
27 Physicians
28 Podiatrists
29 Prepaid Health Plan Services
30 Prescription Drugs
31 Private Duty Nursing Services
32 Prosthetics and Orthotics (children)
33 Rehabilitative Services
(under the auspices of area mental health programs)
34 Rural Health Clinics
35 Specialty Hospitals
36 Transportation
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Table 6

North Carolina Medicaid
State Fiscal Year 1999 & 2000
Sources of Medicaid Funds

- SFY 1999 Percent
Federal $ 2,988,767,566 60.6%
State* $ 1,301,768,010 26.4%
Other State  $ 417,445,559 8.5%
County $ 226,155,462 4.6%
Admin -Other not available
Total $ 4,934,136,597 100.0%

SFY 2000
$ 3,405,578,752
$ 1,429,745,564
$ 661,374,876
$ 213,520,774
$ 78,913,119

$ 5,789,133,085

Percent

58.8%
24.7%
11.4%
3.7%
1.4%

100.0%

* State appropriation of funds

Source: BD701, The Authorized Monthly Budget Report for the period ending June 29, 2000
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Tabie 7

North Carolina Medicaid

State Fiscal Year 2000

Uses of Medicaid Funds

Total Percent of Percent of Users of Cost Per
Type of Service Expenditures Total Dollars Svc. Dollars ~ Services* Service User
Inpatient Hospital 736,135,229 12.7% 15.3% 188,441 3 3,906
Outpatient Hospital 272,258,247 4.7% 57% 511,679 532
Mental Hospital »65 & <21 23,063,625 0.4% 0.5% 2,547 9,055
Physician 432,332,656 7.5% 9.0% 1,022,362 423
Clinics 303,962,885 5.3% 6.3% 298,971 1,017
Nursing Fagcility (Skilled) 423,583,541 7.3% 8.8% 29 462 14,377
Nursing Facility (intermediate} 386,455,052 6.7% 8.1% 23,627 16,357
ICF-MR 382,313,189 6.6% 8.0% 4757 80,369
Dental 57,586,942 1.0% 1.2% 219,902 262
Prescription Drugs 754,505,194 13.0% 15.7% 817,779 923
Home Health 120,042,028 2.1% 2.5% 81,624 1,471
All Other Services 687,236,522 11.9% 14.3% 758,628 906
Subtotal Services 4,579,475,109 79.1% 95.5%
Medicare Premiums:
(Part A, Part B, QMB, Dually Eligible) 165,457,105 2.9% 3.4%

HMO Premiums 51,750,006 0.9% 1.1%
Subtotal Services & Premiums 4,796,682,219
Adjustments, Cost Settlements & Transfers 283,682,693 4,9%
Disproportionate Share Payments 374,257,526 6.5% **
Transfer to State Treasurer 106,170,396 1.8%
Subtotal Services, Premiums & Other 5,560,792,834 96.1%
DMA Administration 69,251,716 1.2%
DMA Totat Expenditures 5,630,044,550 97.3%
Adrmin Costs of other DHHS agencies for
which Medicaid Federai match was
received, including county administration. 159,088,535 2.7%
Grand Total Medicaid Related Expenditures $ 5,789,133,085 100.0%
Total Recipients (unduplicated)*** 1,200,906
Total Expenditures Per Recipient (unduplicated) $ 4,821

“Users of Services" is a Duplicated Count. Recipients using one or mere services are counted in each service category.
Additional payments for hospitals providing services to a higher than average number of medicaid patients.
“Tetal Recipients” is unduplicated, counting recipients anly once during the year regardless of the number or type of services they use.

3

Note: Numbers may not add due to rounding.
SOQURCES: State 2082 Report -SFY 2000, PER Report YTD June 2000, BD701 Report June 2000 and HCFA-64 quarterly reports covering SFY 2000,
Note: Users of Services in All Other Services is obtained from the State History table by taking a nonduplicated count of the number of users.
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North Carolina Medicaid

Table 8

A History of Medicaid Expenditures

SFYs 1979-2000

Fiscal Year

1979
1980
1981
1982
1883
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998

1999
2000

WO A h A B A h D A B H e A ¢ h B & B B e O

Expenditures

379,769,848
410,053,625
507,602,694
521,462,961
570,309,294
657,763,927
665,526,678
758,115,890
861,175,819
983,464,113

