
 

 

 

 

 

September 19, 2019 

 

 

Seema Verma, Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attention: CMS-1717-P 

7500 Security Boulevard 

Baltimore, MD 21244-1850 

 

RE: Medicare Program: Proposed Changes to Hospital Outpatient Prospective Payment and 

Ambulatory Surgical Center Payment Systems and Quality Reporting Programs; Price 

Transparency of Hospital Standard Charges; Proposed Revisions of Organ Procurement 

Organizations Conditions of Coverage; Proposed Prior Authorization Process and 

Requirements for Certain Covered Outpatient Department Services; Potential Changes to 

the Laboratory Date of Service Policy; Proposed Changes to Grandfathered Children’s 

Hospitals-Within-Hospitals (CMS-1717-P) 

 

On behalf of its 141 member hospitals, the Missouri Hospital Association offers the following 

comments regarding the Centers for Medicare & Medicaid Services’ proposed regulatory 

changes to the Medicare outpatient prospective payment system and related policies for calendar 

year 2020.  

 

MEDICARE WAGE INDEX REVISIONS 

 

CMS proposes to apply the proposed fiscal year 2020 Medicare inpatient prospective payment 

system wage index changes to Medicare OPPS payments for CY 2020. Within the FY 2020 IPPS 

proposed rule, CMS proposed to increase the wage index for hospitals with a wage index in the 

bottom quartile, which is calculated to be at or below 0.8482. Wage indices in the bottom 

quartile would be increased to be halfway between the initial wage index value and the 25th 

percentile. Funding to support this increased payment rate would be generated by redistributing 

payments from hospitals in the top quartile.  

 

Since the OPPS proposed rule was published, CMS finalized its Medicare IPPS rule to include a 

wage index increase for those below the 25th percentile but it changed the funding methodology. 

MHA recommends that CMS apply the finalized FY 2020 IPPS wage index changes to the 

CY 2020 OPPS final rules. 

 

REQUIRED PUBLICATION OF HOSPITAL STANDARD CHARGES 

 

The CY 2020 OPPS proposed rules call for additional price transparency requirements. CMS 

proposes to require the posting of hospital standard charge and negotiated payment rates for 

Medicare and other private payers, as well as consumer-friendly price and payment data for 
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70 CMS-designated and 230 hospital-selected conditions. The information must be accessible 

without a password and in a searchable format. MHA has long supported transparency of quality 

and price data that benefits the patient. MHA urges CMS to not finalize the proposed price 

transparency requirements and instead reconsider how to focus on what patients actually are 

seeking ― clear statements of what their out-of-pocket expenses will be. MHA also asks CMS to 

establish a multi-stakeholder technical advisory group, made up of hospitals, physicians, 

information technology firms, accounting firms, insurers and most importantly, patients. 

The TAG would be charged to develop a transparency policy that puts the patients first, develop 

policies that are workable and minimize duplicative regulatory burden.  

 

Alignment of Regulatory Efforts 

 

Transparency is not new or unfamiliar. There are laws and regulations on the topic. MHA is 

concerned about the breadth of agencies that are creating new and often inconsistent regulatory 

standards regarding price transparency. The Patient Protection and Affordable Care Act requires 

“each hospital operating within the United States shall for each year establish (and update) and 

make public (in accordance with guidelines developed by the Secretary) a list of the hospital’s 

standard charges for items and services provided by the hospital, including for diagnosis-related 

groups.” In order to implement the law, CMS finalized a rule requiring hospitals to “either make 

public a list of their standard charges (whether that be the chargemaster itself or in another form 

of their choice) or their policies for allowing the public to view a list of those charges in response 

to an inquiry.” Further, beginning January 2019, CMS finalized transparency changes 

compelling hospitals “to make available a list of their current standard charges via the internet in 

a machine readable format and to update this information at least annually, or more often as 

appropriate.” To further complicate federal price transparency requirements, the Internal 

Revenue Service has regulations issued under Section 501(r) that mandate additional price 

transparency requirements for tax-exempt hospitals. In addition, many states have passed 

legislation on price transparency. Federal and state lawmakers and regulators should focus on 

consolidating and coordinating consistent transparency requirements to mitigate competing and 

often misaligned transparency efforts. Absent such an initiative, MHA does not support further 

unilateral changes to price transparency.  

 

Price Transparency Recommendations 

 

In order for the patient to make a decision about the best place to receive care, both quality and 

out-of-pocket expense data is needed. Patients who shop for health care services are asking what 

their out-of-pocket expenses will be. MHA offers the following guidelines to support what we 

believe will be the most beneficial product for the patient.  

 

Requirements for Self-Pay Patients 

 

Each hospital maintains the information about how much a patient will be expected to pay if he 

or she is uninsured. Although hospitals utilize the charge description master to charge for each 

service, most provide up front discounts to the uninsured. In addition to these discounts, many 
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hospitals have their own financial assistance policies and provide additional discounts to patients 

based on need. Tax exempt hospitals must follow IRS 501(r)(4) and IRS 501(r)(6) standards 

requiring them to publicize financial assistance eligibility criteria, the basis for calculating 

amounts charged to patients, the method for applying for financial assistance, as well as make 

reasonable efforts to determine whether an individual is eligible for financial assistance. Much of 

this information also is required to be posted on the hospital’s website. These regulations require 

hospitals to be transparent about what the uninsured patient’s responsibility will be. They do 

more to help the uninsured determine out-of-pocket expenses than a posting of the chargemaster 

or publication of third-party negotiated payment rates.  

