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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland   21244-1850 
 
 
Financial Management Group 
 
February 24, 2020 
 
 
Joshua D. Baker, Director       
Department of Health & Human Services       
1801 Main Street       
Columbia, SC 29201 
 
RE: State Plan Amendment (SPA) 19-0013 
 
Dear Mr. Baker: 
  
We have reviewed the proposed amendment to Attachment 4.19-A/B of your Medicaid State plan 
submitted under transmittal number 19-0013.  Effective January 1, 2020, SC proposes to update their 
DSH program as well as inpatient hospital payments.  Specifically, this SPA:  (1) Updates the base 
year used to calculate the interim DSH payments and update the inflation rate used to trend the DSH 
base year cost; (2) expend 100% of its FFY 2020 allotment; (3) discontinue the normalization 
adjustment to the hospital specific DSH limits; (4) update the inflation rate used to trend the DSH 
base year cost to the end of the 2018 calendar year; (5) create a separate DSH pool from the existing 
2020 DSH allotment to be spread among rural hospitals.  
 
Also effective January 1, 2020, SC will; (1) update the swing bed and administrative day rates based 
on the updated October 1, 2019 NF rates; (2) update the long term per diem psychiatric hospital rates 
based on the FY June 30, 2018 cost reporting period trended forward to the payment period; and (3) 
provide for 100% retrospective cost settlement for all IP and OP services in rural hospitals. 
 
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the 
implementing Federal regulations at 42 CFR 447 Subpart C.  We have found that the proposed 
reimbursement methodology complies with applicable requirements and therefore have approved 
them with an effective date of October 1, 2019.   We are enclosing the CMS-179 and the amended 
approved plan pages. 
 
If you have any questions, please call Anna Dubois at (850) 878-0916. 

 
 
Sincerely, 
 
/s/ 
 
Kristin Fan 
Director 
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STATE PLAN MATERIAL 

 
FOR: HEALTH CARE FINANCING ADMINISTRATION 

1. TRANSMITTAL NUMBER: 
19-0013 

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 
January 1, 2020 

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 Part 447 Subpart C 

7. FEDERAL BUDGET IMPACT:  
    a. FFY 2020     $9.186 million 
    b. FFY 2021     $9.304 million 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
 

Attachment 4.19-A, pages 17, 22, 24, 26a, 26a.1, 26a.2, 26c, 26d, 26f, 
26g, 27, 28, 28a, 29a 
(Due to Language Deletion/shifts page 28a.1 is being removed from 
the SC State Plan) 
Attachment 4.19-B, pages 1a.7, 1a.8, 1a.9 

 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION  
    OR ATTACHMENT (If Applicable): 
Attachment 4.19-A, pages 17, 22, 24, 26a, 26a.1, 26a.2, 26c, 26d, 
26f, 26g, 27, 28, 28a, 29a 
 
Attachment 4.19-B, pages 1a.7, 1a.8, 1a.9 

 
 

10. SUBJECT OF AMENDMENT: This plan amendment is for the SC DSH payment program and updates effective for Federal Fiscal year (FFY) 2020, 
October 1, 2019 through September 30, 2020, DSH payment period. The inpatient hospital swing bed rate and administrative day rate update effective 
January 1, 2020. The SC Department of Mental Health hospital rate update effective January 1, 2020. Effective January 1, 2020 all SC defined rural hospitals 
will receive retrospective cost settlements at 100% of allowable costs for IP and OP services. Effective FFY 2020, all SC defined rural hospitals will receive 
100% of its hospital specific DSH limit. This SPA does not include the DSH ACA reductions 
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: 
      Director 
15. DATE SUBMITTED: 
      December 30, 2019 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 12/31/19 
 

18. DATE APPROVED: 02/24/20 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
01/01/2020 

20. SIGNATURE OF REGIONAL OFFICIAL: 
/s/ 

21. TYPED NAME:  
Kristin Fan 

22. TITLE: Director, FMG 
 

23. REMARKS: 
 

 



2. A Per Diem Prospective Pa)¡menL Rate
Effective November 1, 2013.

ATTACHMENT 4 . 19_A
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Long-'¡erm Psychiatric Hospitals

önly free-standing governmenLal long-term care psychiatric hospitals are
included in this computat.ion.

a) ToEal al1owab1e Medicaid coste are determined for each government.al
long Lerm psychiatric hospital using its fiscal year 2012 Medicaid
cost reporL. Allowable costs would ínclude both routine and
ancillary services covered by the long term psychiatric hospital .

b) Next, toLal patient days incurred by each hospital during its coEt
reporting period were obtained from eactr provider's Medicaid cost
report .

c) Next, in order Lo determine the per diem cost for each governmental
tong term psychiaLríc hospit.al, total al-1owable Medicaid
reirnbursable costs for eacÌ¡ provider is divided by Ehe nunber of
patienL days incurred by the provider to arrive at itE per diem
cost.

d) Finally, in order to trend the goverrÌmenEal long term psychiatric
hospitaLs base year per diem cost (i.e. July 1, 2011 through June
30, 2OA2 to the pal¡ment period (i.e. November L, 2O!3 through
SepLernber 30, 20a4), the agency employed the use of the applicable
CMS Market Basket. RaLes for Inpat.ient Psychiatric Facilities to
determine the trend rate of 5.373:

f)

R! 2013- 2.72
Rv 20L4- 2 .6*

e) Effective .Tuly 1, 2016, Lhe non-state owned governmental long-term
care psychiatric hospiLal Tate was updated based upon iLs fiscal
year end 2015 cost report and trended to the annual pal¡menE period
using the FY 2016 CMS Market Basket Trend Rate for Inpatient
Psychiatric Facilities of 2.42. Effective October L, 2OL'7 | the state
ohrned governmental long-term care psychiaLTic hospital rates were
updaued based upon its fiscal year end 2015 cost report and trended
to the payment period using Lhe midpoint to midpoint methodology arld
the use of the 1st QuarEer 2017 Global Insight Indexes - 2012 Based
cMs Inpatient Psychiatric Facilities.