1,196,905,351

1,427,672,567
1,942,016,092
2,478,709,587
2,836,335,468
3,550,099,377
3,550,468,230
4,113,344,777
4,640,421,917
4,715,733,033

4,934,136,597
5,789,133,085

Percentage

Change

N/A
8%
24%
3%
9%
15%
1%
14%
14%
14%
22%
19%
36%
28%
14%
25%
0%
16%
13%
2%
5%
17%
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Table 10
North Carolina Medicaid

State Fiscal Year 2000
Total Expenditures and Eligibles by County

% of Medicaid
2000 EST. NUMBER OF EXPEND, PER CAPITA ELIGIBLES Eligibles
COUNTY  MEDICAID TOTAL PER EXPENDITURE PER 1,000 by County Based
COUNTY NAME POPULATION ELIGIBLES EXPENDITUHES ELIGIBLE =~ AMOUNT RANKING POPULATIDN on 2000 Population

"8,463,004
26,374,764

S 1e41 $
6,585 $

740,580, 20,605
25,286,195
g 571501

.,; - R
BEAUFORT
BEHTIE

BUNCOMBE
BURKE

194,353
84,583

DL e
130,378,658
60,851,818

3,662,938 3,980 543 79 136 13.60%
07772 4178 sso 76 134 13z

CAMDEN 6,748 918
CARTERET. 53,120 7,913
e / A

1o &

11.54%
22 24%

bk
23,418,599
_ 23,935,880

CHATHAM
CHEROKEE

]
69,642,465
7 322,92

CLEVELAND
COLUMBUS

CURRITUCK 2,315
DARE

7,608,372 435 04 132 13.23%
12,367 557 :

©wr o

DUPLIN 44,502 10787 § 39,746,244 3,685 893 29 242 24.24%

DURHAM 203,357 29817 % 121 905 044 4,088 599 71 147 14.66%
CORSIHGE NS S SO Sl orn e ST f2.54%
GASTON 181,362 30,463 $ 124,360,336 4,082 686 53 168 16.80%
GRANVILLE ' 45,450 6714 § 29 994 336 4,467 aéo 58 14 14.77%
GREENE 18,298 3890 % 15,052,148 3,869 : 3 35 213 21.26%
COTEGAD 7,668,7 ;

16,516 $ 54,323,900 3,289 637 63 194 19.36%
8

HARNETT
HAYWOQOD 36,077,714
proy - s oot

23,187,001
5,940,492

7454 §
1253 §

; ' 3 3Lt B BRIk 3‘ 5
JOHNSTN 112,154 18,93¢ & 67 613 142 3,570 603 70 169 16.85%
JONES 9,305 2,107 § 8,750,207 4,153 940 23 226 2264%




2000 EST.
COUNTY

Table 10 (Cont.)
North Carolina Medicaid
State Fiscal Year 2000
Total Expenditures and Eligibles by County

% of Medicald
Eligibles
by County Based
on 2000 Population

LINCOLN 60,080
MACON _ 40,644
MKDE’S”’ON R SRR
MAREL
MCDOWELL 25,708
MECKLENBURG 842,245

109,746
e

[PENDER 38,971
PERQUIMANS

POLK
RANDOLPH

16,925
126,316

ROCKINGHAM
ROWAN

SCOTLAND
STANLY

WAYNE

YADKIN
YANCEY 16,841
STATE TOTAL 7,650,699

is billed for its computable share.

B30T
187 Binnnig 6,639 $3526,045;

20,949
148,286

NUMBER OF EXPEND. PER CAPTIA ELIGIBLES

MEDICAID TOTAL PER EXPENDITURE PER 1,000
COUNTY NAME POPULATION ELIGIBLES EXPENDITURES ELIGIBLE AMOUNT  RANKING POPULATION
7826 $ 31876484 § 4073 §$ 53 82 130
4882 § 18,573,836 120

3760?§s$

13’65 ¥ih

6599 $ 26, 390 634
80442 § 270,898,502

40,503,740
56,481,147

17,895 § 55,999,521
39,064,403

bt B

29,760, 033
7,864,865

8 746 675
62,249,779

11,647,118
18 59?’_ 648

17,508, 188
77 046 045

4678 § 20,993,600
3181 § 14,385,158

1,221,266 $4,652,016,181 §

Sourge: Medicaid Cost Calculation Fiscal YTD June 2000,
Nete:  Data reflect cnly net vendor payments for which the county

