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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 
 
November 7, 2017 
 
Ms. Deirdra T. Singleton 
Acting Director 
Department of Health and Human Services 
P.O. Box 8206 
Columbia, South Carolina 29202-8206 
 
RE:  State Plan Amendment SC 17-0016 
 
Dear Ms. Singleton: 

 
We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 17-016.  Effective October 1, 2017 this 
amendment modifies the State’s reimbursement methodology for setting payment rates for 
Nursing Facilities.  Specifically, this amendment will: update the cost center standards; 
update owner and relative compensation guidelines; increase payment rates by 2.9 percent; 
update the deemed asset value to $55,236 per bed; update the market rate of return factor to 
2.92 percent; increase ventilator unit rates to $530 per day; and provide upper payment limit 
payments to nursing facilities that were mandated to move patients due to hurricane 
Matthew.  
 
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 October 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 
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ATTACHMENT 4 .19 -D
Page 2

Revised Lo / 0L/L7

c) Nursing facilities are required to list the cost of the various
services provided under Lhe plan in accordance with the MedicaÍd
Agency's cost reporting format. However, facilities providing
services noL covered by the ptan will be required to use a step
down method of cost finding as described .in 42 cFR 413.24(d) (1) to
apportion cosL between the services covered and Lhe services not
covered by the plan before listing Lhe cost of Lhe various
services provided under Lhe plan. Services not covered by Lhe
plan inctude, but are not limited to, private pay \"'ings of a
facility which participai:es in the Medicaid (XIX) Program. In
regard to stepping dowrl capiLal related cost and maintenance cost
of a private pay wing, the faciliLy must allocate capital related
cost (depreciation, inLerest, etc-) and maintenance cost directly
asaoc.iated with Lhe wing in lieu of using square fooi:age as the
sLatist.ical base for allocating total capital costs and
maintenance costs of the facility.

D) Nursing facílities are required Lo report cost on a Uniform Cost
Report form províded by Lhe Medicaid Agency. All Uniform cosL
Reports must be filed with the Medicaid Agency no later than ,January
1. However, a thirty (30) day extensíon of the due date may be
granLed for g:ood cause. EffecLive for the cost reporting period
ending septenber 30, 2ooI, nursing facilities will be requíred to
submit their financlal and sLaListical reporL using Lhe sENIoRs
software program. Hospitat based,/related nursing facility coEt
reports will be due no later than 30 calendar days after the due
date of the hospital's Medicare coFt report.

The financial and stabistical report shall be certified by the
operator of a proprietary medical facility, an officer of a
voluntary medical facility, or i:he public offícia1 responsible for
the operation of a pu-blic medical faciliLy'

A new contracL will not be executed until all cost reporting
requirements are saLisfied. Additionatly, if such report properly
execuLed has not been submitted by the requíred daLe, the Medicaid
Agency shall wiLhhold alL funds, or any portion thereof to be
deLermined by the Director, due Lhe Provider until such reporL is
properly submitted and a new contract executed.

sc 17-0016
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ATTACHMENT 4.19-D
Page 3

Revised ao/0L/L7

E) A1l nursing facilities are required to retain all financial and
atatisLical records for each cost reporting period, v"hich are
accurate and in sufficient detail to substantiate the cosL data
reported for a period of at least four (¿) years following the end
of the contract period for which the cost reporL was used to set
Lhis rate. These records musL be made available upon demand to
representatives of the Medicaid Agency, or the state Auditor, or the
centers for Medicare and Medicaid Services. The Medicaid Agency
will retain all cost reports for four (¿) years after the end of the
contracL period for which the cost reporL is used to set the rate'
If any litigation, cÌaim, negotiation, or oLher action involving the
records has been atarted before the expiration of the four (4) year
period, the records shall be reLained urltil completion of the action
and resolution of all issues which arise from it, or until the end
of the regular four (¿) year period, whichever is later.