Effective January 1, 2020, the state owned governmentaÌ fong-term
care psychiatric hospital rates were updated based upon its flsca1
year end 2018 cost report and trended to the paylent period .using
the midpoint to midpoint methodology and the use of the 2"d Quarter
2019 c1oba1 lnsight lndexes - 2016 Based Tnpatient Psychiatric
Facilities.

g) For private long term psychiatric hospitals that do not receive a
hospital specific per diem rate, a statewide per diem rate will be
developed by first multiplying the governmental long term
psychiatric hospitals per diem rate by the Medicaid patient days
incurred during its base year cost reporting period. Next, the sum
of the Medicaid allowable cost. amounts for all governmental long
term psychiat.ric hospitals was divided by the sum of the incurred
Medicaid patient days to determine the statewide per diem rate for
private long term psychiatric hospitals effective Noverìlcer L, 2073.
The hospital h'ill be reimbursed based upon the lesser of its
catculated per diem based upon acEual cosLs or the statewide rate.

sc 19- 0 013
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by multiplying the appticable DRG relative weight by the hospital
discharge rate and dividing by twice the average length of stay for the
DRc. Hor,.'ever, when a patienb is admitLed and discharged, and
subsequently readmitted on the same day, the hospital wíll be paid only
one per discharge or per diem pal¡ment as appropriate.

E. Pal¡ment for Swing Bed Days

AcuLe care facilities will be reimbursed for qualifying skilled and
intermediate care Medicaid patients in accordance r^tith the daily rate
schedule shown below.

October 1,
OcLober 1,
October 1,
october 1,
October 1,
,fanuary 1 ,
.fanuary 1 ,

L62 . L9
167 . 6A
168 .65
L1L.04
L76.'70
181.87

2013 - September 30, 2014
2014 - September 30, 2015
2015 - Septernlcet 30, 20!6
2016 - SepLenìlcer 30, 2OA7
2017 - Decenber 31, 2018
2019 - December 3I, 2OL9
2020 -

This rate calculation is described in the Nursing Home sEate Plan
AEtachment 4.L9-D.

F. Payment for

Acute care facilities will be reimbursed for Medicaid eligible skilled or
intermediate patients who no longer require acute care and are waiting for
nursing home placement. Administrative daya must follow an acute inpatienE
hospital stay and will be covered in any hospit.al as long as a nursing home
bed is not available, ReiÍìbursement for administrative days is described
below.

1. Each administraLive day will be paid in accordance witt¡ the raLe
schedule shown below. This daíly raLe will be considered payment in
full. There will be no cost settlement. This rate is a combination of
the swing bed rate, as defined above, pluE the Pharmacy per diem used
for nursing facility UPL paymenLs:

nìsl-1.ãlì\¡ê DâvÊ

October 1,
ocLober 1,

ocLober
october
October
,fanuary
January

20L3
20r4

September 30, 2OL4
- Septenìlcer 30, 2015

- September 30, 20L6
- Septernber 30, 2OL7
- December 31, 2 018
- Dece[ìber 3L,2Of9

171.08
180 - 76

(ÀRM 8.89)

L,
rl
1-,
7,
1-

20L5
20r6
201-7

2020

183.8s
LA1 ,97
L95.27
202.2r
2LL .96

Pharmacy Per Diem
13.08)

RX Per Diem 15.20
RX Per Diem 16.93
RX Per Diem 18.57
RX Per Diem 20.34

2

(RX Per Diem 19.92

Patients who require more complex care services will be reimbursed
using rates from the following schedule.

october 1-, 2OO3 - September 30,
October 'J., 2oo4 - Septenlcer 30,
October 1, 2005 - Sept'enlcer 30,
October f, 2006 - septenber 30,
October L, 2OO7 - November 30,
December Lt 2OOg -April 7, 2011
April S, 2011 - Septernber 30¡
October L, 2oL! -

2004
2005
2006
2007

2008

188.00
197.00
206.00
2r5 . OO
225 . OO
364.00
353.08
450.00

201"\

This rate calculation is described in the Nursing Home state Pla¡
AttachmenL 4.L9-D., Section III I.

sc 19-0013
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Effective for discharges occurring on or after october L, 2oJ.4, sc
genêral acute care hoEpieals which are designated as SC de fined rural
ho€pitals \Àrill receive retrospective cost settlements that represent
onê -hundred percent (100&) of allowable sc Medicaid inpatíent cogts
which includes base¿ capital, DMÉ and fME costs, subject to the
exceptions provided ifl che ,July 7, 20L4 inpatienu hospital
Dormalization action.

