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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 
 
March 8, 2018 
 
Mr. Joshua D. Baker 
Director 
Department of Health and Human Services 
P.O. Box 8206 
Columbia, South Carolina 29202-8206 
 
RE:  State Plan Amendment SC 17-0013 
 
Dear Mr. Baker: 

 
We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 17-013.  Effective July 1, 2017 this 
amendment modifies the State’s reimbursement methodology for setting payment rates for 
Intermediate Care Facilities/Individuals with Intellectually Disabilities (ICF/IIDs).  
Specifically, this amendment will update the payment rates based on the cost reports for 
fiscal years ending in 2012 plus a trend factor to the mid-point of the rate year ending in 
2018 and an adjustment to the rate for a wage increase. 
 
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a), 1902(a)(13), 1902(a)(30), and 1903(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 July 1, 2017.   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: 
17-0013 

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 
July 1, 2017 

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     $   879 million (($4.93 million * .7130) * 3/12) 
    b. FFY 2018     $  3.53 million ($4.93 million * .7158)  

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

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION  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

10. SUBJECT OF AMENDMENT: 
Rebasing of ICF/IID Medicaid rates effective July 1, 2017 

11. GOVERNOR’S REVIEW (Check One): 
 GOVERNOR’S OFFICE REPORTED NO COMMENT    OTHER, AS SPECIFIED: 
 COMMENTS OF GOVERNOR’S OFFICE ENCLOSED                                               Ms. Singleton 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: 
      Deirdra T. Singleton 
14. TITLE: 
      Acting Director 
15. DATE SUBMITTED: 
      September 21, 2017 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 09/21/17 
 

18. DATE APPROVED: 03/08/18 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
07/01/17 

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

21. TYPED NAME: Kristin Fan 22. TITLE: Director, FMG 
 

23. REMARKS: Approved with the following changes to block #7 as authorized by state agency. 
 
Block # 7 changed to read: FFY 2017 $1,900,000 and FF& 2018 $7,800,000. 
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Itris report will be due witlir nirety (90) days after the erld of the
period of operabicn. ùrce ne[., ounerstrip or Lhe prior orner @ils
operatsiol] of the facility, rejrìburssrEr¡t will be deteqnined as
pre\¡iously descrjled for a new o!',¡ner r¡nder pa-ragraph E (2) .

F. Pal,'IfEnt for State Govermlent lù]Isilrg Facilities ard lrìEtituticns
for ¡4srtaf Disea.ses

Effective Octcù€r 1, 2016, eåd¡ state ordned nlËsjÌìg faciliLy owned and/or
c,perated by the SC Dq)a.rtjrsrt of ¡,þrLa.l Hea.lLh witt receive a prospective paynernt
rate ba.sed ræcn each facility's físca.l year 2015 cost report. Allov¡able cost
will be defùEd i¡r accordance !!iitì the Pro\¡idff Reijrbu.rsqrsrL ùbfnra-l HIM-15,
Ãllowable (x)sts w'ill j¡clude a.ll pl4¡sician q)sts er(cept for those ptrysician
costss tllat relate to t¡e pro\¡ieion of professicrìal serr¡ices. The toLa-l a-l1cn¡rable
¡.ledicaid reirrbursable costs of each nursjrg facility \1¡i11 be diwided L,y bhe
tota-l rllnrb€ü'of actua1 patient days served durùg tl:le coEt retrDrting period to
deteírüre Lhe ba,se year lædicaid per diem cosL. In order to trend tlre ba,se

Ilediñãì d per dien cost to the palarErlt period, tle agenqf will erplq¡ tlre use of
a miqþjrlt. to Íriù)oüIt. trqrd factor of 5.936? ba,sed Wcn the fourth quârter 2015
clcbal lr¡sight l-nde)<e.s 2010 Based used for the CIvtS Skilled Nursj¡g Fací1iLy
lb]rket Ba.sket lldateB.

TtIe Medicaid ÃgHìq1 wiu not pay nÞre than the provider's custcmary dra-rge er(cept
governnErlta.l facilities that. pIo\¡ide services free or at a ncnùraI drarge.
RejJrbu.rsement to goverÌnrEntal facilities '¡¡ill be limited ill accþrdance wit¡ 42

cT'R s447.271 (b) .

c. PayrrEnt DeterfrtirlaLicn for ICfIIÐlq

All ICT'/IDIS shatl aFply tlle cost findillg rEtlìcds specified urder 42

CFR 413.24(d) to its afloi¡¡âble costs for t¡e cost reportj¡g year urder
tlle soutì câro1i¡a state Plan. lcF/IID facitities will nob be subject to
the atlov¡âble coslr definíticns R (A) thaÞWh R (K) as defj¡ed i.rl tl¡e
plan.