F) Allowable cosLs shall include all items of expense which Providers
musL incur in order to meet Lhe definition of nursing facility
seravj.ces as detailed in 42 CFR 440.40 and or 440.150 as promulgated
under TiLle XIX of the Social Security AcL, and in order to comply
with standards for nursing facility care in 42 CFP. 442 and in order
to comply niLh requirements of the State Agency for esLablishing and
maintaining health standards under the authoriLy of 42 cFR 431,610
a¡rc1 i¡r order to comply wíLh any othen requiremenLs for nursing
facility licensing under the sLate law,

1) Allowable cosLs are determined in accordance with Title XIX of
the social Security AcL, 42 CFR USCA 1396, eb Egq: arld Federal
RegulaLiong adopted pursuant to the Act; the Medicaid Agency
regulaLions; Title XVIII of the Socia1 Securit.y Act, 42 CFR

UscA 1395 et seq., Federal regulations adopted pursuant
thereto and HIM-15, excepL thoee prowisions which implement
Medicare, reLroapective, as opposed to Medicaid's prospective,
reimbursement system or Lhose provisions wt¡i ch concern the
relationship between the provider and Medicare intermedíary or
are modified by this Plan.

2) Bad debLs, charity and courtesy allowance sha1l not be
included ín allowab1e costs except that bad debts thaL are
atLributed to cost sharing amounts as defined in 42 cFR 447.50
and 447.59 shall be alIowable.

3) Allowable cost shall- be categorized as follows: (The
application is defined in Section III, Pal¡ment DeLermination) .

sc 17-0016

iåïiå:i":T"' úoV'df ãou
SUPERSEDES: MA 03-014



ATTACHMENT 4. ].9-D
Page 6

Revised L0/oL/I7

since Lhe return on capital payment is provided as an
incentive for the expansion of Medicaid Eervices by the
private sector, only those facilities that were esta-blished as
profit earning centers were selected for the calculaLion of
the base period cosLs. Non-profit facilities were excluded
from the base period cafculation.

2J Tnflât-ion Adiustment To Current Period 'rDêêmÊ.] aßset vã l rre "

The ptan uses the index for the rental value of a home computed
as part of the cPI aa the appropríate measure for approxímating
Lhe ir¡crease in the value of nursing home asseLs in South
carolina since 1980-1981. ThiB index measures the increase in
the amourlt thaL homeowners on average could get for renting their
homes, For the period from 1980-1981 through t.he federal cosL
year 2OL5-20L6, this index rose 253.669 percent.

rnflaLlng the base period narkeL value of $15,618 by the index
for homeownerrs rent, the "Deemed Àsset value" for cost year
2oL5-20L6 is ç55,236 per bed and will be used in the
determinatrion of nur6ing facility rates beginning october 1,
20L7.

3) calculation of "Deemed Depreciated Value"

The plan wifl- exclude depreciaLion payments already received by
operators from the Deemed Asset Value on the theory that the
depreciation charge8 represenL a reasonabl"e valuation of the
decline in the worLh of the assets from o1d age, The resultr is
the ¡'Deemed Depreciated value. "

For a facility existing prior to .fu1y 1, 1989, the plan will
continue to reinìicurse for actual depreciation cosLs based on a
straight line apportionment of Lhe original cost of the facility
and the actual walue of any additions. Effective October 1, 1990,
for new facilities established or new beds entering the Medicaid
Progran on and afLer ,fuly 1, 1989, depreciation pal¡ments will be
set based on actuaf construction co8ts, or the Deemed Asset Value
v,,hen the facilíty begins operat ions, whictrever is lower, and on
applicable Medicare guidelines for depreciaLion. However,
building depreciation for afI new facilities/new beds on line on
or afLer July 1, 1991 will be assigrred a useful life of 40 years.
AccumulaLed depreciation Lo be used to offset the deemed asset
vafue for new facilities will be based on accumulated allo\a¡ed
depreciation (i.e, the lesser of actual depreciation or Lhat
determíned by the Deemed Asset. Value) .

For bed increases of less than 50t (i.e. no aix months cosL
report is filed), recognition of capital costs r"¡ill be made at
the point in time these beds are certified for Medicaid
participaLion, For clarificatíon, the Deemed Asset value in
effect at the time Lhe bed6 are certified for Medicaid

sc 17-0016
EFFECTTVE DATE:
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ATTACHMENT 4.19-D
Page I
Revised Lo/or/1'7

that kind of money.I' Part of the funds coutd be raised by borrovrìng
from ¡he banks, But this would be rather coetly for Lhe snall
Ínvestor, who woutd probably have to pay a rate of interest in
excess of the Prime rate.