Effectiwe for discharges occurring on or after October L, 2013, the
retrospective coet settlemer¡t amour¡t for qualifying hospitals with a
burn intens ive care uûít will be linited to one-hundred percent (100å)
of allo\,rab1e sc Medicaid inpatient costs which includes base, capital,
DME and IME costs, suljecC Uo the e)(ceptiong, provided in the ,July 1,
2014 inpatient hoepital normafization actíon.

Effective for di6charges occurring on or after J:oly L, 2014, hospiCals
that are eligibte to receíve retrospective cost reiÍibursement and fall
under Lhê 10'h pereentile will be efigible ta receive uhe greater of
Medicaid inpabient reimbursement or allou'abIe Medicaid rei¡nbursement
cosL sl¡bject to aggregate upper pal¡meDt limitations. conversely,
hospitalÊ that are eligible Lo receive reLrospecLive coat reíÍibursement
and are linited by the 75th percentile cap r^,ill be reinbursed. the loit,er
of a1lowable acùual Medicaid reinbursable inpatient hospit al costs or
Medicaid inpatient hospital pa)¡menus aL Lhe 75th percenlile of the base
rate component for discharges occurring on or afeer July 1, 2014.

Effective for discharges incurred on and after October I, 20'J"5,
haspitals that are eligible to receive retrospective cost reinibursement
and fall under the L5bh percent.ile will be eligible bo receive the
grreater of Medicaid inpatient reiúbursenenù in excess of coÊt or
allolt'able Medicaid reimbursable cost subject to aggregrate upper pal¡¡nenb
limitatior¡s. conversely, hospitals that are eligíble to receíve
reurospective cost reimbursementg a-nd are limited by the 65t¡ percentile
cap will be reimbureed che l-ower of allowable actual Medicaj-d
reinbureabfe inpatient hoepical coÊLe or Medicaid inpat.ienc hospital
pa)4nents at the 65Lh percer¡tile of the baee rate co¡nponenL for
discharges incurred on and after october r, 20L5.

Effective for dischargeg incurred on and after October L, 20A6, t'}l.e
following classes of sc defined rural hospitals will receive
retrospective cost setLlements at tl¡e follot¡ing percentages subject to
Lhe Juty 1, 2014 and Oceober L, 20L5 normalization actions:

(1) Hospitals deeígnated as sc defined rural hospitals prior to
october 1, 201-4 will receive 1008 of their SC Medicaid
inpatienc ho€pital reirìbursable cost (Abbeville, Allendale, CHS
- Marion, chester, Mcleod chêrar^t, clarendon, coaÊtal, colleton,
Edgêfield, Fairfield, cHs Laurens, Han¡pton, Lake City, M cleod
Dilton, Newberry, and williamsburg) ;

(2) HospitalÊ designated as a sc defined rural hospital for the
first tine on and after October 'J., 2OL4 v,'ill receive the
greater of interim Medicaid fee for service reiribursement or
90? of aIlolt'able Medicaid reinbursable inpatient ho€pít.al
cosLs, but not to exceed 100å of allo\a'able Medicaid
reirnbursable co6ts (Cannon, Mcleod Loris, and Uníon);

(3) Hospitals designated as a Sc defined rural hoEpital for the
firs! time on and after october f, 20L6 will receive bhe
greater of int.erim Medicaid fee for service reimbursement or
80å of allowable Medicaid reimbursable inpatient hospital
costs, but not to exceed 1008 of allowable Medicaid
reirnbursable costs (The Regionat Medical center ) .

Effective for discharges incurred on and after .fanuary L, 2020, aII SC

defined rural hospitals will receive retrospective cost settlements
equaling 1003 of their Sc Medlcaid inpatient hospital reiûìbursable cost
subject to the .lufy L, 2Ol4 ar'd October 1, 2015 normalìzatlon actions.

sc 19-0013
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N. UpDer Payment Limit Calcul"atioû

Non-State Owned Governmentaf and Private lnpatlent Hospitaf Service
Provlders

The folfowing methodology is used to estimate the upper paynent limit
applicable to non-state owned governmental and privately owned or
operated inpatient hospitafs (i.e, for profit and non-governmentaf
nonprofit facilities ) :

The nost recent HFY 201,8 2552-1,0 cost report serves as the base year
cost report to be used for Medicaid UPL calculatíons. Tn order to
determine the Medicare alfowable cost using Medica¡e allowable cost
principles (i.e. upper payment linit)¿ the ScDHHS enploys the
fo.Llolvinq process:

(1) covered Medicaid inpatient hospital routine charges are
determined by multiplying covered Medicaid inpatient hospitaÌ
routine bilfed charges by the ratio of Medicaid Covered days to
Medicaid billed days. Data source - Sunmary MARS inpatient
hospital report,

12)

(3)

(4)

(5)

Covered Medicaid inpatient hospital ancillary charges are
determined by multiplying covered Medicaid inpatient hospital
ancilÌary bilfed charges by the ratlo of Medlcaid Covered days
to Medicaid billed days. Data source - Summary ¡4ARS inpatient
hospital report.

