
 

 

 
 
June 19, 2018 
 
 
Seema Verma, Administrator 
Department of Health and Human Services 
Attention:  CMS-1694-P 
P.O. Box 8011 
Baltimore, MD  21244-1850 
 
RE: Proposed FY 2019 Hospital Inpatient and Long-Term Care Hospital Prospective 

Payment System Payment and Policy Update Comments (CMS-1694-P)  
 
On behalf of its 143 hospital members, the Missouri Hospital Association offers the following 
comments in response to the Centers for Medicare & Medicaid Services’ request for comments 
about the fiscal year 2019 hospital inpatient and long-term care hospital proposed payment and 
policy updates.   
 
MEDICARE DSH UNCOMPENSATED CARE POOL 
 
The Missouri Hospital Association supports the continued implementation of CMS’ planned 
transition to replace Medicaid days and SSI data with Medicare cost report Worksheet S-10 data 
as the basis for determining Medicare Disproportionate Share Hospital payments.  MHA 
recognizes that some hospitals treating higher numbers of Medicaid and SSI inpatients and fewer 
uninsured patients could see lower payments.  Fortunately, for a second year, the proposed 
uninsured pool would increase by more than $1.4 billion for FY 2019.  This increase will 
continue to mitigate the financial impact of transitioning to S-10 data.  The three-year transition, 
which began last year, will help soften any adverse effects.  CMS also is proposing to use cost 
report years 2014 and 2015 along with 2013 Medicaid days and 2016 SSI data.  Since many of 
the states that expanded Medicaid eligibility did so in 2014, CMS’ timing of this transition 
makes sense.  
 
Although some continue to argue further refinement of Worksheet S-10 is needed, MHA is 
concerned that the quest for data perfection will impede improvement.  CMS points to a 
previously released analysis performed by consulting firm Dodson DaVanzo.  The analysis 
found a strong correlation between S-10 reported information and the information provided on 
990 forms.  CMS has been monitoring the reliability of Worksheet S-10 data compared to 
990 data over time, with extended analysis since last year’s final rule.  The new analysis 
expanded the number of years studied, leading CMS to recommend that, “this correlation 
continues to increase over time and leads us to believe that we have reached a tipping point with 
respect to the use of the Worksheet S-10 data.”  In a separate evaluation, MedPAC found a 
similarly high degree of correlation between S-10 and audited uncompensated care data.   
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MHA agrees that CMS should continue to refine its guidance for the use of Worksheet S-10 data.  
CMS could convene a group of cost report experts to advise it in this work.   
 
NATIONWIDE RURAL AND IMPUTED FLOOR BUDGET NEUTRALITY 
ADJUSTMENT 
 
CMS is proposing to eliminate the imputed floor beginning in FY 2019.  MHA supports this 
proposal and encourages CMS to finalize it as proposed. 
 
However, MHA continues to oppose the application of a nationwide rural floor budget neutrality 
adjustment as described in the proposed rule.  The wage index in its current form is far from 
perfect in measuring wage costs.  The use of the rural floor makes the process even more 
imperfect.  CMS recognizes the problems and inequities raised by this nationwide rural floor 
budget neutrality factor, which contradicts the stated wishes in applying wage indexes.  In its 
calendar year 2012 outpatient prospective payment system final rule (CMS-1525-FC), CMS 
expressed concern that a change in hospital status, as occurred in Massachusetts through a 2010 
statutory change, distorts wage indices across the nation. 
 

“…In recent years, we have become concerned that hospitals converting their status 
significantly inflate wage indices across a State…Hospitals in Massachusetts can expect an 
approximate 8.7 percent increase in IPPS payments due to the conversion and the resulting 
increase of the rural floor.  Our concern is that the manipulation of the rural floor is of 
sufficient magnitude that it requires all hospital wage indices to be reduced approximately 
0.62 percent as a result of nationwide budget neutrality for the rural floor (or more than a 
0.4 percent total payment reduction to all IPPS hospitals).” 