The plan setE the rate of reLurn for a fi8ca1 year at the average
of rateE for Lhirty year Treasury bonds for the latest three
completed calendar yearB prior Lo the fiscal year, as determíned
by Lhe state of south carolina Revenue and FiscaL Affairs office;
based on latest daca published by the Federal Reserve. Effective
OcLober L, 2077, this rate ís 2.922.

Acknowledging a newly consLructed faciliLy's plight of high per
bed construction cosLs and interesL rates as greaL and greater
than the market rate of return, the rate of return for these
facilities will be the greater of the interest rate incurred by
the facility or Lhe industry market rate of reLurn as determined
by the BudgeL and conùrol Board. These facilities will only be
altowed their inLerest raLe (if greater) during a transition
period which is defined as the rate period beginníng with Lhe
facility'6 entrance into the Medicaid program and ending aL that
point in Lime in which the facility files its first annual FYE

Septenber 30 cost reporl Lhat will be used to estabÌish the
October 1 rate (i.e. period ends September 30). In no
circumstancês will the allowed interest rate exceed 3? above the
industry market rate of return.

5) AddiLions To Facilities After 1981

The plan intends Lo provide adequate incentives for the expansion
of nursing home services by the privaLe sector of the state. The
Deemed DepreciaLed value takes into account the wear.ing out of
facilities, but does not include any factor for additions or
upgradings to i:he faciliLíes. operators \4'ho have made capital
improvements to their facílities since 1981 are permitted to add
Lhe amounL of the investment to their Deemed AsseL value.
operators are also permiLted to add the cosL of future addítions
and upgradings of facilities to their Ðeemed Asset value. This
provísion will provide an incentive to operaLors to reinvest part
of their cash flow back into the facility to maintain and improve
the level of service províded by the operaLor. For clarification
purposes, capital expenditures incurred by new beds on line on or
after .fuly L, L9a9 during the initiaf cost reporting period will
not be considered as improvements, but as part of actual
construction costs.

6) computation of cost of capiLal

'Ihe cost of capital for each patient day served would be
calculated for each nursing home based on the Deemed Asset value.
The compuLation of Lhe rate of reinbursement for the cost of
capital is illustrated below ín Table l- for the

sc r.7 - 0 016
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PROVTDER NAME:

PROVIDER NUMBER:

REPORTING PERIOD:

0

0

1,0 /or/15 through 09/30/16 DArE EFF. 10/0r/r'7

PAÎIENT DAYS USED:

TOTAL PROVIDER BEDS

? LEVEL A

MAX]MUM BED DAYS:

O PATIENT DAYS INCURRED:

O ACTUAL OCCUPANCY ?:
O. OOO PATTENT DAYS 

"4

0

0

0.00
0.90 0

COMPUTATION OF REIMBTIRSEMENT R.ATE - PERCENT SKIT,I,ED

COSTS SUB.]ECT TO STANDARDS:

GENER,\IJ SERVICE

TOTÀL

ALLOW COST

0.00

0.00

0.00

0.00

0.00

0.00

cosT
STANDÀRD

0.00

0.00

0.00

0.00

0.00

0.00

PROFIT
INCENTIVE

COMPUTED

RÀTE

COSTS NOT SUB.'ECT TO STANDARDS:

UTILITIES
SPECIÀt SERVICES
MEDICAT SUPPL]ES AND OXYGEN

TÀXES AND INSURA,NCE

LEGÀL COST

DIETARY

],AI]NDRY,/HOUSEKEEPING /MAINT

SUBTOTÀL

ADMIN & MED REC

SUBTOTÀL

SUBTOTÀIJ

GRÄND TOTAL

INFIJATION FACTOR

COST OF CAPITÃL

PROFIT INCENTTVE

COST INCENTIVE -

EFFECT OF $1.75

SUBTOT.AIJ

0.00

0.00

0.00

0.00

0.00

0.00

0.00
0.00
0.00
0.00
0.00

00
00
00
00
00

00

00

2 .902

(MAX 3.58 OF AI,LOWÃB],E COST)

FOR GENERAL SERVICE, DIETARY, IJHM

CAP ON COST/PROFIT INCENTIVES

3.50&

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00
0.00

$1.7s
t

0.0000å

sc 17-0016
EFFECTI DATE: 10 /0L/rj

0 ? 2017

AD.]USTMENT FÄCTOR

REfMBURSEMENT R.ATE

RO APPROVED:
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ÀTTACHMENT 4.19-D
Page 15
Revised 't-o / 0L / L7