Medicaid covered inpatìent hospital routlne cost is deterrnined
by rnuftiplyinq Medicaid routine days as ídentified on worksheet
S-3, cofurnn 7¡ 11nes 1, B thru 13 and 16 thru 17 by the routine
cost per diems detemined by the amounts reflected on worksheet
B Part I. coluÍìrl 24, fines 30 thru 40 divlded by total days of
each routine cost center ref.Lected on worksheet S-3, coltxnn 8,
Iines 1 thru 18. Data source HFY 2552-10 cost repo¡t.

Medicaid covered inpatient hospital ancíllary cost is
determined by multiplying covered Medicaid inpatient hospital
anciÌlary charges as identified on worksheet D-3, colum¡ 2,
lines 50 thru 117 by the ancillary cost to charge ratios as
reflected on worksheet c/ coÌumn 8, lines 50 thru 117. Data
sou,cce - HFY 2552-10 cost report.

Total Medicaid inpatient hospitaf cost for federaf flscal year
2018 is deternined by conbining Medicaid covered inpêtient
hospíta1 routine cost (step 3) with covered Medicaid inpatient
hospital ancillary cost (step 4). The totaf Medicaid inpatient
hospltal cost is then trended using the mid-year to mid-year
inflation rnethod and the Second Quarter 2019 Global Insight
Tndexes of 2014 Based CMS Hospital PPS Market Basket in order
to trend the base year cost (HFY 2018) to the Medicaid rate
period October. 1, 2019 through september 30, 2020.

sc 19-0 013
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(6) Tota.l Medicaid .inpatient hospitaÌ revenue is derived from
each hospita.L's SunìJnary l"lÄRS report and wifl be adjusted
accordingLy to reflect any rat e /methodology changes that
may have been implemented between the base year and UPL
demonstration perlod.

(?) Next, For hospitafs that continue to receive retrospective
cost sett.lenents at 1003, 903. or B0å of allowab.Le costs on
and after October !, 2OI9, the estimated revenue for the
October I, 2Ol9 through September 30, 2O2O pal¡ment period
equals the trended inflated cost as described in step (5)
subject to the impact of the Jufy I, 2074 and october 1,
2 015 rate normalization actions,

(B) The Medicaid UPL compliance check is delermined for each
class by comparing the aggregate amounts as determined in
(5) above to ensure that projected Medicaid inpatient
hospital cost is equa.l to or greater than projected
Medicaid inpatient hospitaÌ rate expenditures in step (7).
In the event that aggregate Medicaid lnpatient hospital
rate expenditures exceed aggregate Medicaid hospital cost,
the Medicaid per discharge rate for each facility will be
limited to the Medicaíd cost based rate as determined in
(5) above.

rr. state ovüned covernmenLal Psychíatri

The fo.Lfo!.¡ing methodofogy is used to esLimate the upper payment
limit applicable to state owned governmental inpatient
psychiatric hospitaf s :

The most recent HFY 201"8 2552-10 aost report serves as the base
year cost report to be used for Medicaid rate setting and UPL
cafcu.lations. In order to deterrnine the Medicare allowab]e cost
usinq Medicare a.Lfowable cost principles (i.e, upper payment
linit), the SCDHHS employs the followinq process:

sc 19-0013
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(1) Medicaid covered inpatient hospiLal routine cost is
determined by mult.iplying Medicald routine days as
identified on worksheet S-3. colurnn 7. .Lines 1 and B

thru 13 by the routine cost per diems determlned by
the anounts refÌected on worksheet B Part I/ cofumn
24, Ìínes 30 thru 40 divided by total days of each
routine cost center reflected on worksheet S-3,
co.lumn B, lines l thru 13. Data source - HFY 2552-10
cost report.

(2) Medicaid covered inpatient hospitaf ancillary cost is
determined by multiplying Medicaid routlne days as
ldentified on v¡orksheet S-3, co.Iumn 7, lines 1 and I
thru 13 by the sum of the ancillary cost centers
determined by the amounts reffected on r,rorksheet B
Part I, column 24, Iír'es 50 thru 117 divided by tota.L
days of aff routine cost centers reflected on
worksheet S-3, cofumn B, .Lines 1 thru 13. Data source
- HFY 2552-70 cost report.

(3) Total Medicaid inpatient hospital cost is determ.ined
by combining Medicaid covered lnpatienL hospitaÌ
routine cost (step 1) with covered Medicald inpatient
hospital ancillary cost (step 2). The total Medicaid
inpatient hospitaÌ cost is then trended using the
mid=year to mid-year .inflation method and the Second
Quarter 2019 clobal lnsighl lndexes of 2074 Based cMS
Hospltaf PPS Market Basket in order Lo trend Lhe base
year cost (HFY 2018) to the Medicaid rate period
october I, 2OI9 throuqh September 30, 2020.

(4) Total base year Medicaid inpatient hospitaf revenue
is derived from each hospitaf's DataProbe (SCDHHS
Decislon Support Systen) Sununary report based upon
each hospital's cost reporting period.

(5) Total projected Medicaid inpatient hospital revenue
ís deteflnined by taking the October 1, 2018 and
January I, 2020 Medicaid per diem rates nultiplied by
the HFY 2018 Medicaid days as identified via the
DataProbe report.

