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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, MD 21244-1850 
 

 
Financial Management Group 
 
 
January 5, 2018 
 
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 16-0011 
 
Dear Mr. Baker: 

 
We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 16-011.  Effective October 1, 2016 this 
amendment will increase the payment rates for nursing facilities owned and operated by the 
South Carolina Department of Mental Health based on the 2015 cost reports trended to the 
rate year 2016. 
  
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a), 1902(a)(13), 1902(a)(30), and of the Social Security Act and the implementing Federal 
regulations at 42 CFR Part 447.   We have found that the proposed changes in payment rates 
comply with applicable requirements and therefore have approved them with an effective date of 
October 1, 2016.   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. 
 
 

Sincerely, 
 
//s// 
 
Kristin Fan 

     Director 
 
 
 



 
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: 
16-0011 

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 
October 1, 2016 

5. TYPE OF PLAN MATERIAL (Check One): 
 
   NEW STATE PLAN                              AMENDMENT TO BE CONSIDERED AS NEW PLAN                     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 2017     $ 3.4 million 
    b. FFY 2018     $ Rates will be rebased 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
 
 
Attachment 4.19-D, page 23 
 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION  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

10. SUBJECT OF AMENDMENT: 
State owned governmental (SCDMH) Nursing Facility Rate Updates Effective October 1, 2016 
 

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

12. SIGNATURE OF STATE AGENCY OFFICIAL: 
 

16. RETURN TO: 
 
South Carolina Department of Health and Human Services 
Post Office Box 8206 
Columbia, SC  29202-8206 

13. TYPED NAME: 
      Christian L. Soura 
14. TITLE: 
      Director 
15. DATE SUBMITTED: 
      December 2, 2016 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 
12/08/16 

18. DATE APPROVED: 01/05/18 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
10/01/16 

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

21. TYPED NAME:  
Kristin Fan 

22. TITLE: Director, FMG 
 

23. REMARKS: Approved with following changes to block 8 and 9. 
 
Block # 8 changed to read: Attachment 4.19-D pages 23 and 30. 
 
Block # 9 changed to read: Attachment 4.19-D pages 23 and 30. 

 



ATTACHMENT 4.19-D
Page 23
Revised 70 / 01/ L6

This report \r'ill be ö¡e within nhety (90) days after tÌìe end of tlle
period of q)eraticn. once ne[,, ou'rrerstrip or the prior cwrrer begìrs
q)eraùicn of Lhe facility, rejJlburseflEnt will be deteImilled a8
prewiously descri.bed for a new ovner rnder pa-ragraph E (2) .

F, Payrsrt for State Goveü'ûr€rìt lùJrsfuÌg Facílities and Irìatituticr¡s
for l,ler¡tal Diseases

EffecLive octcber 1, 2016, each state oh'ned rll¡rsilìg facility or,ned and/or
cÍ)er.ated by the Sc tlÐalrt¡Ent. of }fental Hei-lth witl receive a prospective pal4IEnt

rate based r4on eactr facility's fiscat year 2015 cl)sL reporb. ÀUor¡¡able cost
will be def ûred i.rì accordânce \,u"itlì tl€ Ècw1der ReijrbursenEnt t"bnual HIM- 15 .

AUo!,¡abIe c.osts u:ill hclude aLl physician costs e){cept for tllose physician
cl)sLs that relate to the prouisiql of professiqiê-l services. The total allov¡able
tledicaid rejIrbuïsable costs of each nu.rsturg facility \,.1i11 be dil¡ided hy tl¡e
total. nurber of actua-l patiqlt days served duri¡g the cost reportjrig perícd to
determiJ¡e ttre base year lqedicaid per disn cost. Ir¡ order to trcrìd tÌre base
l',ledicaid per diem cost to the pay'nÊnt period, the agsrcy vdll enplqf the use of
a mi@int to niq)oint trqrd factor of 5.936+ based Wcn the fourth qua.rter 2015

clcba1 InEight ûrdexes 2o1o Based used for tlre @19 skilled ñrrsj¡g Facility
¡4arket Basket lÞdates.

Ttle tuedicaid Ãgqqf will not pay ÍÞre tlan tlle pro\.¡:ider's ca¡sLcrmlry drarge et{cepL
goverffsìlaf faciliLies tlrat provide serl¡ices free or at a ncnülâ-l dìa.rge '
RejJrburssrs¡t to goverlÍEnta-l facilities will be limited ù¡ accordance wj-th 42

c5R s447.2?1 (b) .

c. PaynEnt DeteñdrìaLicn for Is/IID's

A1l rcf/rm,s sln-lI ag¡Iy t¡e cosE fj-nding nethods specified rnder 42

cT'R 413.24(d) Lo it8 allouable coEts for tlle cosE reportj¡g yea.r 1'rldeü'

tlÞ south c.aroli¡a state Pl"an. rCs'/rID facilities will not be subject to
tlle al-lov,abte co8t def i.IliLioDE R (A) tìrowh R (K) aa def i-ned j.rl tlle
plan.

Att State ølrled/c,perated Icf'/IID I s ar.e r€quired to report cosEs on tlre
¡ædicare cost ReportùIg F.ofiÍ 2552. For clost reportirlg periods begi-r¡rlirg
c!:I or afLer July 1, 1986, al"l otl¡er ICF,/IID t s r,¡trictr are not q)erated tY
Lhe state (S.c. Depal.tÍsIt of Disabilities ar¡d speciâI Needs) will file
affIua-l fÍrlanciâl. ard statistical report foIlIIg sLq]plied tty the lvledicaid
Àgq¡qf. Ã11 cost reports rnÌst be filed wit¡ tlle ¡'ledicei d Agerìq1 witl¡tu¡
qle h.rrdx€d tsvrsrty (120) day6 frcn close of each fiscal- year.