Effective October f, 1995, for the purpose of establishing all cost cenLer
sLandards, Lhe facilities are grouped according to bed size' The bed groupings
are :

0 Through 60 Beds
61 Through 99 Beds

100 Plua Beds

B. ceneraf services cost center atandards will be computed using
private and non-staLe owrred governmental tree standing and hospÍtal
based nursing facilities. AI1 other cosL center standards will be
computed using privaLe for profiL free standing nursing facilities.
À BRTEF DESCRTPTION ON THE ,ÀTTÔN OF AT,'T, THF] STANDARDS TS AS

FOI,LOWS :

c

General services:

AccumuÌate aLl allowable cosL for tlìe General Services
cost center (Nursing & RestoraLive) for all facilities
in each bed size.

b. Determine total patient days by multiplying totaf bed6
for all facilities in each group by (366 x 903) .

calculate the mean cosL per patient day by dividing
total cost in (a) by total patient days in (b).

d. calculate the standard by mulLiplying the mean by 105å'

e. The establishment of the General services standard for
all nursing facilities (excluding state owned
facilities) will be based on the average of the
percentage of Medícaid Level A patienLs/total Medicaid
patients served. Rates effective on or after ocLober 1,
2ooo will be computed annually using nursing facilíty
utilization (including nursing facility days paid urder
the Hospice Benefit) by patient acuity based upon the
preceding ,JuIy 1 through .fune 30 data period, Effective
ocLober !, 2oo3, co-insurance days for dual eligibles
are excluded from the computaLion. Effective Decerìber
3L, 20L7, nursing facility prowiders will no longer be
allowed to appeal its acuiLy level (i,e. percent
skilled) pal¡ment adjustment determinai:ion for any
current or fuLure year payment rates. The General
services standard for each separate facility will be
determined in relation to the percent of Level A
Medicaid patients served, i.e., the base standard
determination in (d.) above will be decreased as the
percent of Level A Medicaid patients is decreased and
increased as the percenL of Level A Medicaid patients is
increased.

sc 17-0016
EFFECTIVE DATE: 1O / 01/ 17
Ro APPRovED: NOV 0 ? 2017
SUPERSEDES: SC 16- 0006
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ATTACHMENT 4.19-D
Page 17
Revised Lo/0L/17

For costs noL subject to standards. the cost determined in
step 2 wilt be allowed in deLermining the facílityrs rate.

5. Accumulate costs deLermined in steps 3 and 4

InflaLe the cost in step 5 by mult.iplying the cost in €tep
5, by the inflation factor. The maximum inflation factor
that can be used will be that provided by the SLaLe of
SouLh carolina Revenue and Fiscal Affairs offíce and is
determined as follows:

Proxy indices for each of the eleven major expendíture
componentE of nursing homes, (salaríes, food, medical
supplies, etc,) during the third quarter of 2016 were
weighbed by the expenditure weights of the long term
care facilitj-es. These eleven weighted indices are
su]nmed to one LoLaI proxy index for Lhe third quarter of
2016.

b. Proxy indícea are estimated for each of the eleven major
expenditure components of nursing homes, (salaries,
food, medical supplies, etc.), during the thírd quarLer
of 20L7 and then weighted by the same expenditure
weights as in step a. These weighted proxy índices \"'ere
sunùned to one total proxy index for the third quarter of
20L7.

c The percent change in the tocal proxy index during the
third quarLer of 2016 (as calcul-ated in step a) , to Lhe
total proxy index in the third quarter of 2oL7 (as
calcul"ated ín step b), was 2.90&. Effective october 1,
20L7 L]:te inflation factor used was 2.90?.

The per patient day cost of capital will be cal-culated by
dividing capital cost as deLermined under r. (F) (c) of LhÍs
plan by actual paLient days. However, if the facility has
less than 90t occupancy, actual days will be adjusced to
reflect 90? occupancy.

Cost Incentíve - General Services. Dietary, and T,aundry,
Housekeeping, and Maintenance

If the facility's actual allowabfe costs for these Lhree
cost centers are below the sum of these three allowable
cosL standards, the facility t^'i11 be eligible for a cost
incentive of an amount equal to the difference between the
sum of the standards and the sum of the facility's acLual
costs, up Lo 7z of the sum of the standards.

Profit will be allowed if Lhe provider's allowable cosl is
lower than the standard as follows:

6

Administration and Medical Records & services - 100?
ôf difference with no limibation.