(6) The Medica.id UPL comp.llance check is determined for
this class by comparing the aggregate amounts as
determined in (3) above to ensure that projected
Medicaid inpatient hospitaf cost is equa.L to or
greater than projected Medicaid .inpatient hospita.L
rate expenditures in step 5. In the event that
aggregate Medicaid inpatient hospital rate
expenditures exceed aggregate Medicaid hospitaf cost.
the Medicaid per discharge rate for each facility
wiÌl be limited to the Medicaid cost based raLe as
determined in (3) above.

sc 19- 0 013
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ReirìbursemenL Methodology. Each qualifying hospital shall
receive quarterly supplemental enhanced payments for the
inpat.ienL services rendered during Lhe quarEer. rn addition Lo
the limitations resulting from the application of the upper
pal'ment limit for hospitals reflecLed in 42 c.F.R. 447.272(a)-
(b) , annual suppfemental enÌ¡anced payments to each qualifying
hospital as described beIow, in any Medicaid State Plan rate
year shall be limited ¿o the lesser of¡

a. the difference beLween the hospital's Medicaid inpaE.ient.
covered charges and Medicaid pa)¡ments the hospital
receives for services processed for fee-for-service
Medicaíd recipients during the Medicaid state Plan rate
year, including any Medicaid inpatient. cost seEtlemenE
the hospiLal receives for the Medicaid state Plan rate
year under SecLion vI(I) of the state plan, or

for hospitals participating in the Medicaid
Disproportíonaue Share Hospital (DSH) Program, Ehe
difference between the hospital's hospital specific DsH
limit, as defined in Section VII of the state plan, and
the hospiLal's DSH pal¡ments during the Medicaid state
Plan rate year.

c. In Lhe event the pa)¡ment limitations described in
su-bsections a. or b. exceed the aggregate annual upper
pa)¡ment limit for non-state government operated
hospitals, each gualifyíng hoapit.al's pa),ment will be
proportionately reduced to maintain compliance with the
aggregate annual upper paymenL
government operated hospitals,

limiL for non- staLe

3. uPr, calcul-ation for supplemenLal Enhanced Pal¡ment

The following methodology is used to determine the maximum
supplemental enhanced pal¡ments for qualífyíng non-st.at.e owned
governmental and privately owned or operated inpatient
hospitals (i.e. for profit and non-governmental nonprofit
facílities).

The mosL recent HFY 2OfA 2552-LO cost report serves as the
base year cosL report used Lo esÈablish Lhe maxímum
supplemental enhanced payments. In order to determine the
maximum pal¡mente available, the following methodology is
employed:

(1) The ínpatient hospital routine and ancillary cost
is determined as followa: Medicaid inpatient
routine cost is determined by multiplying Medicaid
covered days from the SC MMIS and reconciled to
worksheet S-3, Part l, colunn 7, Lines 1,8
through 13 and 16 through 17 by the routine cost
per diems determined by the amounts reflected on
worksheet B, Part f, col].rÌnn 24, lines 30 through
43 divided by total days of each rouLine cost
center reflected on worksheet s-3, colunìn 8, lines
1 through 18. Medícaid inpat.ienL hospital
ancil-lary cost is determined by multiplying
covered Medicaid inpatient hospital covered
ancillary charges reconciled to the SC MMIS and
idenLified on the Medicaid worksheet D-3, coluJnn
2, lines 50 through 112 by the ancillary cost to

sc 19-0013
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(2)

(3)
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charge ratios as reflected on h'orksheet C, colurnn 9,
línes 50 through La2. Arly ancillary services
reflected within these lines (i.e. 50 through 112)
that are not considered an inpatient or outpatient
hospital service (e.9. home healLh, ambulance, etc.)
will not be reftected within Lhese calculations.

covered Medicaid inpat.íent. hospit.al days used in Lhe
UPL calculation are reconciled to the SC MMIS,

covered Medicaid inpatient hospital afrcillary charges
used in the uPl, calcul"ations are thoÊe that are
provider reported and are subject to reconciliation
to Lhe Sc MMIS if a wariance of 33+ exists between
provlder reported inpatient ancillary charges versus
Sc MMIS reporled inpat.ient ancillary charges.

'.fo determine the UPL gap that will be used to make
supplemental payment.s Ehe amourlt determined for each
hospital in step 1 a.bove will be subtracted from Èhe
anou-nt paid to each hoEpital adjusted for arry changes
in pa)'ment rates during the payment year, The
aggregaLe gap amount for each group of hospitals
(private and non-st.ate government) will serve as the
basis for the supplemental pa)rments to the private
and non-state government hospitals. Furthermore, the
supplemenEal paymenhs available under ttÌis aection
cannot exceed Lhe difference beLween total Medicaid
covered inpatient hospital charges and Lotal
atlor^'able Medicaid inpatient revenue received by each
hospital eligible to receíve UPL reiÍìlcursement under
this sect ion.