 
The Department of Health and Human Services also shared concerns about the national rural 
floor adjustment by stating, “Only urban hospitals can benefit from the rural floor provision.  
Because the provision is budget neutral, all other hospitals (that is, all rural hospitals and those 
urban hospitals to which the adjustment is not made), experience a decrease in payments due to 
the budget neutrality adjustment applied nationally to their wage index.” 
 
The absurdity of a national rural floor budget neutrality adjustment is highlighted in a March 
2017 Office of Inspector General report.  A single hospital over-reported cost data and under-
reported hours, driving up the average hourly wage.  The OIG estimated this error resulted in 
more than $133 million in Medicare payments being redirected to Massachusetts hospitals.  It is 
clear that the current policy is flawed if a single hospital can generate such a significant 
redistribution of payments, with the cost borne by hospitals in many other states. 
 
In addition to these examples, the FY 2019 proposed rule includes a significant payout to 
hospitals in Connecticut.  As published in the latest correction notices for FY 2017 and FY 2018, 
Connecticut benefitted by $4 million in FY 2017 and by $2 million in FY 2018.  In the FY 2019 
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proposed rule table, Connecticut is estimated to realize a $90 million windfall, a 4,400 percent 
increase from the prior year.  The average wage index for Connecticut hospitals also increased 
from 1.2530 to 1.3836, a 10.4 percent increase.  Connecticut’s rural wage index increased from 
1.1563 to 1.3836, a 19.7 percent increase.  This change seems to be driven by merger activity 
rather than significant changes to wages.  This type of volatility needs to end.  MHA continues to 
urge CMS to find ways to use regulations to curtail the adverse effects of Section 3141 of the 
Affordable Care Act.  This will help restore integrity and stability to the hospital wage index 
system. 
 
MHA thanks CMS for its work to publish the state-specific impact table.  We urge CMS to 
include in its final IPPS rule for FY 2019 an updated detailed state-specific analysis of the effects 
of nationwide rural floor budget neutrality.  We also encourage CMS to publish the effects of the 
nationwide rural floor on Medicare outpatient services in the proposed and final outpatient 
prospective payment system payment and policy updates for 2019. 
 
WAGE INDEX DISPARITIES 
 
MHA applauds CMS for requesting comments about wage index disparities.  It is acknowledged 
that geographical variation in payment rates needs to exist.  However, the current wage index 
system is broken.  Symptoms include the amount of reclassifications into adjoining geographic 
areas, the volatility induced by the national rural floor budget neutrality adjustment and the 
downward financial spiral experienced by hospitals in states with low wage index values.  
 
• Since 2012, 11 states received $2.3 billion in Medicare acute inpatient PPS payment 

increases due to the national rural and imputed floor.  This information is based on the 
impact tables within each final payment and policy update since 2012. 

• According to the FY 2019 proposed rule impact file, more than 30 percent of the acute 
inpatient PPS hospitals reclassified. 

• Between 2014 and 2019, the lowest rural wage index decreased 2.2 percent.  Hospitals 
subject to this wage index must increase average hourly wages faster than the increase in 
national average wages to improve its position.  Because of the circularity that is built into 
the current system, it is virtually impossible for those hospitals to do so due to the eroding 
wage index. 

 
Reforming the Medicare wage index will be a monumental task.  MHA recommends that CMS 
collaborate closely with the hospital industry to craft needed reforms.   
 
TRANSPARENCY 
 
CMS is proposing to further refine directions about making charge information available to the 
public.  If the proposed updates are approved, effective January 1, 2019, hospitals will be  
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mandated to make a list of their standard charges available on the internet in a machine-readable 
format.  MHA recommends that CMS not finalize the regulation as proposed.   
 
