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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-l2 
Baltimore, MD 21244-1850 

Financial Management Group 

OEC 2'1 2017 

Mr. Joshua D. Baker 
Interim Director 
Department of Health and Human Services 
P.O. Box 8206 
Columbia, South Carolina 29202-8206 

RE: State Plan Amendment SC 14-0011 

Dear Mr. Baker: 

ct'Nruts roR MWJCAR[ & Mfl>l{.All) StRVlUS 

CENTl:K FOR MEDICAID & CHIP SERVICES 

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 14-011. Effective May 1, 2014, this 
amendment modifies the State's reimbursement methodology for setting payment rates for 
Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IIDs). 
Specifically, this amendment will establish a statewide average per diem rate for all 
ICF/IIDs based on the 2011 cost reports trended to the rate year 2014. 

We conducted our review of your submittal according to the statutory requirements at sections 
l 902(a), l 902(a)(l3), l 902(a)(30), and l 903(a) of the Social Security Act and the implementing 
Federal regulations at 42 CFR Part 447. We have found that the proposed changes in payment 
methodology comply with applicable requirements and therefore have approved them with an 
effective date of May 1, 2014. We are enclosing the CMS-179 and the amended approved plan 
pages. 

If you have any questions, please call Stanley Fields at (502) 223-5332. 

Kristin Fan 
Director 

  Sincerely

//s//

,



 
DEPARTMENT OF HEALTH AND HUMAN SERVICES                                                                                                                                                        FORM APPROVED 
HEALTH CARE FINANCING ADMINISTRATION                                                                                                                                                                  OMB NO. 0938-0193 

FORM HCFA-179 (07-92) 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

 
FOR: HEALTH CARE FINANCING ADMINISTRATION 

1. TRANSMITTAL NUMBER: 
14-011 

2. STATE 
South Carolina 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE  
    SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
        HEALTH CARE FINANCING ADMINISTRATION 
        DEPARTMENT OF HEALTH AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DATE 
May 1, 2014 

5. TYPE OF PLAN MATERIAL (Check One): 
 
   NEW STATE PLAN                              AMENDMENT TO BE CONSIDERED AS NEW PLAN                    x  AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 
6. FEDERAL STATUTE/REGULATION CITATION: 
42 CFR Subpart C 

7. FEDERAL BUDGET IMPACT: 
    a. FFY 2014 $1.03 Million (4.38 million *.7057)*4/12 
    b. FFY 2015 $3.09 million ($4.38 million*.7064) 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
Attachment 4.19-D, page 23 & 23a (new pages) 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION  
    OR ATTACHMENT (If Applicable): 
Attachment 4.19-D, Page 23 

10. SUBJECT OF AMENDMENT: 
 
Rebasing of ICF/IID Medicaid rates effective May 1, 2014 

11. GOVERNOR’S REVIEW (Check One): 
        GOVERNOR’S OFFICE REPORTED NO COMMENT                                           x  OTHER, AS SPECIFIED: 
        COMMENTS OF GOVERNOR’S OFFICE ENCLOSED                                            Mr. Keck was designated by Governor 
        NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL                                  to review and approve all State Plans 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 
//s// 

16. RETURN TO: 
South Carolina Department of Health and Human Services 
P.O. Box 8206 
Columbia, South Carolina 29202-8206 13. TYPED NAME: 

Anthony E. Keck 
14. TITLE: 
Director 
15. DATE SUBMITTED: 
June 26, 2014 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 
06/30/14 

18. DATE APPROVED: 12/21/2017 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
05/01/14 

20. SIGNATURE OF REGIONAL OFFICIAL: 
//s// 

21. TYPED NAME:  
 Kristin Fan 

22. TITLE: Director 

23. REMARKS: 
 
 
 
 

 



ATTACHMENT 4. ]-9.D
Page 23
Revised os / 01/L4

Itlis report will be due \Mitåi'rl ninety (90) days after the erd of the
period of operation. Once new cunership or the prior ouner @i-r)s
operaticn of the facility, reiJrbursemert will be detenÛìed a-s

prerrior:sly descrj¡ed for a new o\Àrler under paragraph E (2) .

PavrÉrlt for State GoverIÍfEnt Eârri I il-iês ând Tnsf i flrli.ms
for tile¡ta-l Diseases

EffecLive ldc /srber I, 20]-3, eadì state cM¡ned nursj¡g facility cú¡ned ard/or
operated by t-tìe SC Detr)art.nHrt of Ì,tentat l{eã-lLh v¡it1 receive a proq)ectíve payrErrt
rate based q)qr each facility's fiscat year 2012 cost report. Allov¡able cost
witl be defined i-n accordance wi-t¡ the Provider: ReijrburaqrEr¡t l\4anuâ1 HIM-15.

-A1LovEble costs w"ill ùIclude a-11 ptrysician costs e)<c€pt for tlìose ptlysician
costs that relate to tlre prowision of professicnâ-l senrices. Ttìe tota-l a.llo\rEble
I\þdieid reinbr.rIsable coEts of eadr rnËsi¡g facility r¡filf be di\rided by tlle
tota-l runfb€r of actuaf patienL days served du.rj¡g tlìe cost reportùg pericd to
deterffúne the base year laedicaid per dien cost. Il¡ order to trend the base year
t"ledi@id per dien cost to the paynEnt period (ldã/srber l, 2OI3 - Septglber 30,
2014), the agenqf will ørp1q¡ the \¡se of a Lrqrd factor of 4.86t ((1.025 x 1'023)
-1) based ræcrì Lhe uEe of tlle futl OqS Skiued lùJrsi.rrg Facility PPS l4arket. Based

rate for fiscal yea-rs 2013 and 2Oa4 (2.5* and 2.3å) .

