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May 23, 2023 

The Honorable Shalanda Young 

Director, Office of Management and Budget 
725 17th Street NW
Washington, DC  20503

Re: Hospital Price Transparency in the Outpatient Prospective Payment System 

Dear Director Young: 

We write to encourage the Office of Management and Budget to make key improvements to the 

Hospital Price Transparency Rule, 45 C.F.R. Part 180. 

The Hospital Price Transparency Rule holds the promise of unveiling needlessly high health care 

prices and ultimately making health care more affordable for consumers by empowering 

consumers, patients, employers, unions, and our government to drive down our individual and 

collective health-care costs by making informed healthcare decisions.  

Achieving full transparency of health care price and quality data is a critical step toward driving 

value into the U.S. health care system and ensuring our nation’s families receive the affordable, 

high-quality health care and improved health they deserve. This is particularly important given 

our nation’s affordability crisis with nearly half of all Americans forgoing medical care due to 

the cost1 and 100 million Americans facing medical debt.2 Longstanding evidence indicates that 

this affordability crisis is being driven by irrational health care prices, particularly hospital 

prices.  

Speaking on behalf of millions of families and patients, we appreciate the work that the 
Centers for Medicare and Medicaid Services (CMS) has done to date to implement hospital 

price transparency, and urge you to keep going. If CMS can strengthen and—most importantly

—more rigorously enforce the rule to hold hospitals accountable to pricing transparency, then we 

will achieve the central policy goals of protecting all patients from overcharges and making 

health care more affordable.  

Now is the time to make these improvements. Congress, the Office of the Inspector General, the 

Government Accountability Office, and countless advocacy organizations are looking to CMS to 

take the lead in ensuring that hospitals meet a fundamental and central responsibility to disclose 

their prices in advance, accurately, and in a manner that is actionable for patients and families.  

1 Montero, Alex, et al. “Americans’ Challenges with Health Care Costs.”Kaiser Family Foundation, July 14, 2022, 

https://www.kff.org/health-costs/issue-brief/americans-challenges-with-health-care-costs/ 
2 Levey, Noam. “100 Million People in America Are Saddled With Health Care Debt.” Kaiser Family Foundation 

Health News, June 16, 2022, https://kffhealthnews.org/news/article/diagnosis-debt-investigation-100-million-

americans-hidden-medical-debt/view/republish/ 
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We encourage CMS to make key improvement to the hospital price transparency regulation in 

the following ways:  

 

• Require submission of price data directly to CMS with a certification of completeness 

and accuracy.  

• Expand the required disclosures under the rule to include the range of cash prices 

accepted by the hospital, including facility fee charges.  

• Withdraw related subregulatory guidance and explicitly bar hospitals from avoiding 

disclosing prices by inserting “N/A” in data fields.  

• Eliminate the ability of hospitals to utilize the price estimator as a “loophole” to 

disclosure requirements. 

• Include the use of secondary “extrinsic” sources, such as Transparency in Coverage data, 

to identify gaps and verify compliance. 

• Establish and require uniform data standards and file prices, such as those recommended 

in Appendix A.  

• Expand the scope of the Hospital Price Transparency Rule to include Ambulatory 

Surgery Centers to provide consumers with information at more sites of care. 

 

Below, we describe each of these proposed policy improvements in turn.  

 

Require submission directly to CMS with a certification of completeness and accuracy. 

 

CMS officials recently acknowledged some challenges in analyzing and enforcing the Hospital 

Price Transparency Rule. A blog post in Health Affairs highlighted improvements from the first 

to the second year of applicability of the Hospital Price Transparency Rule, but noted that CMS’s 

assessment was limited in its scope and ability to draw conclusions.3  

 

We agree that compliance with the Hospital Price Transparency Rule has been a problem since 

the regulations were finalized, and were encouraged by the recent announcement that CMS will 

be improving the enforcement process.4 Our most recent analysis found that only one quarter 

of the nation’s largest hospitals were fully compliant,5 consistent with other similar findings 

of vast noncompliance.6  

 

 
3 Meena Seshamani & Douglas Jacobs, Hospital Price Transparency: Progress and Commitment to Achieving Its 

Potential, Health Affairs Forefront (Feb. 14, 2023), https://www.healthaffairs.org/content/forefront/hospital-price-

transparency-progress-and-commitment-achieving-its-potential (“Because this study limited its review to regulatory 

requirements that can be determined by any party (including external parties), the results cannot be used to 

determine compliance with respect to every regulatory requirement, which often necessitates a more detailed 

analysis and direct interaction with the hospital, as occurs during a comprehensive compliance review.”). 
4  https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates  
5 Fourth Semi-Annual Hospital Price Transparency Compliance Report (Feb. 2023), 

https://www.patientrightsadvocate.org/february-semi-annual-compliance-report-2023.  
6 Loccoh EC, Khera R, van Meijgaard J, Marsh T, Warraich HJ. Hospital Adherence to the Federal Price 

Transparency Mandate: Results from a Nationally Representative Sample. J Gen Intern Med. 2023 Jan 17. doi: 

10.1007/s11606-023-08039-0. Epub ahead of print. PMID: 36650327. 

https://www.healthaffairs.org/content/forefront/hospital-price-transparency-progress-and-commitment-achieving-its-potential
https://www.healthaffairs.org/content/forefront/hospital-price-transparency-progress-and-commitment-achieving-its-potential
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates
https://www.patientrightsadvocate.org/february-semi-annual-compliance-report-2023
https://link.springer.com/article/10.1007/s11606-023-08039-0
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The Hospital Price Transparency Rule requires hospitals to publish, in a machine- format, a 

complete list of the hospital’s standard charges for all items and services.7 Compliance with this 

requirement is crucial for of price transparency; it will enable consumers to compare prices for 

services by different plans and cash prices within the same hospital and across hospitals, while 

also enabling technology innovators to create consumer-facing tools and platforms to facilitate 

consumers’ understanding of hospital prices.  

