
 

 

 
 
 
 
 
September 19, 2018 
 
 
Seema Verma, Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention:  CMS-1695-P 
P.O. Box 8013 
Baltimore, MD  21244-1850 
 
RE: Medicare Program; Proposed Changes to Hospital Outpatient Prospective Payment 

and Ambulatory Surgical Center Payment Systems and Quality Reporting Programs; 
Requests for Information on Promoting Interoperability and Electronic Health Care 
Information, Price Transparency, and Leveraging Authority for the Competitive 
Acquisition Program for Part B Drugs and Biologicals for a Potential CMS 
Innovation Center Model (CMS-1695-P) 

 
Dear Ms. Verma: 
 
On behalf of its 144 hospital members, the Missouri Hospital Association offers the following 
comments in response to the Centers for Medicare & Medicaid’ proposed calendar year 2019 
outpatient prospective and ambulatory surgical center payment and policy updates. 
 
EXPANSION OF CLINICAL FAMILIES OF SERVICES AT EXCEPTED 
OFF-CAMPUS DEPARTMENTS OF A HOSPITAL 
 
Section 603 of the Bipartisan Budget Act and subsequent CMS regulations ended the ability of 
most off-campus provider-based departments to receive outpatient prospective payment system 
payments.  CMS exempted off-campus entities that were billing for services as a PBD or were 
under construction as of November 1, 2015.  Known as excepted facilities, these PBDs continue 
to be able to bill and receive payments under the outpatient prospective payment system, without 
utilizing the PFS relativity adjuster.  CMS continues “to be concerned that if excepted 
off-campus PBDs are allowed to furnish new types of services that were not provided at the 
excepted off-campus PBDs before the date of enactment of the Bipartisan Budget Act of 2015 
and can be paid OPPS rates for these new types of services, hospitals may be able to purchase 
additional practices and add those physicians to existing excepted off-campus PBDs.”  
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CMS is proposing to change how it will pay excepted off-campus PBDs.  If the off-campus PBD 
did not furnish and bill for services within a particular clinical family of services during a 
baseline period from November 1, 2014, through November 1, 2015, services within that clinical 
family will be paid under the physician fee schedule.  It is unclear as to how CMS or hospitals 
will determine what service families were being provided during the baseline period.  Even if 
CMS and/or the providers could identify the families, it would be exceedingly complicated and 
burdensome to providers to ensure and accurately report new service family items.  This 
proposal significantly will increase administrative burden and red tape, in direct contradiction to 
the intent of CMS’ “Patients over Paperwork” initiative.  In the interest of streamlining payment 
processes, rather than complicating them, MHA recommends that CMS not finalize these 
proposed payment revisions.  
 
340B PAYMENT REDUCTIONS TO NONEXCEPTED OFF-CAMPUS DEPARTMENTS 
OF A HOSPITAL 
 
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 is proposing to 
include nonexcepted PBDs in the 340B payment reductions beginning January 2019.   
 
Nonexcepted PBDs are, for payment purposes, physician freestanding clinics paid under the 
physician fee schedule.  CMS does this through a physician fee schedule relativity adjuster.  
Unlike the finalized rule to reduce 340B payments, CMS does not seem to be implementing this 
in a budget neutral manner.  MHA opposes the precedent of reducing payments to hospitals for 
340B drugs without applying the same type of budget neutrality adjustment as was implemented 
earlier this year.  MHA also opposes 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.  
 
CLINIC VISIT PAYMENT REDUCTION FOR EXCEPTED OFF-CAMPUS PROVIDER 
BASED DEPARTMENTS 
 
As discussed previously, CMS implemented Section 603 of the Bipartisan Budget Act in its final 
CY 2018 outpatient prospective payment system payment and policy updates.  CMS is asserting 
that it is making these proposals due to increases in volume for outpatient services.  CMS states 
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“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. 
 
MHA asserts that growth in outpatient services is far more affected by broader trends within the 
health care system than off-campus PBDs.  As health care technology advances, more services 
are being performed on an outpatient basis.  CMS acknowledges this by continuing to change the 
inpatient-only indicator within the OPPS system.  A notable example is allowing certain joint 
replacement procedures to be performed in the outpatient setting.  CMS also has changed the 
criteria for placing patients in an inpatient setting.  These examples are the underlying reasons 
for the increase in outpatient volume, intensity and expenditures.  Often times, 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. 
 
DECOUPLING THE INPATIENT PPS AND OUTPATIENT PPS WAGE INDEX FOR 
THE RURAL FLOOR CALCULATION 
 
CMS extended through rulemaking in 2011 the Patient Protection and Affordable Care Act 
Section 3141 to the hospital outpatient payment system.  It was in the proposed rule (Federal 
Register, July 18, 2011) that CMS spelled out the challenges this law creates for the Medicare 
wage index. 

 
“Our concern is that the manipulation of the rural floor is of sufficient magnitude that it 
requires all hospital wage indexes to be reduced approximately 0.62 percent as a result of 
nationwide budget neutrality for the rural floor (or more than 0.4 percent total payment 
reduction to all IPPS hospitals).” 
 
“…we do not believe Congress anticipated individual urban and rural conversion 
allowing payment redistributions of this magnitude.” 

