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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 22, 2017 
 
Mr. Dave Richard 
Deputy Secretary  
Division of Medical Assistance 
2001 Mail Service Center 
Raleigh, NC 27699-2501 
 
Attention: Teresa J. Smith 
 
RE:  State Plan Amendment NC 16-0010 
 
Dear Mr. Richards: 

 
We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid state 
plan submitted under transmittal number (TN) 16-0010.  Effective December 1, 2016 this 
amendment will freeze the rates in effect as of June 30, 2015 for swing beds and lower level 
beds services. 
 
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 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 December 1, 2016.   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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TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

 
FOR: HEALTH CARE FINANCING ADMINISTRATION 

1. TRANSMITTAL NUMBER: 
        16-010 

2. STATE 
     NC 

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 
    December 1, 2016 

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 2017        $0.00 
b. FFY 2018        $0.00 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
 
 
Attachment 4.19-A, Page 25, and Attachment 4.19-D, Supplement 1, 
Page 1 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION  
    OR ATTACHMENT (If Applicable): 
 
Attachment 4.19-A, Page 25, and Attachment 4.19-D, Supplement 
1, Page 1 

10. SUBJECT OF AMENDMENT: 
 
Swing Beds and Lower Level Beds 
11. GOVERNOR’S REVIEW (Check One): 
        GOVERNOR’S OFFICE REPORTED NO COMMENT                                             OTHER, AS SPECIFIED: Secretary 
        COMMENTS OF GOVERNOR’S OFFICE ENCLOSED 
        NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 
 
Office of the Secretary 
Department of Health and Human Services 
2001 Mail Service Center 
Raleigh, NC  27699-20014 

13. TYPED NAME: 
      Richard O. Brajer 
14. TITLE: 
     Secretary 
15. DATE SUBMITTED: 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 12/29/2016 
 

18. DATE APPROVED: 03/22/2017 

PLAN APPROVED – ONE COPY ATTACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 
12/01/2016 

20. SIGNATURE OF REGIONAL OFFICIAL: 
 

21. TYPED NAME:  
Kristin Fan 

22. TITLE: Director, FMG 
 

23. REMARKS: 
 

 



Attachment 4. l9-A
Page 25

State Plan Under Title XIX of the Social Security Act
Medical Assistance Program
State: Nofth Carolina

Pâvments for Medical and Remedial Care and Services: Inpatient Hospital

l. (e) Days for authorized nursing facility level ofcare rendered in an acute care hospital shall

be leimbursed at a l'ate equal to the average rate for all such Medicaid days based on the rates in

effect for the long term care plan year. EfI'ective f'or dates of service provided on ot aftet'

December 1,2016 the lates are frozen at the rates in effect as ofJune 30,2015. All rates are

published on tlie website at h tlps://clnra. ncdh Its, gtti,/prov itìer.s/fìc-sch etltrlcs.

Days for lower than acute level of care for ventilator dependent patients in swing-bed
hospitals or that have been down-graded through the utilization review process lnay
be paid for up to 180 days at a lower level ventilator-dependent rate if the hospital is

unable to place the patient in a lower level facility. en extension may be granted if in
the opinion of the Division of Medical Assistance the condition ofthe patient

prevents acceptârrce of the patient. A single all-inclusive prospective per diem rate is
paid, equal to the average rate paid to nursing facilities fol ventilator-dependent
services. The hospital must actively seek placement of the patient in an appropriate

facility.

(Ð The Division ofMedical Assistance may make a retrospéctive review ofany transfers to a lower

level ofcare prior to the expiration ofthe average length of stay for the applicable DRG. The Division of
Medical Assistance may adjust the DRG payment ifthe transfer is deemed to be inappropriate, based on

the prepondel'ance ofevidence ofa case by case review.

(g) In state-operated hospitals, the appropriate lower level ofcare rates equal to tlie average rate paid

to state opelated nursirrg facilities, are paid for nulsing facility level ofcare patients a\¡r'aiting placement

in a nulsing facility bed.

(h) For an inpatient hospital stay where the patient is Medicaid eligible fol only part of the stay, the

Medicaid program shall pay the DRG payment less the patient's liability or deductible, if any, as provided

by l0 NCAC 508 .0406 and .0407. (see page 28-28(c) of this plan).

TN. No. l6-010
Supersedes
TN. No. 05-01 5

Approval Date: r¡^D 9E 
'nfl

Eff. Dare: 12/0112016



Attachment 4.19-A
Supplernent l, Page I

State Plan Undel Title XIX of the Social Security Act
Medical Assistance Program
State: Norlh Carolina

Pâvment fol Medical and Rernedial Care and Services: Inpatient Hospital

INTENTIONALLY LEFT BLANK

TN. No. l6-010
Supersedes
TN. No. l3-032

Approval out", MAR P 2 2017 Eff. Date: 12/0112016
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