 

Requirements for Insured Patients 

 

Payments for services provided to patients who are insured are complex and are not 

standardized. Insurers may use per diems, DRGs, case rates, fee schedules, APCs, a percentage 

of charges or various other payment methodologies. The patient’s responsibility is determined 

based on these contracted rates. To further complicate out-of-pocket estimates, each plan, and/or 

employer has its own benefit structure and out-of-pocket responsibilities. This information is 

often unknown to the hospital. Insurers are the ones who have the contracted rates for each 

hospital and the benefit structure for each of their enrollees. Many insurers already have 

calculators for their beneficiaries to use to estimate their out-of-pocket cost. Federal law, 

42 USC 18031(e)(3)(C), requires “health plans seeking certification as qualified health plans to 

permit individuals to learn the amount of cost-sharing (including deductibles, copayments, and 

coinsurance) under the individual’s plan or coverage that the individual would be responsible for 

paying with respect to furnishing of a specific item or service by a participating provider in a 

timely manner upon the request of the individual. At a minimum, such information shall be made 

available to such individual through an Internet website and such other means for individuals 

without access to the Internet.” Some states, including Missouri, have laws that require health 

insurers to make out-of-pocket estimates available to their beneficiaries. Accordingly, the best 

source of out-of-pocket expense estimations that are useful to the patient is the insurer. MHA 

continues to urge regulators to place out-of-pocket estimation tool requirements on the insurance 

company. We also would argue that these requirements be consistent between ERISA plans and 

all other insurers. MHA urges CMS to put “patients over paperwork” by fostering the type of 

transparency that patients are seeking. 

 

Place of Service Requirements 

 

In order for the patient to receive the best and most comprehensive information needed to choose 

a provider, regulators should include all place of service options within its transparency 

requirements. In Missouri, there is minimal or no data on ambulatory surgical centers or 

freestanding imaging centers that provide the services for which hospital disclosure is required. 

Price transparency should apply to all providers of a given service, but the results should 

acknowledge the role of cost-shifting and uncompensated care, federal requirements such as 

EMTALA, the 24/7 availability of some providers, whether the provider takes all forms of  
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payment, and other factors influencing community and governmental expectations and the costs 

associated with meeting them. 

 

Unintended Consequences of Publishing Third-Party Payment Rates 

 

Releasing and comparing third-party contracts has unintended consequences. If CMS finalizes 

such requirements, it will permit what presently is barred by antitrust law and standards from 

being done by private action. Current antitrust standards bar providers from sharing data among 

themselves regarding the payment rates or other terms of contract negotiations with insurers. 

This type of disclosure makes that data readily available to all to share. The market effect may be 

what the laws, regulations and enforcement activities of the Federal Trade Commission, U.S. 

Department of Justice and other antitrust regulators have long sought to prevent.  

 

Proponents of data transparency often assert that the intended outcome is to lower health care 

costs by encouraging competition. However, it is just as likely to raise costs. Forcing hospitals to 

make this information available will not necessarily lead to competition or lower costs. For these 

reasons, MHA urges the CMS to not force hospitals to release third-party reimbursement rates. 

 

Annual Burden on Hospitals to Meet New CMS Price Transparency Requirements 

 

CMS is estimating that “the total annual burden for hospitals to review and post their standard 

charges to be 12 hours per hospital at $1,017.24 per hospital for a total burden of 72,024 hours 

(12 hours X 6,002 hospitals) and total cost of $6,105,474 ($1,017.24 X 6,002 hospitals) if our 

policies, as discussed” are finalized. CMS significantly has underestimated the amount of burden 

for hospitals to meet the proposed transparency requirements. MHA-member hospitals assert that 

many more than 12 hours will be needed to accomplish what CMS is proposing. Some say they 

will need to hire a consultant to perform this work. Some pricing consulting firms also are stating 

that the proposed requirements are unworkable and will require a significant amount of 

investment. CMS is underestimating the complexity, difficulty and expense needed to create a 

product that is not particularly meaningful to the patient. MHA urges CMS to not finalize the 

new price transparency requirements. 

 

340B PAYMENT REDUCTIONS 

 

Beginning January 1, 2018, CMS finalized payment reductions for certain drugs purchased under 

the 340B drug pricing programs. The change in policy reduced payments from average sales 

price plus 6 percent to ASP minus 22.5 percent. The reduction in payment applied to all OPPS 

hospitals, with the exception of rural sole community hospitals, critical access hospitals, 

children’s hospitals and certain cancer hospitals.  