 
“…the rural floor is resulting in significant disparities in wage index and, in some cases, 
resulting in situations where all hospitals in the State receive a wage index higher than 
that of the single highest wage index urban hospital in the state.” 
 

Despite these misgivings, CMS finalized the rule and extended PPACA Section 3141 to the 
hospital OPPS.  CMS did state in the rule, and MHA agrees, that it has the legal authority to 
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“decouple” the wage index used for the IPPS and the wage index used for the OPPS.  Section 
1833(t)(2)(D) of the Social Security Act gives CMS the authority to establish an OPPS wage 
index, but it does not say anything about linking it to the IPPS area wage index.  Moreover, the 
statute says the wage index chosen must be budget neutral, but it does not specify how to achieve 
budget neutrality.  As CMS noted in the July 2011 Federal Register notice, “…the statute does 
not require the Secretary to use the IPPS wage adjustment factor to wage adjust OPPS payments 
and copayment calculation to the same adjustment that the law requires be applied to the IPPS 
wage adjustment factor.” 
 
CMS has taken action to create fairness in the wage index for the skilled nursing facility 
PPS.  Within the FY 2019 payment and policy updates to the skilled nursing facility PPS, CMS 
continues to exclude the effects of reclassifications and the application of the national rural floor 
adjustment.  CMS chooses to exclude the application of the national rural floor adjustment, based 
in part on MedPAC’s recommendations of “eliminating these special wage index adjustments 
and adopting a new wage index system to avoid geographic inequities that can occur due to 
current wage index policies.”  MedPAC has made similar comments regarding the distortions in 
the IPPS and OPPS payment systems. 
 
Given the actions taken relative to the skilled nursing facility wage index and recent initiatives 
by CMS in the IPPS rule to begin to restore accuracy and fairness to the wage index, MHA asks 
that you explore those actions, along with the statements made by the agency in its proposed 
OPPS rule in 2011, to create a logical outgrowth that would permit CMS to decouple PPACA 
Section 3141 from the OPPS wage index.  The circularity of the wage index continues to create 
challenges for health care providers as they seek fair payment to maintain access for Medicare 
beneficiaries.  Moving quickly to make this and other important changes to the wage index 
would help remove some of the distortions in the payment system and place us on a path of 
restoring integrity to the program.  
 
MHA does thank CMS for its work to publish the state-specific impact table as displayed in the 
IPPS rule.  If, regrettably, CMS continues the flawed OPPS wage index system for CY 2019, 
MHA would strongly encourage CMS to publish the effects on Medicare outpatient services in 
the final outpatient prospective payment system payment and policy updates for 2019.  
 
TRANSPARENCY 
 
CMS finalized in the inpatient prospective payment system updates for FFY 2019 refinements to 
making charge information available to the public.  Effective January 1, 2019, hospitals will be 
mandated to make a list of their standard charges available on the internet in a machine-readable 
format.  However, CMS continues to seek comments on the details of compliance within the 
proposed payment and policy updates for outpatient prospective payment system hospitals. 
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MHA continues to believe that the new transparency mandate, seemingly built on promoting 
access to hospital chargemasters, will not provide meaningful information to the patient.  
MHA recommends that CMS continue to give hospitals the flexibility to publish charge data in 
service groupings, such as MS-DRGs, APCs or other layman-termed groupings.  Some states 
have passed legislation and provided regulatory guidance as to what hospitals must make 
available to the public.  MHA continues to recommend that CMS defer to state directives as to 
what is required to be posted by hospitals.  This will keep hospitals from being subject to 
contradictory federal and state standards.   
 
The charges listed within the chargemaster are infrequently relevant to payment determinations, 
which also determine patient out-of-pocket expenses.  Even within the Medicare fee-for-service 
program, patient out-of-pocket expenses are based on cost-sharing amounts that are tied to 
established fee schedules.  Private commercial insurers have realized this, and many provide cost 
estimator calculators for their beneficiaries.  Since Medicare and Medicare Advantage plans are 
controlled by CMS regulation, MHA recommends CMS follow this practice and create a tool for 
their beneficiaries to use to determine out-of-pocket expenses.  If CMS wants its beneficiaries to 
know what their out-of-pocket costs will be, it would be duplicative, inefficient and confusing 
for each Medicare hospital to create its own calculator. 
 
Responding to CMS’ more general questions regarding price and quality transparency, 
MHA supports CMS’ efforts to encourage patient engagement in their care decisions, as well as 
transparent communication between the patient and the hospital.  MHA supports focusing on 
conveying the value of a service, which incorporates both price and quality.  Disclosure of 
quality data should highlight a core set of pay-for-performance metrics related to patient harm.  
Although there is current variation in methodology, readmissions data should not be distributed 
unless it is risk-adjusted to accurately capture variation associated with sociodemographic 
factors.  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 payment, and other 
social support costs. 
 
CMS is also seeking guidance about defining “standard charges,” what types of information 
would be most beneficial to patients, requirements to inform patients of how much their 
out-of-pocket cost will be and subsequent burdens in complying with transparency directives.  
MHA applauds CMS for seeking guidance and encourages CMS to assemble a panel or work 
group of key stakeholders, including hospitals and physicians to address these questions and 
make recommendations that is both helpful to the patient and does not add administrative burden 
to providers.  
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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 
 