EFFECTIVE DATE I 1.0/OL/L7
Ro APPRovED: NOV 0 ? 2017

sc 17-0016
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ATTACHMENT 4.19.D
Page 25a
Revised lo/0L/L7

needs which fall within the hiqher ranqes of disabilities in the
criteria. 1o qualify as a Medicaid complex care beneficiary, the
individual must meet the level of care for Ìong-term care plus two
or more of the followinq criterla:

tr{ound,/de cubitus care - Stage 4 requiring wound vac treatment
Tracheostor0y Tube/Canula - slnus afone does not quaÌify¡ must
have the folÌowinq¡ tube/canula, need for aseptic care, need
for tracheal a spi rat ion
Nasopharyngeal or suctioning - ora.l and pharyngeal aspiration
does not apply
Continuous parentaÌ ffulds of extended duration of two weeks
or more
Continuous disruptive behavior at least 60å of the tine in a
24/hr. day, 7 days a week resulting often from head traurna
accidents, neuro deficits, bi-potar affective disorder and/or
other chronic mental iÌÌnesses
Diagnosis of HIV usually related to drug costs and IV
medications
Morbid obesi t y,/bariat ri c requirinq special equipment such as
beds, lifts, addi t ìona.L staff
Medicaid only beneficiary who require goal directed therapies
(occupational therapy, speech therapy, physìcal therapy) that
addresses. a recentfy diagnosed medica.L conditiorì. wiLlrilr Lhe
fast six (6) months
Dialysis
Total care as defined by the skilled]ong term care criteria

The Complex Care Program reimbursernent rate effective October 1.
2011 will be S450.00 per patient day and was developed based upon an
anaLysis of the Medicaid RUG scores developed from federal fiscal
year 2011 Medicaid MDS assessments and federaÌ fiscal year 2011
Medicare RUG r:ates. The comp.Lex care rate will be used to reimburse
nursinq facilities for thelr base operational costs as wefÌ as the
additionaÌ costs incurred in providing services to the qualifying
individuals such as:

Staff tine (both by skilfed professionaf and nurse aides) to
perform actuaÌ procedures or provide additiona-I care;
Necessary supplies, speciafized equípment such as lifts,
special beds, etc, needed to provide the care/ and/or
nut ritional supplenents; and
Staff education required to be able Lo provide for the
beneflciary with conplex care needs.

Nursinq facifiLies that provide services to complex care lndividuafs
meetlng the criteria deflned above wifl be required to step do!,/n
cost applicable to this service in accordance with Section I (C) of
this plan upon submission of 1-heir annua.L cost report.

2

3

SC: 17-0016
EFFECTTVE Ð¡^TE: 70 / 0L/ L7
RO APPROVED: NOV (} 7 2OI7
SUPERSEDES: SC 11- 0 21



ATTACHMENT 4.19-D
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Ventifator Unit Re imblrrsement Prooram

Effective for services provided on or after october 1', 2OI'1 | the
South Carolina Departrnent of Heafth and Human Services !,rilÌ update
its per diem payment for services provided to ventilator dependent
Medicaid beneficiaries residinq in a venlilator dependent wing of a
contracting South Carolina Medicaid nursinq facility. To quaÌify for
this reiÌ¡bursement ¡ the wlng must consist of a ¡ninimum of 20 nursing
facility beds that are dedicated sole1y to the provis ion of
vent.ilator dependent services, Effective for services provided on
and after october I, 2AI1 , the vent rate wlll equaf $530.00 per
Medicaid patlent day, This rate was determined based upon the
Medicaid Agency/s review of proposed Medicare FFY 2018 RUG ¡ates
associated with the provision of ventilator dependent services.

The venti.Lator unit rate will be used to reimburse nursing
facilities for their base operationaf costs as weÌl as the
lndividual costs incurred in providing servj-ces to these individuals
such as:

1. Staff tirne (both by skilled professional and nurse aides) to
perform actual procedures or provide additìonaf care;

2. Necessary supplies, speciafized eguipment such as lifts/
speciaÌ beds ventilators¿ etc. needed to provide the care,
and/or nutnitional supplelnelrts; alrcl

3. Staff education required to be able to provide for the
beneficiary with vent needs.

Nursing fac.ilities that provide services to VentiÌator Unit
individuats wiÌf be requìred to step down cost app]icabÌe to this
service in accordance w.ith Section T (c) of Attachment 4.19-D upon
submlssion of their annuaf cost report.