13.03%

13.22%
13.68%

17.22%
14.84%

870%
19.60%

12.95
18.89%

15.96%

3%



Table 11
North Carolina Medicaid
State Fiscal Year 2000
Medicaid Service Expenditures by Recipient Group

Eligibility Group
Total Elderly

Aged
Medicare-Aid (MOQBQ & MQBB)

Total Disabled

Disabled
8lind

Total Families &Children
AFDC Adults (> 21}
Medicaid Pregnant Women Coverage(MPW)
AFDC Children & Cther Children
Medicaid Indigent Chifdren{MIC}

Aliens and Refugees

Adjustments Not Attributable
To A Specific Category

Total Service Expenditures
All Groups

99/00

15.3%

0.2%
10.2%

6.4%

6.4%
10.4%

4.8%
23.2%
2.1%
5.7%

-1.3%

7.3%

Total Percent Percent SFY 2000 SFY 1999
Service of Service  Total of Expenditures Expenditures Percent
Dollars Dollars Recipienis Recipients Per RecipientPer Recipient Change
$ 1,559,417,908 32.5% 162,533 13.5% $ 9,594 3§ 8,318
1,541,163,711 32.1% 149,027 12.4% 10,342 10,316
18,254,197 0.4% 13,506 1.1% 1,352 1,226
$ 2,016,505,202 42.0% 204,232 17.0% 9,874 9,276
1,991,190,533 41.5% 201,878 16.8% 9,863 9,270
25,314,969 0.5% 2,354 0.2% 10,754 9,744
$ 1,212,330,805 25.3% 825,296 6B.7% 1,469 1,402
276,192,007 5.8% 137,190 11.4% 2,013 1,634
199,041,760 4.1% 72,766 6.1% 2,735 2,680
267,542,973 5.6% 200,188 16.7% 1,336 1,264
469,554,064 9.8% 415,162 34.6% 1,131 1,146
$ 26,993,251 0.6% 8,845 0.7% 3,052 2,844
$ (18,565,646} -0.4%
$ 4,796,682,219 100.0% 1,200,906 100.0% 3,894 § 3,669

8.9%

Note:Total Service Expenditures does not include:

Disproportionate Share Payments
State & County administrative costs
Transfer to State Treasurer
Adjustments and cost settlements

TOTAL

$ 374,257526
69,251,716
106,170,396
283,682,693

$ 833,382,331

See Table & for more details regarding all sources of Medicaid funds.
Source: SFY 2000 Program Expenditure Repert and 2082 Report.

39



["AluC SBIAIES PRIBNCD-BIESIREN) BERAACD BIAD UBNCIY] SITB(IEAR BIB UBL) SEIIAIIS BIOU BPMOL] SAINIPUadXs 'IiNse) B 5y "Jeek aL Jo pus aul 18 SgingD Se siqibie siem oym esoy) 1of S2INIpUads 519919

"8sBD) 131504 Wl UBIPRYD JaulG Jo 'sebesanos paielay DOJY 10 INYL U L2 96e JapUn SERpIMPUYUBIRING YHEOS Sapnisul ..
-afe9n00 paleiad a4 10 INY1 Japun 1eA0 ¢ 12 abe sienpmipur 10 soanod uswop, JuruBald YHEOS SSpUn peJaADS S|BRRIAIPY Sapnoy

"$1500 UONBAISIUIWEY AUN0S PUE B1BIS pue Sisen sreys sleuoiodesdsiq suswallies ‘yNg AQ pessasoid sLawIsaipe SpNiout 10U Op S8AKPUSHNT (B0 L PURIY (BI0N

(9v9'595°81) LST'E66'9Z 280'160°IEL §
£06'st el 666'695'€T
- (2T £14'095'€2
822 LL1 {(t5) A=A
(sze'ge L) - -
{oss'vig'al) LE1'D669T 8E0'LZSELL
{sgt'29z! 8965'E9 861'868'92
{(6:6'8E) - 196'8
{g89'c2) z8s'ez VRS r
{i8t'€3) 1248 592'4ev'ee
{aLE'ap) - 0/8'L8
(ge6'aLE) 258 ¥LE'srL
(584'5) - 689°6p%
{ovt'ebp) - £0L'170°2
{geL'sLe) - -
{6£9'905) $SE'PET S8Z'8YE6
{eg9'LLE) Z16'64 128'ceL 0L
fare'szL) IS6'ELL S60'¥ES'SE
(6v8°7E) - 06%'80b°E
riz'ge) 00g's leg'6L
{g11'¥5E) FLE §592'22
(6v5'59E'E) 258'604 202'ver'9LL
(z1v'ese's) L16'965'S BEB'00L'BEL
(ce¥'a2) - 095'91Lp'01
{e61) - -
(0z9'sey'F) 68E'F8S ELL'SES'PO
(eLL'sya'y) ¢ ele'gtsL'sl ¢ £59'98£'302%
Xiobae) EEERIETY ey UAIPIYD
oyoads v 01 ¥ suslly