MHA believes that the CMS proposal will not provide meaningful information to the patient.  
MHA recommends that CMS give hospitals the flexibility to publish charge data in service 
groupings, such as MS-DRG, APC or other layman-termed groupings.  Some states have passed 
legislation and provided regulatory guidance as to what hospitals should make available to the 
public.  MHA also recommends 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. 
 
VALUE-BASED PURCHASING MEASUREMENT DELETIONS 
 
CMS is proposing to reduce reporting burdens by significantly revising the required reporting of 
measures.  CMS also is proposing to eliminate certain value-based purchasing measures that are 
duplicative to other pay-for-performance programs.  MHA applauds efforts to reduce 
administrative burden and duplication of measures within the pay-for-performance programs.   
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CMS also is proposing to eliminate the safety domain in its entirety beginning in FY 2021.  
MHA is concerned about changing the domain weights for FY 2021 and subsequent years, 
which places 50 percent of the total weighting on five measures.  Currently, all four domains are 
weighted equally.  MHA recommends that the remaining three domains also be weighted 
equally. 
 
HOSPICE TRANSFER POLICY 
 
CMS also is implementing an expansion of the post-acute care transfer policy as directed by 
Section 53109 of the Bipartisan Budget Act of 2018.  MHA recognizes that this is a legislative 
mandate.  MHA is opposed to expanding the post-acute care transfer policy to include hospice 
care.  Hospice is a unique covered benefit where the curative approaches of acute inpatient care 
transition to noncurative care rather than to another point along the curative continuum of 
care.  Entering hospice is a difficult decision for patients, families and providers, and it is not a 
time when pressures of length-of-stay and payment strategy are, or should be, at the forefront in 
developing a discharge plan.  This proposed policy change is inconsistent with CMS’ goal of a 
holistic value-based payment strategy that discourages hospital readmissions.  A patient facing 
the certification of a terminal illness is at high risk for readmission without the help of 
hospice.  According to the National Hospice and Palliative Care Organization, in 2016 the 
median length of stay for a hospice patient was 24 days.  This policy has the potential to drive 
that number even lower, potentially at a cost far exceeding that of the estimated $65 million in 
projected savings.  Hospitals have improved their efforts to identify and coordinate services 
needed by patients who have a terminal diagnosis and their families.  Hospitals and providers 
who refer patients to hospice care are doing so based upon the need of the patient to facilitate a 
safe and appropriate discharge.  CMS should promote rather than penalize safe, coordinated and 
appropriate transitions of care for terminal patients. 
 
MEDICARE DEPENDENT HOSPITAL AND LOW-VOLUME PAYMENT PROGRAMS 
 
MHA understands that the Medicare dependent hospital and the low-volume payment programs 
are extended through legislation.  However, MHA would like to thank Congress and CMS for 
extending these payment programs.   
 
BURDEN REDUCTION ― WRITTEN INPATIENT ADMISSION ORDER  
 
CMS has suggested a variety of changes to reduce burden for hospitals through proposals to 
reduce the number of measures hospitals are required to report across the quality and 
pay-for-performance programs.  In addition, CMS is attempting to reduce burden by decreasing 
documentation requirements and increasing flexibility within other programs.  For example, the 
requirement that Part A certification statements detail where in the medical record required 
information can be found is eliminated.  Another proposed change would revise the inpatient 
admission policy to no longer require a written inpatient admission order as a specific condition 
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of Part A payment.  MHA agrees that a written order is duplicative of what hospitals and 
physicians already are required to document within the medical record.  MHA also agrees that a 
written order is a technicality when determining payment and should not have been or continue 
to be used as a condition of payment for Part A services.  The proposed update should clearly 
reflect the importance of the presence of the admission order and ongoing requirements of the 
two-midnight rule.  In the two-midnight rule, CMS issued the requirement for the admission 
order to be signed by the provider before discharge.  CMS should reverse that requirement or 
provide clarification that the signature before discharge is not a basis for claim denial.  As a 
matter of practicality, MHA does not see this as a significant burden reduction for hospitals.  
Clinicians and hospitals must continue to ensure the admission order is in place and that the 
medical record clearly reflects necessity.   
 