The l"Iedicaid Agenq/ will not pay ÍÞre than the pror¡i-der's cusLcÍìary ctlarge e)<cept

gover'ffrEntal facitities that. prov:ide services free or at a ncnri¡a1 charge '
Reijrb!¡rssrEnt to governnEntal- facílities will be Umited fur accordânce \,,J:ith 42

cÍR s447.271 (b) .

c. PaynEr¡t Deterld¡aticr for rcF/IID's

-Alt ICF/ID'S shau a¡ply tÌÞ cþst fù¡dir¡g ÍÞt¡ods specified rnder 42

cTR 413.24(d) to its allor¡¡able costs for t.tle cost Teporti¡g ]€a:r: trlder
the soutì cal.olù¡a State Plan. rcf',/IrD facilitie.s r,!'i11 noL be subject to
the a.llor^rable cosL def jllitiørs R (A) t¡r.owh R (K) as def irred i¡ tlle
plan.

Ã11 State orn¡rred/operated ICF/ID'S are reqL;r:irred to reFort costs crl tlle
l"ledicare cost Reportirng Form 2552. For G)st reporhi¡g fJeriods tregi¡nilìg
on or after ,Iu.ly 1, 1986, afl othe¡ ICT'/IID I E wtlidr âre not operated by
tlle sLate (s.c. Depa-rtrBer¡t of Disabilities and special Needs) w-ill file
anrruaf fj¡ancial and Etatisticä-l report forrns ãæplied bry tl¡e luedicaid
.¡\gency. All cosL reports nr'.jst be filed \4¡'ith tlle ¡4edicaid Agency $dthir¡
cùre hr.trldred t\a'enty (120) days frcrn c1o6e of each fíÊca-l year.

Effectíve l.by L, 20L4, a.ll ICF/IID facilities witl receir¡e a statewide pros¡rective
paynrent rate (iflsbituticnal rate or cqml.ntity rate) ba.sed \4)on the nethodolcay
descrj-b€d below usùIg eadl facility' s fiscal year 2011 cost report, Itsr6 of etæs)se
i¡rcur¡ed bry the Icf/IfD facility i-n protridhg câre are a-llo$¡able cþsts for inclusicn
jfl the facility's cosL rq)ort. These aflov¡able crcsts are deffuIed as iteÍìs of elqslse
r,.ùLich tl1e prowider nay jrìcur in neetj-rlg the defjrliticn of jllterlrEdiate care or arÐ/

erq)enses i¡cwred j.rl ccrplyjflg wit.h atate ticensj-nS or federa-l cerLificaticn
requirens¡ts. A1lowable clcst \,¡i11 be deteñnùred j¡r accordance with tìe Pro\¡ider
ReiJrLru.rsemer¡t tqarlual HIM-15.

sc L4-oLL
EFFECTIVE DATE I 05/O'J./L4
Ro APPRoVED: oEC 21 2017
SUPERSEDES: SC 13 -023



ATTACHMENT 4.19-D
Page 23a
Revised 05/0L/14

(1) First, the toEaf allovfable t'tedicaid reirbursable costs of eactl
ICF/ID r,rill be dil¡ided by the tota-l m¡rfb€r of actua.l patieflt
days eeryed durjng tÌìe cost reportjng period to deternúne tlle
ba.6e year l"Iedicaid per disn cost.

(2) NelcL, i.rl order to trerld tl¡e base year l4edieid per disn cost
Lo the payrEnt pericd (¡Aay f, 2Of4 - Septsrb€r 30, 2014) , tlle
agency will enplq¡ tlre r¡se of che rfliq)oi¡t to Ìrú4)oj¡t
met¡odologiy arld tlle uEe of the ful] o4s skilled ñEsj¡g
Facility PPS t\4arket Based raLe for fiscaL year 2011 (2.3?) .

(3) N*t., tlle Ict'/rDs are separated by class (jrlstituticma1
or clx[nurLiLy) . 1]ìe txqided per dien cost of each ICT'/IID
w-j-thi¡r eadr cfase aÊ deLemiroed ill step (2) above is
rultiplied by the nnrber of ùIcurred sFY 2013 t"ledicaid
patient days cbtairled .(¡ia l\î,trs to deLenni¡e tjte ar¡nua-l
projected l'4edicaid cosL of ead¡ ICT'/IÐ for ¡,Iedicaid rate
setti¡g p.¡rposes.

(a) firra.lly, j¡r order to deterni-ne a \,¡eighted average stateu'ide
rate for eacl¡ cla-ss of IcT',/IrD facility (cctlll¡..¡rdty and
i¡stituticma].) , the aggregate l4edi@id cost as deteûd¡ed
i¡ step (3) for each class is divided by tàe Slnn of t¡e
jlcurred sFY 2013 t!,fedícaid patie¡t days for each class to
deterÍrù€ the statevi,:ide v¡eighted average for eadr class.

sc 14 - 011
EFFECTIVE DATE: O5l01,/14;å';;;;;';'Trð áïzôir
SUPERSEDES: New Page
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