s|geIngaieun
sjuawisnipy

g9L'ceg'siy  §

£E6'06166'L

$ 69s'vicsz $

560'220'51 %

012'eov'el 00Z'LibES §8.'9Z€°1L LIS 166 YL
0£0'802'g1 9/6'v08°S1 100'6LL -
181'652 gr1'999'0% £09'9¥G 119166 L

- g.0'9 9.1'609 -
855°042'29r YEL'CLL'BER"L +81°'996°cT povoe
892'196'81 6LV PPSEE £99'zee -

5008 LS0'GR9°EE 690'vL2 #09'62
PEL'LOP'S £9F'050°¢ ERL'EE -
£2E'1E 542'960'L 8599 -
£6E'E81L 290'voL's 69981 -
868'05E SSE'1LLE'VE SZEPZLL -

- ¥29'086'L 1 - -

- £90'9L PLL AL1LpR'L -

- L5€'1¥S'6E £¥5'898'L -
196'959"Y L26'66€'18 950'690't -
21528118 ¥r6'P2S 668 Ze0'8Ee's -
65'€60'6 182'099'GL 162'E11 -
Z65'LE 88 PP E5E 66£°69.0 -

564 8€2'9.8'LE 9¥6'29€'L -
650/ 0LE'008'95 £51'592'L -
G10'261'88 PL2'BLO'0FL 218604 61
18¥'845'€01 ZLL'BOLPEL £85'581°L 19€
S6LLL £L4L'050' g969'2 -

- - (18g's) -
a52'cLP'se £96'255'E1LL GGE'LGH -
ZPE'PEP'SOL §  ELE'6SR'9ZE  § 009'SHP'S - $
NPy 13010 pe[qesig pung RuQ winniaig

a ued
3dDW+IEON

101°2€2'E $

S66°LL0°L
808'8506't
8161

o0LP5L'E
8- 4]
eLL'e
Z09

0lg
ebl'e

FAS: 4T
5LO'L88

989'c
Pov'Ess
698vZZ ¢

KIETSijausg
aieopan
paient

DEON

LLL'E9L LPS'L §

PeT AP LEL
8L
SZEPFL'LL
266°10L°0F

Liv'iLe'ser')
991'568'6
1¥9'6/6'ES
#89'LL

£9%
268'S62'v
B66'2EY L9
£5¢'vOE'S
916'829'LEL
990'8¥0'vE
929°220'0L2
$90'981 'L
6LE'860'8L

Obe’'95e'ese
S0L'B61'99€

892'160'41
S69'EE1'0G
6£1'209'8
899'291'1€
155°168'61  §

paby

S
%L1
%9E
%8G

%S 56
%B'L
%8l
%TC
%l 0
Ay
%51
%0
%B'E
%3I'E
%G
Y%l
%e' L
%08

%8
%88

%E'Q
%0'6
%ED
%e0
%Ll'§
%E'S|

siefjog
ELITSETS
jo yuasiag

612'T89'96L'r $

roz'ile
900'0§L'1S
666'8Y8 vet
90L'809'0F

BOL'SLP'6LS'Y
Oy L0V V8
9E1'1P6'9R
0ES'L06°E1
£58 LIS PE
9£9'169'6
996'616'26
8.5'¥2E'2L
068°6.2' 18k
¥60'E22'SLE
820'E90'02E
P61'S0S'PSL
2rE'985'/S
68L'ELE'2aE

