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

CENTERS FOR MEIJICARE & MEIJICAIU Services 
CENTER FOR MEDICAID & CHIP SERVICES 

 
Financial Management Group 

 
MAR 14 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 17-0017 

Dear Mr. Baker: 

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 17-017. Effective October 1, 2017, this 
amendment modifies the State's reimbursement methodology for setting payment rates for 
Nursing Facilities. Specifically, the amendment provides for a rate increase for state owned 
government nursing facilities.  The increase will be based on the fiscal year ending 2015 
cost reports trended to the mid-point of the rate year 2018. 

 
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a), 1902(a)(l 3), 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 

Baltimore, MD 21244-1850 



 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0193 
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TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

 
FOR: HEALTH CARE FINANCING ADMINISTRATION 

1. TRANSMITTAL NUMBER: 
17-0017 

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, 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, 447 Subpart C 

7. FEDERAL BUDGET IMPACT:  
    a. FFY 2018     $400,000 
    b. FFY 2019     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 Nursing Facility Rate Updates Effective October 1, 2017 

11. GOVERNOR’S REVIEW (Check One): 
 GOVERNOR’S OFFICE REPORTED NO COMMENT    OTHER, AS SPECIFIED: 
 COMMENTS OF GOVERNOR’S OFFICE ENCLOSED                                               Mr. Baker 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: 
//s// 

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

13. TYPED NAME: 
      Joshua D. Baker 
14. TITLE: 
      Interim Director 
15. DATE SUBMITTED: 
      December 19, 2017 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 
12/28/17 

18. DATE APPROVED: 03/14/18 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
10/01/17 

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

21. TYPED NAME:  
Kristin Fan 

22. TITLE: 
Director, FMG 

23. REMARKS: 
 

 



ATTACHMENT 4. ].9-D
Page 23
Revised L0/01-/L7

Ttlis report I1'ilt be ù.Þ witìin ûi¡ety (90) days afteJ the sld of tàe
period of operaLicn. ùrce new omrership or tåe prior ovlrlerlr @ùis
operaticn of the facílity, rejrburssrErìL will be determj¡ed as
pre\,:iously deqcrj-bed for a new c[,¡rìer r¡nder paragraF,Ìr E (2).

F. Paynert for State GoverrnEnt ñ.Ësirrg Facilities arrd fi¡atitutic,ns
for ¡,ler¡ta-l Disea.sag

EffecLive octcber 1, 2oI7, eadl atate or¡Jned nl]Isillg facility ov,¡ned ând/or
operated ty tlle SC DÐârtnent of tì,tsr¡taL lleal.th h'itl receive a proqgective pa),flHrt.
rate based qsr each facílity's fisca-l year 2015 cost reporL. A.llolsable cost
wilt be defùEd i¡r accprda¡¡ce vdth tùe ko\¿iderr ReiÍburs€roent ¡'larIl]al. HIM- 15 .

Allcr¡¡dble cl]sts will üIclude all ptrysician costs e)<cq)t for those physieian
cosLs tlìat relaLe to the prov:isicn of professicma-l se¡ci¡ices. ltle total- atlowable
lJledicai d reinbr¡rsable oosts of each nllrsiflg facility l,.'ill be divided bry the
total- rllnrber of actuaL patient days served durùg tlìe cost retr)orti-ng period to
deterrdr¡e the ba,se year t"tedicaid per dien cosE. In order to trerld ttle ba-se

l'|edicaid per dien cost to tt¡e payrrEr¡t period, the agerlqf vdlI €llg)tqf tt¡e use of
a fniq)oiflt to núq)oi.rlL trqrd factor of 8.185? based qgcrl the first quarter 2017
ctcba]" Ir¡Eight lîder(qs 2014 Based used for tl¡e Cl'1S Skiued lùrrsjng Facility
¡4arket Basket llpdates.

Ttìe ldicaid Agglq1 will not pay lrÞre t¡an tåe prcr\¡íder's custcrmry cìarge eJ<cept
goverlnnen:ltat facilities tl¡at pro\¡ide services free or at a ncmi¡a-l drarge.
ReijnburssrEflt to goverfflental facilities rr,¿'ill be limited i¡ accordance with 42
(Í'R 5447-271 (b) .

c, Payrcnt Deteñrú¡aticrì for I(F/ID'g

À11 ICß'/TID ' I shatl açply tlre cost fir¡difrg netåcds specified lfiij@t 42
cT'R 413.24(d) to its allouable co6ts for tÌìe cost rq)ortjrng year lEde,r
ttle Sout¡ Carolûìa State Plan. ICF/IID facilitie.s \,¡'j.U r¡ot be subject. to
tàe allowable oost defjrliticmE R (A) t-luough R (K) a,s def i¡ed jr¡ tìe
p1an.

All State ov¡ned/operated ICÍ'/IID I s are required to report clcsts cn tlle
Iledicare Aost Reportirg Forrt 2552. For cost rel)orti¡g periods b€gbrrirg
cn or after July 1, 1986, a-ll other ICF/ID'S which a.re not opexated tV
the stâ.te (s.c. Depafi¡Er¡t of Di8abilities and sÞeciaÌ ldeeds) '¿i11 file
anr¡r¡a-l fi¡ancia.l arld statistical- reporL fonrs sr{)plied bry úIe t"Iedícaid
Ager¡cy. -411 cost reports ¡t¡:st be filed v¡ith the l"Iedicaid @errcy withìJì
qle t¡l.rldred tv.'enty (120) days frcn clo5e of each fiscal year.

Effective ,JvIy '1, 20a7, al-t IG'/IID facilities witl receive a staLev¡ide prospective
pa)¡ÍE!]t rate (j¡stituticrìaI rate or ccmnnlity rate) based q)cn ttìe methodology
descri¡ed bel@,r usirg each faciliLy's fisca-l year 2012 cr3st report. Itsrs of e)çsise
j-ncurIed bry che ICF /IID facility 1¡ prorridirg care are allor{'able cosLs for i¡rclusic,n
jJ¡ tlle facílity,s cosL reporb. fhese al-lø¡able æsts al:e defi¡ed as itsrs of erqHÌse
r,¡trich tlle prov:ideü'rnay jncur ùr r€etirg the defùLiticn of irlterlrEdiate care or an)¡
e¡q)sìses i¡rcurred j.rr øçl}airlg w'ith state licensing or fede.ra-l c€J.tif icaticr¡
requirsrErlts. Allowable cost. will be defined i¡r accordance with tÌÞ Provider
Reijrbur8qr€nt t\bflr¡aI HIM-15.

sc 77 -ooL1
EFFECTIVE DATE: 70/07/L7

MAR l4 20t8RO APPROVED:
SUPERSEDES : sc 17-0013
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