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History: 
- North Carolina’s first state public welfare law was enacted initially in 1917 and supplemented in 1919 to mark the beginning of the state supervised, county administered system. 
- From this time numerous other programs were created and developed which were then administered at the county level. 
- Medicaid was established in 1965 as Title XIX of the Social Security Amendments. 
- In 1970 North Carolina Medicaid began to enroll low income residents in health care programs whose eligibility was determined at the local county department’s of Social Services. 

Local County Department of Social Services Achievements
- For decades Local County Departments of Social Services have been able to rise up to and deliver satisfactory results in the determination of eligibility as Medicaid evolved.  Those times include the following: 
- 1972 – Medicaid Eligibility for Elderly, Blind, and Disabled Individuals linked to Supplemental Social Security Income (SSI). 
- 1989 – Medicaid Eligibility for Pregnant Women and Young Children. 
- 1990 – Medicaid Expands to Children ages 6-18 under 100 percent of the Federal Poverty Level. 
- 1997 – Children’s Health Insurance Program (CHIP) is implemented. 
- 2010 – 2012 – Affordable Care Act approved and NC FAST implemented in County DSS agencies. 
- 2020 – COVID Pandemic
-2021- NC Transition from Medicaid Direct to Managed Care. 
- 2023 – NC Expansion of Medicaid
- 2023 - 2024 – NC Continuous Coverage Unwinding 
- 2025 – NC Children and Family Specialty Plan

- In each of these instances County Department’s of Social Services met the challenges of eligibility determination to assist the citizens of North Carolina.  

Reasons to maintain eligibility at the County Level
- Connections within local  communities
- Offices often work regularly with employers, landlords, etc. in the process of obtaining verifications.   Local offices regular work establishes relationships with these individuals in order to assist the individuals whom they are connected with.  

- Personalized Customer and Provider Service 
– County residents know where to apply.  County residents know that they can come in and speak to someone directly.   We continue to see many clients who do not have access to technology and a local presence is often their only option of getting service. 
- Local agencies work closely with hospitals, medical providers, etc. to resolve issues that directly affect the well being of county residents.  
- Local agencies have a direct connection to the people they serve as those working in our agencies are serving their fellow county residents thus giving them a vested interest in service. 
- Local County DSS Board, Health and Human Services Consolidated Board and County Commissioner Boards can directly reach out to inquire and learn about services those in the community may want to access.  Also, individuals can bring any concerns to them that can be addressed more efficiently at the local level. 
- County Flexibility  and Resources 
- Employees within county departments of Social Services can be shifted to assist with higher work demands when needed. 
- County Departments of Social Services are there to pool resources during times of strain in their communities such as businesses shutting down.  
- Resource Information and Referral
- Local departments of Social Services have knowledge of local community resources and their availability while also having have working relationships with them.   We have contacts within the local community that allow us to contact potential resources that are scarcely known to assist individuals who may have originally come to our office for other services.
- Coordination of Services
- Inter Agency – Medicaid Staff work hand in hand with Food and Nutrition Services, Adult Services and Child Welfare programs to assist dual clients with medical needs.  This can easily be done under the direction of one individual.  This level of efficiency is rarely created in other models. 
- Disaster Response
	- Local Medicaid Employees help to staff shelter operations in times of disaster.  

Challenges of a non-local eligibility determination system
- Lack of coordination of services
- Very difficult to work through issues for adults in guardianship, children in foster care, etc. that could impact their housing, medical care, behavioral health care, etc.  This could result in undue harm to these individuals. 




- Responsiveness to Community Organizations and Needs
- Many times we are able to prioritize certain issues with clients to ensure that surgery or medical care is provided in conjunction with their medical provider due to our connections.  
- Local agencies understand the importance of their work for local Medicaid providers as well.  This can be lost when it is taken away from a local approach as we have seen with the change in the mental health system in 2004.  
- Unfunded Mandate to Counties
- Currently, counties expend 25 cents on every dollar spent on the administration of Medicaid at the local county level.  This results in close to $200 million annually being spent.  That number would be much higher if all money budgeted was claimed for reimbursement.  
- Maintaining the counties to continue with these costs would be another budgeted costs that would create budgetary burdens and take away from funding other local resources. 
- Responsiveness to Clients
- In non-local administered systems individuals are not able to directly interact with individuals regarding their case.  This leads to services going uncovered and a larger reliance on emergency rooms, local health departments, etc.  
- Increased County Responsibility
- Removing local control from this program would create increased needs for counties that would fall on other unprepared and unqualified departments.  In 2004, mental health services were removed from the local level. Since that time mental health resources available to county residents have been reduced from what they were when at the local level.  This puts more strain on local emergency rooms, local child welfare departments, local health departments, local law enforcement, local EMS capabilities, etc.  Removing Medicaid from the local service array would have a much more sweeping and harmful impact to not only county residents but to other county departments and health care providers.  
	- Lesser reimbursement rates to counties are not performing eligibility functions.  

Suggestions for Medicaid Eligibility with the Implementation of H.R. 1
- Lack of a centralized policy manual: 
- For years local departments of Social Services have asked for all policies to be centrally located in one manual.  Ensure policy is moved to and maintained in the policy manual. 
- Elimination of Retroactive Policies
- Ensure that these are no longer allowed to be adhered to.  This creates more errors, more work and inadequate training for staff on these new policies. 


- Audits
- For any legislative required audits to have a moratorium for at a minimum of five years with the option to extend based on outcomes of any expansion of Medicaid.

- NCACDSS H.R. 1 Workgroup Recommendations
- A letter dated February 13, 2026 was delivered to members of the General Assembly.   We would strongly advise these recommendations in this letter be seriously considered as local providers understand at the most intricate level what is needed to implement these strategies in the most efficient manner. 

North Carolina's county-administered, state-supervised social services system reflects the responsiveness to local needs of the community, where services are best administered.  NCACDSS and its partners are ready, willing and able to partner in tackling this challenge just as we have done since the inception of Medicaid.  
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