For pa}'rnents rnade on and after October 1, 2019, base
year cost will be trended accordingly using cMs
Market Basket rates. For paymenLs made on and after
october I, 20a9, base year cost. will be t.rended using
Lhe midpoint to mídpoint methodology and t.he use of
t.he Globa] Insight 2Of4 Based CMS Hospital
ProspecLive Reimbursement Quarterly Market Basket
Indexes (2nd Qtr. 2019 Editíon) . Medicaid base year
revenue witl be adjusEed accordingly, if applica-ble,
to reflect changes made Lo sc Medicald inpaEient
hospital reinbureement. For subsequent fiscal years,
data uLilized from the HFY 2552-10 cost report and
HFY Srfiìmary ¡4ARS Report wí1l be no older tharl 2 years
prior to the projected spending year.
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county based on the hospital's Core Based SLatistical Area
in the Centers for Medicare and Medicaid May 2013 Public Use
.L.aIe-

2, Reimbursement MeLhodology Each qualifying hospital shal1 receive
quarterly supplemental enhanced pal¡ments for Lhe inpatient services
rendered during the quarler. In addition to the limitations
resulting from the application of the upper pal.ment limit for
hospitafs reflected in 42 C.F.R. 447.272(a)-(b) , annual supplemental
enhanced pa),rnenLs to each qualifying hospital in any Medicaid state
Plan rate year shall be limited to the lesser of:

the difference beù\^¡een Che haepital's Medicaid inpatient covered
charges,and Medicaid payments the hospital receives for service€
proceÊsed for fee-for-service Medicaid recipients during the
Medicaid state Plan rate year, including any Medicaid inpatient
coeE eettlement the hospital receives for tt¡e Medicaid State PIar¡
rate year under secùion vf(I) of the staùe plar¡; or

for hospitals participating in ùhe Medicaid Disproportionate
share Hospital (DsI{) Progran, ùhe difference betweer¡ the
hospital's hospital specific DsH linit, as defined in secùion vII
of the state plan, and the hospiùal'e DSH payments durir¡g the
Medicaid State PIan rabe year.

In the event the pa)4nent limit ations described in subsections a,
or b. exceed the aggregate ar¡nual upper paymenù limit for prÍvate
hospitals, each qualifying hospit.al's pal¡rnent will be
proportionatèly reduced to maintain compliance v"ith the aggregate
anr¡ual upper pal¡ment limit for private hospitals.

3. UPt Calculatíon for Supplernental Enhanced Payment

the following rnethodology is used to determine the maximum aupplemental
er¡hanced paymenes for qualifying non-state owned goverr¡mental ar¡d
privateLy owned or operated inpatient hospitals (i.e. for profit and
non-goverrunental nonprof it facilities) .

The most recent HFY 20fA 2552-IO cost reporb aerves as Ehe baBe year
cost report used to establish the maximr]m supplemental en¡anced
pal¡ments. In order Lo determine the maxiÍrum pal¡nients avaílable, the
following nethodology is employed:

b

(1) The inpatienU hospitaf roubine and ancillary coEt ie
determined as follows: Medicaid inpatient routine cost.
is determined by nultiplying Medicaid covered days from
the SC MMIS and reconciled to worksheet S-3, Part I,
colulfm 7, Line6 1, I through 13 and 16 through 17 by
the routine cost per diems determined by the a¡nounts
reflect.ed on \¡¡oÌkslrcet B, Part I, colunn 24, lines 30
through 43 divided by total days of each routine cost
center reflected 04 r.vorksheeù S-3, colunn 8, linee 1
through 18, Medicaid inpatient hospíLal ancillary cost
is detennined by nulùiplying covered Medicaid inpat.ient.
hospital covered ancillary cl¡arges recor¡ciled to ùhe SC
MMTS and identífied on
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the Medicaid worksheet D-3, colurìn 2, lines 50
through L72 by the ancillary cost to charge
raEios as reflected on worksheet c, column 9,
lines 50 through 112. Any ancill-ary services
reflected within these lines (i.e. 50 through
1a2l that are not considered an inpat.ient or
ouLpaLient hospital service (e.9. home heatth,
ambulance, eLc.) hrill not be reflected within
these calculations.

covered Medicaid inpatient hospital days used in
the UPIr calculation are reconciled to Che SC

MMIS .

Covered Medicaid inpatient hospital ancillary
charges used in the UPL calculations are those
Uhat are provider reported and are subjecE to
reconciliaLion to the SC MMIS if a variance of
3?+ exists between provider reported inpatient
ancillary charges versus SC MMIS reported
inpatient âncillary charges.

To determine the UPL gap that Í'i11 be u6ed to nake
supplemenEal pal¡ments the amount determined for
each hospital ir¡ step 1 above will be gubtracted
from bhe amo ur¡t paid to each hospiLal adjueùed for
any cha¡¡ges in pal¡ment rates during Þhe pat¡mene
year. Ttte aggregate gap amount for each group of
hospitals (private and non-state government. ) will
ererve as the basis for the suppfemental palments to
Lhe private and non-state government hoBpitals.
Furthermore, the supplemental palmentg available
under tl¡is section carlr¡ot exceed the difference
betweer¡ total Medicaid covered inpatient hospital
chargee and total allor,,rable Medicaid inpatient
revenue r.eceived by each hospital eligible to
receive UPL reinbursement uDder this section.