 

Since the change in 340B payments applied to claims paid under the OPPS, nonexcepted PBDs 

did not receive the payment reduction. Nonexcepted PBDs continued to receive payment for 

drugs purchased under the 340B program at a rate of ASP plus 6 percent. CMS finalized to 

include nonexcepted PBDs in the 340B payment reductions beginning January 2019.  
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Nonexcepted PBDs are, for payment purposes, physician freestanding clinics paid under the 

physician fee schedule. CMS implements its payment reduction through a physician fee schedule 

relativity adjuster. MHA continues to oppose what appears to be CMS’ intent to chip away at 

340B payments to hospitals. It appears this is being done without CMS having a legislative 

strategy to fulfill its espoused interest in redistributing 340B savings in a more targeted fashion 

than is permitted under current law and regulation. 

 

In response to the initial payment reduction, the American Hospital Association, joined by 

several state hospital associations and hospitals, challenged these payment reductions through 

litigation.  On December 27, 2018, the U.S. District Court for the District of Columbia denied 

the Department of Health and Human Services’ motion to dismiss and granted the plaintiffs’ 

motion for a permanent injunction.  The court reaffirmed the decision in May.  The court did not 

provide remedies and ordered that the plaintiffs and defendants should file supplemental briefs 

on the appropriate remedy.  The AHA filed a “Plaintiffs’ Supplemental Brief on Remedies,” 

which MHA supports.  MHA urges CMS to discontinue these payment reductions and provide 

remedies to hospitals as provided in the AHA brief. 

 

SOLICITATION FOR COMMENT ON COST REPORTING, MAINTENANCE OF 

HOSPITAL CHARGEMASTERS, AND RELATED MEDICARE PAYMENT ISSUES 

 

MHA applauds CMS for requesting comment about the relationship of the chargemaster, the cost 

report and its implications on Medicare payments. Due to the variety of payers with which 

hospitals interact, the use of a standardized chargemaster is a necessary requirement for hospitals 

to maintain. It is the primary mechanism in place to determine utilization patters, cost allocation 

used within cost reporting systems and contains codes that describes services provided that 

largely are standardized among insurers .Likewise, the cost report and specifically the ratio of 

cost-to-charges are used for determining payment rates within the Medicare, the Missouri 

Medicaid and other insurer payment systems. MHA recommends that CMS establish a task force 

advisory group that includes insurers, providers and regulators before it begins making changes 

to the cost report or the use of the chargemaster. 

 

CLINIC VISIT PAYMENT REDUCTION FOR EXCEPTED OFF-CAMPUS PROVIDER 

BASED DEPARTMENTS 

 

CMS previously implemented Section 603 of the Bipartisan Budget Act in its final CY 2018 

outpatient prospective payment system payment and policy regulatory changes. CMS also 

finalized within the CY 2019 OPPS rule payment reductions for clinic visits performed in the 

hospital outpatient setting rather than in the physician office setting. CMS asserts these were 

necessary due to increases in volume of outpatient services. CMS states “we believe that capping 

the OPPS payment at the Physician Fee Schedule (PFS)-equivalent rate would be an effective 

method to control the volume of these unnecessary services because the payment that is driving 

the site-of-service decision will be removed.” CMS also asserts that the growth in expenditures 

under OPPS is a result of hospitals purchasing and converting off-campus clinics to PBDs.  
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MHA asserts that growth in outpatient services is affected far more by broader trends within the 

health care system than by off-campus PBDs. As health care technology advances, more services 

are being performed on an outpatient basis. CMS acknowledges this by continuing to narrow the 

use of inpatient-only indicators within the OPPS system. A notable example is contained within 

the CY 2020 OPPS proposed rule, which would allow certain total hip arthroplasty procedures to 

be performed in the outpatient setting. CMS also has imposed more stringent criteria for placing 

patients in an inpatient setting. Trends of increasing outpatient volume, intensity and 

expenditures is being fueled by CMS policy and a presumption that the transition of services 

from an inpatient to an outpatient setting lowers cost. 

 

CMS appears to be proposing this change solely as a cost saving initiative and avoiding or 

ignoring the concurrent evolution of change in place of service for many, if not most, other 

services. MHA strongly opposes the proposal to create an administrative complex, insufficiently 

justified hybrid excepted/nonexcepted off-campus PBD payment model. It also continues to 

oppose the finalized payment reductions put in place under the CY 2019 OPPS rule and opposes 

further cuts that are proposed within the CY 2020 OPPS rule. 

 

SUPERVISION OF OUTPATIENT THERAPEUTIC SERVICES 

 

MHA supports CMS’ proposal to change the baseline level of supervision to general supervision, 

rather than direct supervision, for all hospital outpatient therapeutic services provided by all 

hospitals and critical access hospitals. The Hospital Outpatient Payment Panel would continue to 

review and make recommendations regarding supervision levels for particular hospital outpatient 

services, and CMS would be authorized to set higher levels of supervision through the regulatory 

process. 

 

Thank you for the opportunity to comment and for your consideration of these issues. 

 

Sincerely, 

 

 

 

Daniel Landon 

Senior Vice President of Governmental Relations 

 

dl/djb 

 

 