2S0'SSr98E
;m.mmm.,__mmv

588'296°C0E
999'2EE"TEY
€42'99b'FL
25E°L65'8
L¥E'852°eLE
622'GE1°9EL

leloL

swinpwald pue
S92|AIDS 1RO} puBIY
SWintuialdg [el0f
SUINURG OWNH
SWAIwald g Led
SWniwald ¥ Ued
alleoIpay]
SI2IAISG [B10],
a0l g =IO
e awoH JInpy
Ael-y g qe
(1oeus wiesH) 1asd3
aoidsoH
whmo _NCOmum&
UsupiuD/dvd
papieiay All2usiN/dyD
UNRY PRIQESIG/dYD
yieeH auioH
sbrug uondussarg
HAlT=Tg|
(pepieiey Afejuay)
Alioe arer) speIpauwLIaiu|
|[2A27 2lelpaulalu]
1[8A3% PRIING
Aupoey Buisiny
SOIUD
uepisiyd
(12 =} reudsoy sureyodsg
(59 <) eudsoy iEjusp
[eydsoH jusneding
[endsoy Juanedy)

ERIIVEL G LY

Aiobejen weiboid Ag sadiateg [eaipap tolepy pajoslas 104 sainjipuadxg 991AlaS
0002 feaj |edsld sjels
PIe2ipalj BUljoleD YLION

Z1 9|qel

40



-asesipaw Joj a1qi6ys osje 2e oym ajdoad siqibia-piesIpaly asoU) 20} SJEIIPAW S(IG PIEIPAN 1YL SIUNOWE B8 SISA0SS0ID JIBOIDBW ..
“$1500 SAIRNSIUILIDE 10 SJUSWSIYSS 'SIUBWNSNIPE Ueluod Jou op sunotwe Jusidipag/amipuadxg soag .

£86°L $ yee $ Ly $ 6g2 $ ra2 $ Juaidisay Jad seinpipuadxy
295'961 ovys'iy bEO'TE 905°c} 120'6FL sjuaidioay Alaapi3 (@10
grzziz'eLl ¢ wSIBA0SS0LD BHEINPIN
BOG'LiY'6GS L %000 i6l'vsT'al G60'Z20SL LOL'ZEZ'E  %0°00L  1LLEaL'LpS't § SwiNWaid B S391AI8S 18101 pueln
006°'51E°L2L 809°690'91 L19°1B6 YL §66°220°1 vez'aveTLLL  $ swniwald [elol
%00 %00 %00 8L %00 - - - %00 8/ swniwsld OWH
%t'9 %19 %9'G PPO' 6L L8 %6748 6LY'0S0'9L L19'LE66'F1 80B'8S0'+  %9'F S22 Pl LL swniwald g Ued ‘ajesipajy
%LE %6 %3z TANEAN ) %10 L81'61 - /81'6} %UYE 266'LOL'OY swniwald ¥ Ued 'aledpsiy
%606 %06 %96 B00°ZOL'ZEY' L  %0O2L LS PBLT yey'oe 90L'PSL'T %826 FAS AT T4 W SAAISS |BJOL
%30 %l %90 601'€96'6 % 0 Lb6'L0 - L¥6 L9 %0'0 801'568'6 S0IIAG JBUIO
%0°E %L'E %FE gL0'600'ES %20 LIE'EE ¥09'62 £LL'E %¥E L#9'5/6°ES aJe) awoH jnpy
%00 %O %00 g98g'zL %00 209 - 209 %00 89 LL Ael-y g gen
%00 %00 %00 £9% %00 - - - %00 £oF (%2940 ylEaH) 1aSd3
%E0 %E'0 %E'0 zs8's6e'y %00 - - - %ED zs8's62't soldsoy
%8 %LE %E ¥ S0E'VEY'LO %00 LLE'L - 11E'L %t ¥ 866°ZEY'L9 8ley) [pUOSIAd
%20 %20 %Z0 £S5 POE'E %00 - . - %20 £SH'bIE'E papieiay ARIUSN/4YD
%34 %18 %t B 916'829'tEt %00 - - - %58 916'829'LEL NPY Pe|aesid/dvD
%1t %51 %G'L ¥80'+S0've %00 1100 - 4109 %9 L 990'8%0'v2 yijead swoH
%02 %BEL  %ELL 929'240'042 %00 - - - %G LL 9g9'2.0'0L2 sbnug uenduasaid
%0 %0 %50 ¥Z9'0E1'L %00 655 - 655 %S0 g90'9el', jeag
AN % 1 %Z L BLE'869'8L %00 - - - %24 61E'869'RL (pepimiay Aeia)
:Aioe4 alel alepawlalu)
%ZEE  %WOET  %L'TZ 169'952'658 %00 0LE - oLe %6 OPE'952'ESE " |angT sEIpaWIBIU|
%gLZ %S9 %SED BPF'Z0Z'998 %00 Erl'e - epL'e %8'€Z  SCL'86L'99E (a8 pag
Amoey Bursiny
e %6°0 %L°0 SOL'692° 1L %01 9EE'LLL 6LS L18'94L %L0 892'160'LL sALLD
AR %3¢ %E'E 120'SLO°LS %8 9/£'L88 198 S10'188 %E'E S69'EEL'0S uepisiyd
%470 %90 %90 5Z1'909'8 %070 989'c - 989'¢c %30 6EY'Z09'8 (59 <) rendsoH ewspy
%2 %WeE %2 ZEL'9¥E' LS %EY ¥or'ees - ¥ot'e8. %02 899'Z9L'LE reudsoH usteding
%L %e' L %E L 02¥'940°02 % %Z'L 698422 $ - 69B'veT  $ %EL IG5 LGB'6L % [endsop wsnedu
siepjoqg S4gjjog slefog giejfoqg siefoq Salieronaueg AjUQ winiwald “Aleijeusg  siejod paby 301n19g J0 adA]
|ejolL |eioL 1eiol h_._mv_m {eyo] IVNIRG Sedpan g ued aledlpa ARG
jo % 19 % % jJouazIad payNenD 12301 JGON+EEOW  pIYIEND )
8661 6661 0002 D0 waslad
A4S AdS AdS