For palmente made on and after October L, 20a9,
base year cost will be trended accordingly using
CMS Market Basket rates. For pal¡mentE made on and
after october L, 2oL9, base year cost will be
trended u€ing the midpoint to midpoint nethodology
and the use of the Global fnsight 2014 Based CMS

Hospital Prospective Reirnbursement Ouarterly Market
Baeket Ir¡dexes (2nd Qtr. 2019 Edition). Medicaid
base year revenue will be adjusted accordingly, if
applicable, to reflect changes made to SC Medicaid
inpatient hospital reinbursement. For su.bsequent
fiscal yearE, data ut.ilized frorn tl¡e HFY 2552-L0
cost report and HFY SuJnmary IIARS Report r4ril1 be no
older than 2 years prior to t.he projected spending
year ,
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VII. DisproporLionate Shaxe

A. Pal¡ments

Disproport ionate share hospital (DsH) palments sha11 be made in accordance
hrith the requirements of Section 1923 of Ehe Social Security Act. DSH
pa)¡ments will be paid to those facilities meeting the requirenents specified
in Section II 12. For clarification purposes, the South carolina Medicaid
state Plan rate year for DSH pal¡ment purposee is October 1 through September
30. For FFY 2019, qualificaLion data will be based upon each hospital's
fiscal year 2017 cosL reporting period.

Effective for the October L, 2OL9 - September 30, 2O2O DSH payment
period, the ínterim hospital specific DsH limit will be seÈ as follows:

a The interim hospital specific DsH limit for most sc general acute
care hospitals that contract with the sc Medicaid erogram will be
equal to one hundred percent (100å) of the unreinbursed hospital
cost for all (i.e. sc and out-of-st.ate) uninsured patients, all
Medicaid fee for service patients, all Medicaid managed care
patierÌts (including PACE Program part.ícipants), SC dual
(Medicare,/Medicaid) eligible pat.ienLs, and all Medicaid patients who
have ínpaLierÌt and outpatient hospital services reimbursed by a
commercial carrier. The hospital specific DsE limit of the sc non-
general acute care hospitals wilL equaL to sixty percent (60?). The
hospital specific DsH limit for all general acute care border
hospitals (in North carolina and ceorgia) contracting wit.h the Sc
Medicaid Program r,,'i11 be equal to sixty percent (603) of Lhe
unreimbursed hospital cosL for SC uninsured patients, SC Medicaid
fee for serwice patients, sc Medicaid managed care patients
(including PACE Program participants), sc dual (Medicare/Medicaid)
eIígible patients, and sc Medicaid patients who have inpatient and
outpatient hospital services reirìlf,ursed by a commercial carrier. The
Decerìber L9, 20OA Final Rule (as well as insLructions /guidance
provided by the DSH audiL conLractor) relating to the audits of the
Medicaid DSH plans as well as the December 3, 2Oa4 Final Rule
relating to Lhe Uninsured Definition will be the guiding documents
that hospitats must use in providing the DSH data.

Except for the SC Department of Mental Health (SCDMH) hospiEals, for
F'FY 2020, each hospital's interim hospital specific DSH limit will
be calculaLed as, followa :

i) The u¡reiÍìbursed cost of providing inpatient arld ouEpatient hospital
servíces to the uninsured, Medicaid fee for eervice, Medicaid Mco
enrollees, dual eligibles, and Medicaid eligibles who have inpatient
and outpatient hospital services reimbursed by a commercial carrier
will be determined by taking each hospital's fiscal year 2018 cost
reporting period charges for each group listed a-bove arìd multiplying
that. by the hospital's applicabl"e FY 20Lg unadjusted inpatient and
outpatient hospital cost Lo charge ratios (i.e. Uninsured, Medicaid
Mco, Medicaid FFS, and Medicare (Dual E1igibles) to determine the
base year cosE for this group, In order to inflate each hospital's
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base year cosb decermined for each group idencifíed above, each ho6píta1's
cosL wiLl be inflated fron Lhe base year to December 3L, 2OLA using the
appticêb1e CMS Market Basket Index described in (À) (3) of this section- the
inflated cost of each hospibal for each group determined above will be
sumrned and reduced by payments received fron or for all uninsured patientg,
all Medicaid fee for sergice, all duaL eligibles, all Medicaid eligibleÊ vrho
have inpatient and oucpacient hospital services reimbursed by a coÍùnercial
carrier, and a1I Medicaid nanaged care patients to determine the total
unreimbursed cost for each DSH hoÊpital. HFY 2018 base revenue for Medicaid
fee for señ¡ice and Medicaid managed care enrollees will be adjusbed to
account for any Medicaid fee for service reinbursement actions implemented
duriûg or afeer the base year. Out of state border DSH qualifying hospitals
t'il1 only report charges and revenue received from SC residenbs.

aa ) For FFY 2O2O, eae}] SCDMH hospiùal's interim hospital specific DSH limíc
rrí11 be calculated using FYE .fune 30, 20L8 cost report data for alf
of its Medicaid fee for service, uninsured, all dual
(Medicare,/Medicaid) eligible, and all Medicaid eligibles who have
inpatient hospital eerviceB reirnbureed by a connercial carrier. Eactr
hospital's t.otal allowable cost will be ínflated from the base year Co
Decernber 3L, 2o1-a usir¡g the cMs Market Basket Ir¡dex deecribed ín (e) (3)
of this section. The infLated co6ù will be divided by total FYE June
30, 2018 acute care hospiual dayÊ to deternine a cost per day amour¡t.
This cost per day amount r,¡ilf be mult.íplied by the FYE ,fune 30, 20L8
acute care ho6pital days associated with all Medicaid fee for seruice,
uninsured, all dual eligible, and all Medicaid eligibles who have
inpatienb hospital services reimbursed by a cornmercial carrier to
det.ermine Lhe total amount of cost eligible under the hoBpital Bpecific
DsH limit. The inflated cost of each hospital determined above nill be
reduced by payments recej-ved from or for all Medícaid fee for service,
uninsured patients, all dual eligibLes, and all Medicaid eligibles who
have inpatient and outpabient hospital serviceE reimbursed by a
commercial carrier to determir¡e the total unreimlcurEed coeL of each DSH
hoÊpital. Medicaid fee for service revenLle will be adjusted Lo account
for any Medicaid rate increase provided since the base year. In the
event that any of Lhe SCDMH hospigals provided inpatient hospital
services for Medícaid managed care patients duríng FyE ,lune 30, 2018,
the previouÊ methodology outlined above will be used to de teminê the
unreiÍibursed Medicaid managed care cost to be added to the
unreíñbursed Medicaid eligible and uninsured cost previously described.