Effective ylEy f, 2014, al-l IcF/IrD facilities w'iIl receive a statewide prospective
pal¿ns¡t raLe (i¡¡stitutiæa-l rate or ccmÌ-rLity rate) ba,sed q)on t.tle nEt-rlodology
descrilced below r:si¡g eadr faciliLy's fisca-l year 2011 cost rel)ort.. Itsrs of elq)s¡Ee
j¡rcurred by ûle fcT'/ID facility in pro\¡idilg care are a11ol^¡ab1e costa for inclusidr
i¡¡ tl¡e facility's cost reporL. 1tìese a-1lo$'able costs axe defi¡ed a.s itsns of e)q)enae

wtridl the provider nay irlc.l]I ùr rEetillg Lhe defjniticn of j¡ternEdiate care or any
eJq)€Ilaes incurred ill coçl-yi¡g witÌr state ticereilg or fedeæl cerEification

sc 16-0011
EFFECTTVE DA"TE I ']-O / OI / 1.6

RO APPROVED: JAN (}6 2018
SUPERSEDES: SC 14 -011



ATTACHMENT 4.19-D
Page 23
Revised L0/or/16

requirsrEnts. Allov¡àb]e cost !ù'i11 be dete.rrrlûled ill accordance with the H.olÃider
ReijrburssrEnt lqanua-l HD4-15,

sc 16 - o 011
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ATTACHMENT 4.19-D
Page 30
Revised ao / 0L /'J.6

Q. CerCified Public ExpendíLures Incurred in Providing Nursing Facility
Services and Inter¡nediaee care Facilities for the Individuals v¡ith
rnteltec¿ua1 Dísabilitie6 (rcF/rrD) services to Medicaíd Eligibles,

The Soutsh carolina Medicaid Àgency uses the South Carolina Department of
Health and Human Services (SCDHHS) Financía1 and StatisÈical Report for
Nursing HomeÊ for its Medicaid Program and al-L state ov.'ned/operated
governmental nursing facilibies nuÊt submic this report each year. The
Agency will uÈilize pages thirteen {Sumrnary of Revenue and Expense) and
six (census data) to determine the allortable cost of nursing facility
serviceÊ provj.ded to Medicaid eligibles to be cerbifíed as public
expenditures (CPE) $¡hen cPE is used as the source of stale matching funds.
Hospice room and board expenditures will not be covered in the CPE analysis
as these expenditures are funded via intergoverrùnental trartsfers from sCaee
agencies. The Agency \^'i11 use the procedures outlíned below:

Interi¡n Reconcitiatíon of Interim Medicaid Nursing Facil.ity Pavments
È

is Used aê the Source of Sbace Matching Funds:

Upon receipt of Lhe state orrned/operated nursing facility's fiscal
year end .Tune 3O cost reporC, each nursing facility's interim
Medicaid fee for service rate paltmencE and any supplenental pal¡ments
thaL may had been made r,rhich applied to services provided during
che cost reporcing period wilL be reconciled bo ics scDHHs Financial
and Statiscícal Report for Nursing Homes a9 filed to the Medicaid
Agency for the respective cost reporcing period.

Effective for services províded on or after october 1, 201"2, the
Sta¿e will determifle each SCDMH nursing facility's aIIoi,¡able
Medicaid per diem cosc {routine and covered ancilJ"ary) by su¡ûning
the nursing facitity attowabte Medicaid routíne and covered
ancillary service cost cenbers and dividing chís amount by total
nursing facilitsy days, The aLlowable Medicaid routine service and
covered ancillary service costs vrill be derived from page 13,
summary of Revenue and Expense. Totaf nursing fâcilícy days !,¡í11 be
obbaíned fron page six {census data) . Next, in order to deternine
the aflowable Medicâid nursing faciLity per patient day costs,
Mêdícaid routine and covered ancillary service costs will be sunmed
and divided by actuat census days to determine the allolatable
Medícaid per patient day coses. Therefore, to determine âllor¡abIe
Mêdicaid nursing facilicy costs fot each state ov¡r¡ed/operated
governmental nursing faciliþy, the allowable Medicaid per diem cost
vrill be rnultipl-ied by bhe number of Medicaid nursing facility days
served during the cost reporting period.

During the annuat certified public expenditure reconciliation
process, the allowable Medicaid nursing facility costs as determined
above vritl be co¡npared to Medicaid pa)¡menbs received and
appLicable (including both fee for service, gross adjustments, and
patient reêponsibil"ity payrnents (i.e. pa¡ient recurring incone) ) co
gervices provided during che cost reporbing period. The Medicaid
dayÉ and paymencs are tied to MMIS paÍd claims data (íncluding gross
adjustmene paymeôt data) . In the event of an underpayment, the Agency
will rnake no further payment to the provider. In the event of an
overpaynent, the Agency r,rill recover only the federal portion of the
overpayment. Äny difference to the reimbu¡sement amount Ìeflected
above will be recorded as an adjustment on the cMS 64 report.

sc 16-0011
EFFECTTVE DATE: t-o / 01- / L6
Ro APPRoVED: JAi{ 0õ 2û18
SUPERSEDES: SC L2 - O27
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