K1ap|3 sy} JoJ sainppuadxy
0002 123 ) |edsi] 3BlS
PP BUiOTE] UUON
ELalqel

41



voday zgoz pue uoday ainypusdxy weibold O00zZ AJSa2IN0%

‘slusuwisnipe apnjout 10U S0P JuRIdney 1ad saunipusdxy a01aeg

"51S03 SAIRJISIUILPE 10 SluaWanias

“2epa Jof 2|qiBiS 0S1E a1B oYM SIUBYD PIEDIDA 2S04 10}

SIEJIP3IN C1 pail

1B JBY] SIUNCLIE BIE SISAOSS0ID) BIBIIRSIN

v18°6 $
A NA 1A

Lr2'880°LL $
206°505'910°2
$26°509'cy $

&#r

%40 %80 L16'116'G1L
%09 L %L §5.'212'2¢
%00 %00 252'519
8L6'669'296'L  §
%G'1 %l LOE' 24288
%91 %L} 9Z1'656'€E
%Z0 %20 9+Z'+80'c
%10 %1'0 £96'201'L
%EQ %E0 1£1'28L'S
%zl %L 089'S6E£'S2
%90 %90 $29'086°L1L
%G/ %48 08L'ZLE'GLL
%02 %0'C 006'606'Gt
%6E %l £86'¥9t'28

%6 %08t S.6'25.'29¢
%80 %8B0 SEOVLL'SL
%c 0¢ %6 L1 ££9'602'09¢

%Lt %9 | +81'6E2'EE
%ZE %62 £9/'599'/6
%g/ %0 L9z'8zL'ovL
%89 %49 6S/'v62'GE L
%20 %0 LLE' 090
%00 %00 (185'8)
%9'G %L g16'€05' 1L
%WSLL %EDL ¥18'F0E'62E $
saejog Sigoqg SIe(og
[eyo) leie] pa|gesia 2
jo % 1o % puig |eloy

6661 AdS 00GZ A4S

%e'S
Yol 0
%E'C
Yo¥'C

%86
%6°0
% bk
Yl 0
%00
%10
%t
%00
%EL
%t'S
%T'¥
%8Cl
%P0
%l 82

%P'S
w0'S

%8¢
Yal'¥
%00
%00
%B8'E
%l'6
siejjoq
LIPS
JO Jastad

vsL0b
vSE'T
168°5E6

696'V1E'SE

G8.'82ZE°L
LOO'ELL
209'9¥5
9/1'609

81'986'c2
298'282
690'pL2
£82'eS
889'9
699'81
SZE'VEL'L
FATNT A
£v5'80€'1
950'590'1
2€0'922'E
ISZ'ELL
66£'592'9

9¥6'29¢e’L
15¥'sge’L

18v'60/
/85'68L'L
8E9'2
(185'8)
GSE'LSE
008'str'2
pOIg

%9Z
%80
%81
%00

%b'LE
Yob 1
Yol'1
YA
%0
%E0
%<’k
%90
%88
%0¢
Yoly
Yi'8l
%80
%B L1

L
%8e

%0 L
%l'9
%e0
%00
%L'S
%t 9L
sIe[jog
20119
jO Juanlad

£98°6
8.8°L02
rr8'ZsL0L
££6°061°166'

