
 

 

 
 
 
 
 
December 28, 2018 
 
 
Seema Verma, Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-5528-ANPRM 
P.O. Box 8013 
Baltimore, MD  21244-8013 
 
RE: Medicare Program; International Pricing Index Model for Medicare Part B Drugs 

Comments (CMS-5528-ANPRM)  
 
On behalf of its 144 hospital members, the Missouri Hospital Association offers the following 
comments in response to the Centers for Medicare & Medicaid Services’ advance notice of 
proposed rulemaking regarding an International Pricing Index model for Medicare Part B drugs.  
 
CMS’ MANDATORY PAYMENT EXPERIMENTS 
 
MHA supports efforts to develop and deploy innovative models to reduce the burden placed on 
beneficiary out-of-pocket expenses. However, the IPI model will create another national 
“experiment” with multilayered “control” and “experimental” groups to enable a scientifically 
valid evaluation. Laudable as the concept may be, it treats the nation’s hospitals and physicians 
(labeled as “participants”) as “lab rats” in the experimentation, with the participants randomly 
assigned to implement components of a growing number of complex CMS initiatives. CMS’ 
assignments and its unforeseen outcomes can affect a participant’s ability to survive or thrive. 
 
MHA asserts that the participants should compete based on their efficiency and effectiveness, not 
by advantages and disadvantages bestowed by regulatory fiat as to which of them are included 
in, or excluded from, the components of new CMS mandatory experiments. CMS’ approach 
dictates “winners” and “losers” among hospitals based on their assigned roles in Medicare’s 
experiments. This not only affects the participants, but also their patients. The models are 
intended to extract savings from the experimental groups, and leave the control group unscathed. 
On the flip side, the control group will be denied a role as early adopters. 
 
MHA would support implementing the initiative as a Centers for Medicare & Medicaid 
Innovation voluntary model, in which providers can choose whether to participate. For the 
reasons described above, MHA does not support mandatory payment model experiments. 
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PATIENT RESPONSIBILITY  
 
Under the IPI model, the vendor will be paid by Medicare for the cost of the drug and by the 
participant (a physician practice or hospital outpatient department) for the distribution cost. The 
participant would receive an add-on payment for the cost of administering the drug. However, 
the IPI also would continue to require the participant to collect the patient’s out-of-pocket 
financial obligation. Depending on CMS’ policies for managing the collection process, this could 
compel participating providers to incur additional unpaid bad debt. In its advance notice of 
rulemaking, CMS invites comments on this topic, with specific reference to providing for a bad 
debt payment to offset uncollectible patient cost-sharing. MHA supports a bad debt payment that 
would offset providers’ bad debt remaining after undertaking reasonable collection efforts. 
At the very least, the burden of uncollectible patient cost-sharing should be equitably distributed 
between participants, vendors and CMS.  
 
MULTIPLE PAYER IMPLICATIONS 
 
Under the IPI model, a physician practice or hospital outpatient department (a participant) would 
not buy or charge the patient for a drug. Since this model only would apply to Medicare, this 
creates many potential issues for all of the other payers with which a hospital engages. Managing 
multiple inventories seems unavoidable, creating inventory tracking and reconciliation problems. 
Administrative burden will be placed on participating providers to ensure the drug is correctly 
distributed from the correct inventory. For example, federal EMTALA laws and regulations 
require that patients seeking emergency hospital care must be screened and treated until any 
adverse medical condition is stabilized. In these circumstances, the hospital is barred from trying 
to identify the patient’s payer until after medical stabilization. In this setting, the patient’s payer 
will not be known at the time drugs are procured and administered. Medical practitioners will be 
compelled to guess which drug inventory to use in treating the patient until payer information 
becomes available. After the information becomes available, reconciliation of inventories and 
reversal of charges are likely. This aspect of the proposed model is administratively inefficient 
and runs counter to CMS’ focus on placing patients over paperwork and administrative 
simplification.  
 
The proposed IPI model also would create instances in which patients are charged different 
amounts for the same service based on the payer. Some type of statutory or regulatory exemption 
would need to be created to address CMS’ standard requiring that all patients be charged the 
same amount for a service.  
  
EFFECT ON 340B ENTITIES 
 
MHA urges CMS to carefully scrutinize the implications and effects of the proposed IPI model 
on 340B hospitals. The IPI has the potential to undermine the 340B program as enacted and 
subsequently expanded by Congress. Congress enacted the 340B program in 1992 in order 
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“to stretch scarce resources as far as possible, reaching more eligible patients and providing 
more comprehensive services.”  Seventy Missouri hospitals participate. On average, these 340B 
hospitals have operating margins less than half of those not participating in the 340B program. 
Recent CMS regulatory actions have cut payments for certain drugs provided under the 340B 
program, further impeding the ability of 340B hospitals to deliver services. The IPI model might 
mitigate some of these 340B payment reductions through its add-on payments for drugs, but the 
exact implications of the proposed payment model are unclear.   
 
Sincerely, 
 
 
 
Daniel Landon 
Senior Vice President of Governmental Relations 
 
dl/djb 