AlL state or,¿red/cperated ICF/IID'9 are required to report qcsts on tlre
lædicare Cost. Reporhùg Fofm 2552. For cosL reportjr¡g periods @j¡rü¡g
Gr or afterJuly l-, 1986, alt other ICF/ID,S rtllich are not operaLed b,y

tl¡e state (S.c. DepaftrsÈ of Disabilities and Special Neede) will file
a¡irnla-l fir¡ânciêI ard statisticã-l reIÐrt fornìs sl-{)pIÍed try Lhe l,ledicaid
Agqqf. A11 cost reports mlat be filed with the ¡4edic id Agency r^rithi¡
ctræ lnlndred L\^,enty (120) days frqn close of each fiacal year,

Effecti!€ July a, 20L7, af1 ICF/IID facilities w'iII receive a statewide proq)ective
paynEnt rate (i-nstituticnal rate or ccrfrn.Elity rate) based l4)on t¡e rÊt¡odology
de.scri¡€d belc[.J usirg eadì facility's fiscaf year 2Ol2 æs+L rqÞrt. Itsrs of e)çslse
fuIc1rrled try tÌ¡e IG'/IID faciliLy jlI pro\¡idirg c¿rre al.e atlcrrable oosts for inclusicn
ùr the facility's qf,st report. TtÌese a-Ilor,',able costs a-re defirned a-s itqrs of e)çerìEe
wtrich the prowider nay ì¡cur j¡ ÍEetùIg the defjnition of j-nteírEdiate care or any
e)q)enses iflcurIed jll cqrplyjng wiLh staLe licensj¡g or federal cex'tificaticn
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requirqrsrLs. ,Allc¡^¡able cosL wiII be defi-ned j¡r accrordance \,.aith the Þ-c'vider
ReiInlÐrssnerÈ ¡4anuâ1 HIM-15.

sc 17-0013
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To deterln-ùIe t}le rluly 1, 2Ou ba,seli¡e ICF/ID per. diern raLe, the LoLa-l al-lowable
l"Iedicaid reijrbursable cqsts of each ICF/IID v¡ilf be divided bry the tota-l nrnrber
of actuâ.l patiqrt. days served d¡rùIg tlle cost rQortùg p€riod to determine tlle
base yea.r lfedicaid per dien cost. In order to tænd tlle base yea.r l,Iedicaid per
disn cost to the payÍErt. period, tlle agenqf will srplqf tlle use of tlte Íúdpoillt
to nli4)oùrt nEthodology and t¡¡e use of Lhe third qua-rter 2016 Glcbal Insight
Inde¡<es - 2010 Ba,sed O,4S Skilled ñJ¡sùE l-lcrre l4arket Ba-sket. Indo<.

Tlr additicn to the .Iuly 1, 2017 ba,seljne ¡nr dian rate ca-lcu1aticn reflected
above, the l,ledica-id Agemcy will provide for an add-cn to eadr IcF,/lID rate to
accormL for the legislatively ijrposed direct ca.re hrcrker wage jncrease as
nar¡dated kry the South Cêrolifla cenera-l Assqrbly dlrjllg the,Ju-ly 1, 2017 t¡rough
,Jl-¡ne 30, 2018 state a¡propriaticne process. The add-c¡n rate will be deterrLi¡ed
based Wclrl a $.89 ir¡crease jn the hourly r.iage raLe as well a.s the atrælicaticn
of a trrlEnty-crìe percert. (21&) fringe benefit factor v{tlich takes iJ¡to accounE t}Ie
enplqrcr's share of Ffe (7.658) and the sc Retirsrs¡t systsn ccntrj¡uticn
(13.56?). Frrll bime direcl ca.re \,Drker equil¡alerlts (IqIEs) will be derived frqn
SW 2OL7 payroll surveys ard \^'ill be jrcreased by ts¡ perc€rlt (10å) to tãke j¡to
accol¡r¡t vacancy facLors ard anLicipated overtiJrÞ costs. The annual- nurber of
houra \aorked tl¡ each EIE wiu equal 2,080 hours - The July 1, 2017 direct care

'..Jorker r,,Jage i¡rcrease cost wiu ths¡ be di\.i-ded bry state fiscal year 2017 Lota-l
patier¡t days to deteûrti¡e tlle,Iu.ly 1, 2017 direcL care \.Drker wage ì¡crease add-
cr¡ alrþtlr¡t.

rn order bo determùle t¡e etatewide per tliøn fcF/fID rates (instituticmal rate
or ccrlÌr.¡Êity rate) effective ú)Iy 1, 2OL7, the l"þdicatd Aqsql vrill srplqf the
follow'jng process:

(1) First, tÌÞ ICF/IDS are separaLed try class (irìsLiLutsicroal or ccffIn-mity) .

ltre ,fufy 1, 2017 baseliJ¡e rate of eact¡ ICF/IID witìù¡ eactr class is
Ín.¡].tiplied bry tl¡e r\rrber of i¡rcur¡ed SFY 2016 I'fedicaid patient days
cbtairled 1¡ia lvlvfis to deterndJre t¡e anr¡ual projected l'ledicaid oosL of
each rG'/rrD for ¡cdicaid rate seLti.rlg gïposes.

(2) lde)<t, j¡r order to determùe a i,veighted average state\À,'ide ba.selûre rate
for eadr cla€s of IcF/IrD facility (crÍrû.,rlity a¡rd i¡rstituticna-t) , tl¡e
aggregate t"Iedicaid cost a.s detezmùIed j¡ step (1) for each class is
di\¡ided bry tÌ¡e sr¡n of the i¡cur¡ed SFY 2016 l.4edicaid patient days for
eac.t¡ cla€s to detellrùle t¡e state\À'ide \r,eigùlted average for eadr class,

(3) Fj¡atly, the lyEighbed average stateh'ide baseli¡e rate as determù¡ed ir¡
step (2) for cçnrnr¡ity ard i¡stituticmâl rG'/rrD's is ì¡creased þ the
arrf,l.tr:IL of ttÞ vJeighLed aveJ'age statewide direct care \,.¡orker add-cr¡
deternú¡ed for eadr class of ICF/IID (c\xrm-rrity arld jrstitutic'nal) to
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