002°LL¥'2S
9/6'v08'SL
8¥1°999°9¢
2/0'9

veL'crs'ses’'t
6E¥'vrS'ag
£50'589'cE
£9¥'050'E
SLZ'960°1
BI0'FAL'G
SSE'LLE'VE
¥23'086't L
£90'9/p'pLL
158'1p5'6E
L26'66E'18
YY6'vES'658
18409961
8EE ' vPI'ESE

8EC'9/BLE
0lE'00%"9S

v2.'8L0'0FL
2/1'601'vEL
ELL'IS0'Y

£95'255'€LE
£1£'698'9eL
pa|qesig

$

wSiuatdipay Jad saunpupuadxy a01alasg
sjuaidioay pullg/pajaesiq o Jaquiny
.S1an085019) aleaipajy

SWNWald 7 SI2IAIDS |B10] pUBRID

swiniwald [ejol

swnwald GWH
swniwalgd g ued 'alesipay
suwnwaid v ped ‘aledpsiy

SOIAIBS feiol
SEDIAIBS 18I0
alel) sWoeH Jnpy
Aei-x g qen
(M2ayD yiean) 10543
aotdsoy
alen) [eUOSIad
UUpIy/dvo
paplesd AllRIUSIN/dYD
UNpY PAIGRSIQ/JYD
UlleeH sWoH
sbruq uvonduosald
Bluag
(panieisy Aljelua)
Alnaed sren 9)BIPaLLIBNY|
[9AST SIRIPALLLIBIU|
19A87 PBIIINS
Awioed Buisiny
S0
uBISAu4
(12 >} rendsoH ouyeiyoAsy
(59 <) |jeudsop |elUSI
Tendsoy ayeding
[endsoH juanedu)
FDIAIPS JO adAL

PUIE ¥ PAIQESI] 8Y} 10} Saimpuadxy

000 1ed A [BISH] 8le1S
preaipap euljoje) yuoy

vl 2iqe],

42



paday Zg0g ¢ veodeyd asnypusdxy welbcld 0002 A4S (:004N0g

'S1S00 SANBIISILUILIPE JO ‘SUaWwaes 'siususnipe spnou jou saop waldiney Jad ssinipuadxg 80108 .,

‘Dledpap 0] pa||1q ase jey) sabieyd aredpay ale SISA0SSOID) 21eDIPAIN

%8¢
*0'0
%00

%l L6
Y%&'L
%00
%l0
%L2
%00
%00
%00
%00
%00
Yl'l
%88
%6'C
%EQ

%00
%00

R A
%C Bl
%40

%10k
% 1E

saejed
B0l
4O %

6661 A4S

%0€
%070
%00

%026
%8t
%00
%470
%8¢
%00
%00
%070
%20
%00
%e 1
Y%l'0l
%6°C
%0

%00
%00

%B'Cl
Y%l '02
%60

%L’ 0L
%L 0E

srejica
lele]
19 %

0002 AdS

69Y°L $

962'528

Lly'age

S08'0eE'ZIE L

60Z'8E0'9E
LPL'B9L'SE
E9F't92

965'£62'9L1°L
98¥'658°SY
1461}
55.'Z5E'8
985'89¢'EL
£9¢'592
£11'96%
BIF'6YE
E0L P02
9¥2'S00'vE
EEE'LLB'LEL
5¥9'129'vE
7Z80'0¥Y'E