iii)For new S, C. general acute care ho€pit.als which enter the SC Medicaid
Program during the October L, 20L9 - Septenber 30, 2020 DSH Paymenb
Period, their interim hoepíta1 specific DSH limits will be based upon
projected DSH qualification, cost, charge and payment data that could
be 6ubject to further revision based upon ghe audit.ed DSH
qualificatsion, cost, charge and palment data resulting fro m Che audit
of Lhe Oceober L, 2OL9 through September 30, 2O2O Medicaid Stat.e Plan
ra9e year.

iv) For Þhe r'F.Y 2OA9/2020 DSH payment period, SC Medicaid- designated rural
hospicals in south carofina shall be eligible to receive up to one
hundred percent of costs associated with uncompensated care as part of
the DSH program. Funde shall be allocaùed fron the existing DSH
program. To be eÌigible, rural hoepitalÊ must participate in reporting
and quatity guidelinee published by Che departnent and outlined in the
Healùhy outcones ln itiative.
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v) Effect.ive for the FFv 2020 DSH pa)¡ment perÍod, the SCDHHS will
creaLe ttlree separate DSH pools for the calculai:ion of the ínterim
DsH pal¡menta effective october 1,, 20a9. The fírst DsH pool will
represenE the unreimbursed costs of the uninsured and Medícaid
eligible recipients receiving inpatient psychiatric hospital
services provided by South Carolina Department of Mental Health
(SCDMH) hospitals. Under this pool, the SCDMH hospitals will receive
(in the aggregate) up to one hundred percent of their specific DsH
limit but not Lo exceed $60,903,051. Next, a second DsH pool will be
created for SC defíned rural hospitals from the exisLíng F'Fy 2O2O

DSH allotment for the Sc defined ruraf hospitals as described in iv.
above. Finally, the remaining DsH allotment amormt begirming october
1-, 2OL9 will be available to all Temaining DSH eligible hospitals.
Tn the event that the sum of che hospital specific DsH limiLs of the
ÐsH qualifying hospitals exceeds the srrn of DsH pa)¡ment pool #3
beginning october a, 2079t the hospital specific DsH limits will be
decreased proportionaLely to ensure the hospital specific DsH limits
are within Ehe DSH pa)¡ment pool *3 amount.

The OcEober t, 2OI9 - September 30, 2020 annual aggregate DSH payment
amounts will not exceed the October 7, 2Of9 - Septerìber 30, 2020 annual
DSH alloLmenf amount .

The foltowing cMs Market BaskeE index will be applied Lo hospitals' base
year cost.

FY 2 018 2.62

A1l disproportionate share payments will be made by adjustmenEs during
the applicable time period.

Effective October a, 2oa8, the Medicaid Agency will employ the use of
the DSH audit redistribution methodology as outlined under Section
rx(c) (1) (b)of Attachnent 4.19-4.
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Effective for discharges incurred on and after October L, 2oa6, Lhe follor^¡ing
classes of sc defined rural hospitals will receive reÈrospeccíve cost
seEtlements at the folloh'ing percenLages su-bject to the July 1, 2014 and
October L, 2oa5 normalization actions:

Hospitals designaLed as SC defined rural hospitals prior to October 1,
2014 will receive 100? of their Sc Medicaid inpatient hospiLal
reiÍìlcursable cost (-Abbeville, Allendale, CHS - Marion, chesLer, McLeod
Cherah,, clarendon, Coastal, Cofleton, Edgefield, Fairfield. cHS
Laìlrens, Hampton, take City, Mcleod Dillon, Newberry, and
williamsburg) ;

Hospitals designated as a SC defined rural hospital for the first time
on and after October 1,, 201,4 will receive the greater of interim
Medicaid feè for service reinìbursemenL or ?Oå of allowable Medicaid
reirnlcursable inpaLient hospítal costs, but. not. Lo exceed 1003 of
allowable Medicaid reimlcursable costs (cannon, Mcleod Loris, and
Union);

Hospitals designated as a sc defined rural hospital for the first time
on and after october a, 2016 wil] receive the greater of interim
Medicaid fee for service reirìbursement or 80? of allowable Medicaid
reirìlcursable inpaLient hospital coats, but not to exceed 100& of
allowable Medicaid reinìlcursable costs (The Regional Medical center).

Effectiye for discharges incurred on and after January 1, 2O2O, aII SC
defined rural hospitals wiÌf receive retrospective cost settlements equaling
1003 of their SC Medicaid inpatient hospital reinbursable cost subject to the
,July 1, 2014 and october L, 201,5 normalization actions.
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