,.f. Pavment for Out -of-State Lôn(f Term care FaciliLies

rn order Lo provide servj-ces to Lhe south carolina Medicaid paLients
awaihing placement into a nursing facility, the agency \a,i11 contract
\,.¡ith out-of-state facilities at Lhe other states ' Medicaíd
reiÍìlcur5ement rate. The agency will use the out-of-state facility's
survey conducLed by theír aurvey and certification agency for our
survey and certifícation purposes. Placement of a SouLh Carolina
Medicaid recipient ir¡Lo an out-of-sLate facility will only occur if
a bed is unavailable in South Carolina. No year end South Carolina
Medicaid long term care cost reporL will be required from the
participating out-of-state facilities.

SC: 17-0016
EFFECTTVE D¡rÍE: 1-O / OL/ 1.7

RO APPROVED: NOV () ? 2OI7
SUPERSEDES: SC 15-008



K, Upper Payment Limit Calculation
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The fol.Lowing nethodology ís used to est.imate the upper payment
linit applicable to pnivately owned or operated nursing
faciÌities (i,e. for profit and non- government a1 nonproflt
faci.Lities ) :

The most recent FYE September 30 Medicald nursing facility cosl
report serves as the base year cost report to be used for
Medicaid rate setting and UPL calculations. In order to deter:nine
the Medicare aÌlowable cost per patient day (i.e. upper payment
limit ) , the SCDHHS:

(1) Adjusts each nursing facifity's "desk audited" affoltable
cost (net of cost of capital expenses) to conform to the
requirements of HIM-15 {i.e. the Provider ReirnbursemenL
Manual) . This .is clone in orcler to ensLlre that af fo!.¡ab.l e
costs are determined in accordance with HIM-15/ as sorne of
our Medicaid allo!.rable cost gu.idelines as defined in our
staLe pfan are more restrictive than Medicare.

l. PrivaLe NL.rsing laci ljLy ServLces

t2)

(4)

(5)

(3)

Desk audited cosL of capital expenditures are reviewed
and/or adjusted to ensure that, based upon the best
information available. the capital costs reported by the
provlder reflóct lhe historical costs of the prior owner in
the event of a sa.Ie or Ìease of the nursing facility since
December 15, 1981.

Totaf a.Llowabf e costs as defined in (1) are divided by the
actual number of patient days served by the provider to
determine the a.Llowable cost per patient day of the
provider (net of cost of capital) . This allowable cost per
patient day is then increased by employlng the midpoinL to
midpoint trending methodology using the Gfobal lnsight CMS
Nursing Home without Capital Market Basket Index in order
to trend the base Vear cost to the Medica.id rate period,

Total allowabÌe cost of capital expenditures as defined in
(2) are divided by the actual number of patient days served
by the provider to determine the allowable cost of capital
expense per patient day of the provider. No inflation
trend is applied to the cost of capital per dien,

The cost per diem as determined in (3) and (4) above are
added together to deterrnine the Medicaid rate per day based
upon Medicare af lowab.Le cost definitions (1.e. HIM-15) .

Medicaid days paìd (excluding NF days paid for reclpients
while under the Hospice Benefit) based upon the most
recently compÌeted state fiscal year are applied to the
Medicaid cost based rate as defined in (5) above and the
Medicaid rate as ca]cu.Lated ln accordance with the state
plan methodology to determine the annual Medicaid paynents
for each provider under each rate method described above.

(6)

iå"iïi:i"3T"' ubV'o'á'lotz
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The annuaÌ Medicaid cost based rate expenditures and the
annual Medicaid rate expenditures for all provlders within
the c.Lass are summed to determine the agqregate payments
for each class.

