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Department of Health & Human Services
Centers for Medicare & Medicaid Services
61 Forsyth St., Suite 4T20

Atlanta, Georgia 30303-8909

CENTERS for MEDICARE & MEDICAID SERVICES

November 2, 2009 %m@mﬁﬂmd

Ms. Emma Forkner, Director NOV 09 2008
South Carolina Department of Health and Human Services Department of Health & Human Services
Post Office Box 8206 . OFFICE OF THE DIRECTOR

Columbia, South Carolina 29202-8206
Re: South Carolina Title XIX State Plan Amendment, Transmittal #08-03 1

Dear Ms. Forkner:

We accept your request, dated October 30, 2009 to withdraw the above State Plan Amendment. We
are returning the Form HCFA-179 and the proposed page.

If you have any questions or need any further assistance, please contact Tandra Hodges at
(404) 562-7409 or Philip Bailey at (615) 255-9305.

Sincerely,

/oYY &&w&? \
.
Mary Kaye Justis, RN, MBA

Acting Associate Regional Administrator

Division of Medicaid & Children's Health Operations
Enclosures
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STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

SC 08-031 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
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[] NEW STATE PLAN
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Attachment 4.19-B, Page 1
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Attachment 4.19-B, Page 1

10. SUBJECT OF AMENDMENT:

Compliance with Medicaid Outpatient Hospital Final Rule — Clarification of Outpatient Hospital Facility (Including Outpatient Hospital

Clinic) Services Definition.

11. GOVERNOR’S REVIEW (Check One):
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2.a.

I.

ATTACHMENT 4.19-B
PAGE 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF SOUTH CAROLINA

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE
(Reference Attachment 3.1-A)

OUTPATIENT HOSPITAL SERVICES

General Provisions

A.

Outpatient Hospital Reimbursement and Upper Payment Limit (UPL)Provision

This plan establishes the methods and standards for reimbursement of
outpatient hospital services effective October 1, 2007. Under this plan,
a retrospective reimbursement system will be available for the following
qualifying hospitals:

e All SC general acute care hospitals contracting with the SC
Medicaid Program that qualify for the SC Medicaid DSH Program will
receive retrospective cost settlements, that, when added to fee
for service and non fee for service payments (i.e. interim
estimated cost settlements paid via gross adjustments), will
represent one hundred percent (100%) of each hospital’s allowable
SC Medicaid outpatient costs.

e All gualifying hospitals that employ a burn intensive care unit
and contract with the SC Medicaid Program will receive an annual
retrospective cost settlement for outpatient services provided to
SC Medicaid patients. In order for a hospital to qualify under
this scenario, a hospital must:

a. Be located in South Carolina or within 25 miles of the
South Carolina border;

b. Have a current contract with the South Carolina Medicaid
Program; and

c. Have at least 25 beds in its burn intensive care unit.

All other hospitals that contract with the SC Medicaid Program for
outpatient hospital services will receive prospective payment rates
from the statewide outpatient fee schedule. However, for contracting
out of state border hospitals that have SC Medicaid inpatient claims
utilization of at least 200 claims and contracting SC long term acute
care hospitals, an annual analysis will be performed each cost
reporting year to ensure that Medicaid reimbursement under the
statewide outpatient fee schedule does not exceed allowable SC Medicaid
outpatient costs.

Determination of the Statewide OQOutpatient Fee Schedule Rates:

The October 1, 2007 statewide outpatient fee schedule rates for acute care
and long term acute care hospitals will be based upon the allowable
outpatient cost information of covered services from each acute care
hospital’s FY 2005 cost report. All contracting SC acute care hospitals as
well as out of state contracting border hospitals with SC Medicaid
inpatient claims utilization of at least 200 claims were used in this

sC 08-031
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