ZEL'08
L2E'69

L12'L29'P51
02E'6L2'EVE
SSE'vEY'CL

62F'60L'621

Y%l't
%00
%00

%696
%0E
%00
%90
%E'S
%00
%00
w00
%00
%00
%t}
%56
%S5'E
%e O

%00
%00

%E L
%L.'02
%60
%48

S6¥' 188’ LLE $ %BLE

siepoq
uaIpiyD ¥

sajjiued |e30)

siejjoq

VARG

0%

LELL $

ZSLSEY

FLp'L
#90'vS5'69Y

6zT0BY'bL
PIBELY'PL
9L¥'9

SER'€/0'SSY
¥E0'686'EL
639'c
196'068'C
0ES'2L6'YE
arz'sy

FAR YN

556'600'9
LPS'OEL PY
LIE'PSS'9L
r2L'stL

S$9'996'25
9OV $EY L6
OPEH0C' Y
065'+96°0F
SEL'GEY6F | §

USIpRYD
juabipu

%Y'E
%00
%0'0

%996
%8V
%00
%00
%E'E
%00
%00
%0
%80
%00
%2 b
%l
Ve
%01

%00
%00

Y%l €C
%8St
%E'C
%48
%E'Le

9NAIDG

9g8e’L $
ggi'00z
(g61'8)
£46°TPS'292
0/.'690'6
£06'980'6 %12
198'2 %00
- %00
goz'est'ase %626
S91'606'2H %Gy
1125 %00
%G1
SEL'vaY'8 %00
7el'se %00
161'89 %00
689'64C %00
0L G2 %00
- %00
0EE'2PE'E %50
¥L1°866'62 AR
8..'626'a %Y 0
692'299'2 %00
LEE'6L %00
89zg'ce %00
1SS’ /5¥'E9 %6 kL
EEY'9L2°2F %092
6122129 %00
£8s'122'c2 %G0L
816'068°95 $ %S6E
siefog WRIPIUY B0 ®  SIE(IGd
uaIpliug 2ady 2VAIRS
4O %

1 %

SEL'T $

99/°2L

zZoL'9t
092°L70'661

520'8.2'%
v68'592't
ZeL'eL

SEL'e9L'161
268'216'8
155'2v0'E
FAR AR
Z95'1L
652'G00'1
¥62'vI0'8
£25'80L

611'62L'62
£92'689'LS
98t'LL
¥52'286'02
£18'995'8L 3

NENTLTTY
weubaig

|e1cadg

%6
Y%b'0
%00

%0°L6
%9E
%00
%60
%00
%10
%10
%00
%00
%00
%EL
%E9IL
%0'E
%00

%00
%00

%e'G
%88
%00
%L'9L
%G LE

srenoq
LT

0 %

£L0'Z $
0617281
EoLL6L  $

xdusldioay sagy

sainypuadxy 391A19S

suardiaay pyd

w AWE] O 1AqQUNnN

(SIAN0SS01D DIRDIPA

Z00°Z61'94Z § SWNIWalG ¢ SIJIAIIT [E10]

ggL'sgL's $
9E1'gvE’L
BPO'EPE

228'900'992 $

96£'8¥0'01
S00°'g
Ep2'6iv'e
901t
£6£°€81
LEE'BEE

202°'159'e
gLz'cLi'sy
£20'G8E'8
Z65'le

S6L
6850'LY

968°/9¥ v
8lT'688'1S
60E
20016 P
6209698 $

sUnpy 044V

SWwnjWwialdg |e101
swniwald OWH

swnwald g ved ‘alesipapy
SWwnWald y Ued ‘aJedipajy

Sa1AI9S |B10L
S3VIAIES 18U
aler) SWOH WNEY
Aerx g qe

(o9yD ynesH) LAsd3

aoidsoH
a1en) jeUOSIa

uIpIuD/dv D,
papreiay Aeluen/dvo

InpY pPRIqesiq/dvs
YHeaH aWwol{

sBrug vonduasaig
|eiaqg

(papieley Aeluay)
Amoe 1) SeIpauLBiU|

[oAaT areIpaLIaI]
{PART PAIIS

Amoe Buisiny

SO

ueIsAyd

{12 >) [endsoy ueIdASd

Jendsey Jjuaneding
{endsoH wseiredu;

S3IAI3S JO 9UAL

ualp|iyD pue salpuied Jo} sainjpuadxy

0002 JBaA |BISIH 31815

PledIpa BUKOIED YHON
51 9lgel

43



Table 16
North Carolina Medicaid
State Fiscal Year 2000

Medicaid Copayment Amounts

Copayment
Service Amount

Chiropractor visit $1.00
Dental visit $3.00
Optical service $2.00
Optometrist visit $2.00
Qutpatient visit $3.00
Physician visit $3.00
Podiatrist visit $1.00
Prescription drug

(including refills) $1.00
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Appendix B

Medicaid MAPS
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