The Medicaid UPL comp.Liance check is determined by
comparing the aggregate amounts as determined in (f) above
to ensure that Medicaid cosl based rate expenditures are
equal to or qreater than Medicaid rate expenditures. In the
event that aggreqate Medicaid rate expenditures exceed
aggregate Medicaid cost based rate expenditures. the
Medicaid rate for each faci.Iity wi.Ll be limited to the
Medicaid cost based rate as determined in (5) above

Due to the mandatory evacuatlon ordered by Governor Haley
of South Carolina in regards to Hurricane Matthe\"r, the
fo.Llowing nurslng facilÍties will receive quarter.Ly private
nursing facility UPL payments equating to Medicaid's share
of its allowable Medicaid reimbursable evacuation related
costs. In the determination of aÌÌot¡abfe Medicaid
reìmbursable evacuation costs, any insurance proceeds
received by the impacted nursing facifities that reÌate to
the residents' evacuation must be offset against the
evacuation costs c]aímed for payment. The nursing
facilities that qualify for thís UPL payment are as
follows:

Heartfand of West Ashley, Johns Island Rehab and
HeaÌthcare/ Life Care Center of CharÌeston/ Mount Pleasant
Manor, Riverside Health and Rehab, Sandpiper Rehab and
Nurslng, l,lhite oak Manor - charleston, Bayview, Life Care
Center of Hilton Head, NHC of Bluffton, HaÌlmark
HeaÌthcare/ oakbrook HeaÌth and Rehab¡ HeartÌand Heal,thcare
of Charleston (Hanahan), and Prince George.

The sum of the private UPL payments wifl not exceed the
upper payment limit calculated under the FFY 2018 private
nursing facility UPL denìonstration.

fI. Non-SLate Owned Governmental Nursing Facílity

The following methodology is used to estimate the annual upper
pa)'rnenL limit applicable to non-state owned governmental nursing
facilities:

The Lhree most recent quarterly nursing facility UPL payments
paid during the preceding federal fiscal year serves as the base
data used for the annual Medicaid UPL demonsLration for tÌ¡is
ownership class and is described beloh':

(1) Calculated Medicare upper pal¡menL limiLs for Lhe December,
March, and \tune quarters of the preceding federal fi6ca1
year are determined in accordance wiLh Lhe Essential Public
Safety Net Nursing Facility Pal,ment Program as described in
Section III(K) of Attachment 4.L9-D. Additionally, the
Medicaid paid days associated with each quarùer are
identified wia MMIS and exclude hospice days.

SC: 17-0016
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To eslimate the calculated Medicare upper payment limit for
the September quarLer, the pa)¡menLs for the three preceding
quarLers are sulnmed and divided by three for each nursing
facility. The estimated Medicaid paid days for the
Septernlcer quarter are also determined using the same
methodology.

The calculated quarterly Medicare upper paymenL limits
identified in (1) above are added Lo Lhe estlmahed
Septenìlcer quarter Medicare upper paymenL limit as
identified in step (2) to determine the annual estimated
Medicare upper pa]'lnent limit for the preceding federal
fiscat year for each nursing facility. .Annual estimated
Medicaid paid days for Lhe preceding federal fiscal year
are also determined uEing the same methodology.

In order to estimate the annual Medicare upper payment
limit for the upcoming federal fiscal year which begins
october 1"', the annual estimated Medicare upper payment
Iimit of the precedíng federal fiscal year as determined in
step (3) a-bove is mulLiplied by the applícable Medicare sNF
PPS Market Basket Rate (net of the Productivity AdjustnenL)
appticable to the next federal fiscal year.

rn order to estimate the annual Medicaid rate pal¡ments for
each nursing facility for Lhe next federal fiscal year, Ehe
Medicaid adjusted per diem rate applicable to the next
federal fiscal year (which includes the base Medicaid per
díem rate, the Medicaid per patienL day pharmacy cost, and
the Medicaid per diem lab, x-ray, and arnlculance cost.) is
multiplied by the estimated Medicaid paid days as
determined in step (3) above,

The Medicaid UPf, compliance check ís det.ermined for Lhe
non-etate owned governmenbal nursing faciliEy class by
comparing the aggregate amouIlLs as determined in (4) above
to ensure thaL Lhe projected Medicare upper payment limit
is equal- to or greater than projecLed Medicaid nursing
facility expendítures determíned in step (5).

III. Essential Public Safety NeL Fâci1i t-w srrÐìflemental
Payment

As directed by the act.ions of Lhe south carolina General
Assenìb1y via proviso Number 21.39 of the State F.iscal Year
20o8/2009 staLe Appropriations AcL, Lhe south carolina
Medicaid Program will imptement an Upper Pal'ment f,imít
PaymenL Program for qualifying non-state owned governmental
nursing facilities.