INNOVATION ― (CAR) T-CELL 
With hospitals beginning to provide the ground-breaking Chimeric Antigen Receptor (CAR) 
T-cell therapy, it is encouraging to note that CMS is attempting to address reimbursement issues 
with the potential to a higher-weighted MD-DRGs. 

 
MEANINGFUL USE REVISIONS 
 
The IPPS and LTCH PPS Proposed Rule for FY 2019 proposes to overhaul the Medicare and 
Medicaid EHR Incentive Programs, commonly known as the “meaningful use” program.  
CMS specifically wants to see improvement in interoperability.  The first major change includes 
changing the program name to the “Promoting Interoperability Program.”  CMS is proposing to 
change the program scoring method from a threshold-based method to a performance-based 
method.  The overall number of required electronic measures would be reduced from 16 to six, 
with performance evaluation based on a weighted score defined by Medicare.  MHA supports 
measures to increase interoperability of health information systems and improve patient and 
provider communication.  We are concerned about the timeframe for transitioning to the 2015 
edition of CEHRT for applicable hospitals and critical access hospitals.  This is a costly 
transition, especially for small rural hospitals and CAHs that have the capability to provide 
excellent care but are challenged to keep up with these mandatory technology goals.  Utilization 
of technology, which advances diagnostic and treatment modalities, is their most important 
concern. 
 
MHA is opposed to hospitals bearing the full burden of interoperability.  Technology vendors 
should be expected to have interoperability and flexibility within and among their systems, 
which includes needed interfaces to transmit required data.  Hospitals and post-acute providers 
often perceive themselves as being at the mercy of vendors of electronic medical records 
systems, quality reporting systems, pharmacy systems, electronic medication administration 
systems, health information exchanges, and other purveyors of technology.  Hospitals purchase  
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systems or join exchanges only to find that further demands for interoperability are prohibitively 
costly and slow to be implemented.  This detracts from patient care.  
 
The proposal to add the measure of “query of the PDMP” is concerning, as Missouri does not 
have a statewide PDMP that allows for provider queries.  CMS should allow exempt providers 
that do not have access to a PDMP. 
 
ADVANCING HEALTH INFORMATION INTEROPERABILITY 
 
As noted, CMS includes a request for information for advancing health information 
interoperability through changes to the Medicare Conditions of Participation.  MHA is opposed 
to promoting interoperability through the CoPs.  This strategy would place undue regulatory, 
financial and operational burdens on hospitals reliant on outside information technology vendors.  
Hospitals do not have the technical expertise or financial resources to create interoperable 
platforms capable of allowing transfer of information between different systems and providers. 
 
LONG-TERM CARE HOSPITAL COMMENTS 
 
MHA supports CMS’ efforts to reduce regulatory burden and increase operational flexibility in 
proposing to permanently eliminate the “25% rule” and removing the co-location separateness 
and control requirements from PPS excluded hospitals-within-hospitals and satellite locations. 
 
Missouri’s LTCHs have responded well to the implementation of the admission criteria 
requirement for standard LTC-PPS payments.  However, a lack of post-acute care providers 
capable of managing complex medical patients requiring extended acute care leaves LTCHs as 
the only discharge option for many Medicare beneficiaries.  While LTCHs have adapted and 
accepted the site-neutral payments for these cases, it is unfair to continue the additional 
5.1 percent budget neutrality adjustment to LTCH site-neutral payments, considering that the 
IPPS rates used as the base already are reduced by 5.1 percent.  MHA opposes the proposal to 
continue this policy of applying a duplicate adjustment to the site-neutral rates. 
 
Sincerely, 
 
 
 
Daniel Landon 
Senior Vice President of Governmental Relations 
 
dl/djb 
 