Therefore, for nursing facilíty services reirnbursed on or
after october 7, 20L1, qualifying Medicaid nursing
facilities shall receive a Medicaid supplemenbal pal,îent
(in addition to the per diem payment ) . The qualification,
upper paymenL limit calculation, and paymenL methodology
are described befow.
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JOB TITLE
0.60 BEDS

MAX ALLOWED
ANNIJAI- SALARY

6I -99 BEDS
MAX ALLOWED

ANNUAL SALARY

I OO+ BEDS
MAX ALLO'vVED

ANNUAL SALARY

)IRECTOR OF NURSINC (DON) s7'7,771 s82.341 s102.48t

ìN $58.82' s5s 592 .$62.8 l(

-PN $48.00( $48.006 $s0,14ç

]NA s24.33( s24.336 $26.00(

ìOCIAL SERVICES DIRECTOR s39,87t $41.434 ssl.52i

ìOCIAI, SERVICES ASSISTANT $34,0s( s34.050 $39.79(

4CTf VITY DIRECTOR $33.03 ( s33,883 s36.?91

A.CTIVITY ASSISTANT s22.02', 822.464 $24.58(

)IETARY SUPERVISOR $40.45f s44.762 s55.24:

)IETARY WORKER $l 2,78)

$29.09ç

s20_966 s23.7 54

,ÀI INDRY SI IPERVISOR ,29,099 s29.09ç

-AUNDRY WORKER s 17.59i 919.344 $21.59(

-{OUSEKEEPING SUPERVISOR s28.74( s34.6'7 4 $3 8.43 t

JOI ISEKEEPING WORKER $ l 8,36( sl9.282 s20.98t

VIAINTENANCE STJPERVISOR s3 8.3 5i s42 848 sso.71a

Vf AINTÊNANCF, WORKFR $28.0r I $28,122 s1l.42a

{DMINISTRATOR $89.75i sl0t.2l3 $131.581

{SSISTANT ADMINISTRATOR $6s,64¿ s77.958 $77.95t

IOOKKEEPER / BUSINESS MCR $45,30i s45.302 s47.'71:

ìËCRETARY / RECEPTIONIST s28,4ta s28.104 s30.03:

\4F.DICAf , RF,CORDS SECRETARY $36.19i $36,192 s36. t9t

Notes Baged upon payroll aurveys sen! duríng the FYE f!/f/fs Eo 9/30/f6
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G) ÄLIIOWÃBIJE COMPENSÃTTON RANGES FOR OWNERS ÃND/OR THEIR RELATIVES EMPLOYED

BY PÂRENT COMPÀNIES:

.fOB TITLE
8-CEO

co¡npênsation 0-60 BEDS 61-99 BEDS 100-257 BEDS 258 + BEDS

Jee nh admin
;uide I Ínes sag.152 sl01 .213 s131.581

I3U3*
100+
1dmin.
3uìdel in

$111,055

\SST CEO

]ONTROLLER

]ORPORATE SECRETARY

]ORPORATE TREASURER

\.TTORNEY ?53 ç6'7 ,31"4 s75.910 s98.686 sr2B ,29r

\CCOUNTANT

]USTNESS MGR

?URCHASING AGENT

ìEGTONAL,CDMINTSTRATOR

ìEG]ONAL V-P

ìEGIONAL EXECUTIVE 't oz s62 . A26 s70,849 s92, L0'7 $119, ?39

]ONSULTANTS:

iocrAl,
\CT TVITY

)IETARY (RD)

?HYSICÀL THER (RPT)

'IED]CAL RECORDS (RRA)

iI]RSfNG ( BSRN ) s58 - 339 s65.7BB s85,528 $111,186

JECRETARIES 3ee nh s2a. 4t3 s2a .'7 a4 $30,03s $30,035

]OOKKEEPERS s4s.302 $4s,302 s4'7 ,'7 L5 s41 ,1r5

"lEDTCAL DIRECTOR 90* sa},111 991,092 $118,423 s3,950
**NOTE: there are no home offices in the 0-60 bed group

surveys

2

The above are naximum lirnits ot allowable cosL for owners and/or
relatives who are actually performing these duties 1009 of a
nor¡nal work \^reek. Part-time performance will be computed
according co time spent. No individual r^till have more Ehan one
fuIl time equivalenc (40 hour per Ì^'eek ) job recognized in the
Medicaid program.

No assistant operahing executive will be authorized for a chain
with 257 beds or less.
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