 

Unfortunately, most hospitals continue to refuse to comply with transparency requirements, and 

limited enforcement will encourage a continuation of these practices.  Even those hospitals that 

have made half-hearted attempts at compliance have taken inconsistent approaches to providing 

the data, and in many cases, their files are unreadable, incomplete or inaccurate.  For example, 

some hospital systems have posted the data on their website with a pop-up “disclaimer” notice 

that requires an acknowledgement. Using a pop-up in this way violates the regulatory 

requirement that standard charge data be “easily accessible, without barriers, including . . . to 

automated searches and direct file downloads through a link posted on a publicly available 

website.”8 Other hospitals have failed to comply in different ways, such as by posting only one 

of the seven required data elements or using generic chargemaster prices instead of the required 

negotiated charges separated by payer and plan.  See Appendix B for examples of poor 

noncompliance, including formulae listed instead of real prices, swaths of “N/A” entries, and 

incomplete files. 

 

The legal requirement to provide standard charge data has not been met if hospitals fail to 

publish this information or if the data cannot be accessed. As we have pointed out and CMS has 

acknowledged hospitals have widely flouted CMS’s Hospital Price Transparency Rule, including 

the requirement to publish standard charges. Requiring submission of hospitals’ standard charge 

data—rather than merely publication on the hospital’s website—and making it available via 

CMS’s website will meet two goals:  

 

(1) Facilitating CMS’s enforcement efforts by making it obvious which hospitals have 

failed to publish the required file and allowing for automated compliance review 

following each file submission. 

(2) Facilitating accurate and timely public access to this information in a uniform, 

accessible format by enabling open-source access by researchers, payers, and tech 

developers and convenient consumer access to search or download pricing files.  

 

This method of data submission is consistent with other CMS programs and can easily follow 

prior models.  Specifically, hospitals already are required to submit quality data to CMS under 

the Hospital Inpatient Quality Reporting (IQR) Program, developed under the Medicare 

Prescription Drug, Improvement and Modernization Act of 2003.  The structure and format of 

the IQR program is a strong model for the hospital price transparency requirements in that CMS 

 
7 45 C.F.R. § 180.50. 
8 45 C.F.R. § 50(d)(3)(iv). This specific content was added to the transparency requirements with the following 

explanation from CMS: “We believe that this additional requirement will serve to ensure greater accessibility to the 

machine-readable file and its contents and would prohibit practices we have encountered in our compliance reviews, 

such as lack of a link for downloading a single machine-readable file, using ‘blocking codes’ or CAPTCHA, and 

requiring the user to agreement to terms and conditions or submit other information prior to access.” 86 Fed. Reg. 

42018, 42319 (Aug. 4, 2021).  

https://www.federalregister.gov/documents/2021/08/04/2021-15496/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment
https://www.federalregister.gov/documents/2021/08/04/2021-15496/medicare-program-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center-payment
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has stated that the IQR Program is intended to equip consumers with quality of care information 

to make more informed decisions about healthcare options and provides this hospital quality 

information to consumers on the Care Compare website - directly analogous to the hospital 

transparency requirements.  

 

Importantly, we also encourage CMS to require hospitals’ submissions of standard charge data to 

include a certification or attestation from a senior official from the hospital, most appropriately 

the Chief Executive Officer (CEO). CMS routinely requires, with data submitted from regulated 

entities to CMS, that the reporting entity make an attestation regarding compliance. For example, 

when a hospital participates in the Promoting Interoperability Program, CMS requires the 

submitting hospital to make a number of attestations regarding compliance, 42 C.F.R. § 495.40, 

through its electronic portal. Given hospitals’ extreme and ongoing failure to comply with 

their legal requirements to provide pricing information (ranging from reluctance to 

outright refusal) we urge that CMS to impose a requirement that hospital Chief Executive 

Officers attest that the standard charge data they submit are accurate and complete and 

hold hospitals accountable to patients and employers’ plans at the rates they report.  

 

Expand the required disclosures under the rule to include the range of cash prices accepted 

by the hospital, including facility fee charges. 

 

The Hospital Price Transparency Rule adopted a broad approach to the disclosure of “standard 

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

as required by 42 U.S.C. § 300gg-18(e). But the current regulatory framework leaves out a few 

key aspects of standard charges that patients need to fully understand the prices they are being 

charged. CMS should expand the required disclosures under the rule to include: (1) the range of 

cash prices accepted by the hospital, (2) facility fee charges, and (3) the specific criteria or 

qualifications for patients to have access to the hospital’s charity or indigent care program.  

 

The regulatory definition of “standard charge” includes “discounted cash price,” requiring 

hospitals to disclose a price that they would accept from a patient who is uninsured or not 

submitting a claim for benefits. But the discounted cash price does not fully capture the amount 

that the hospital would accept for the items and services it furnishes. The disclosure of the 

discounted cash price should be accompanied by the low and high range of prices that a hospital 

would accept as payment for each item or service. Patients should know in advance what 

payment a hospital actually will accept for care.  

 

Hospitals charge facilities fees that accompany many of the items and services they furnish, but 

the Hospital Price Transparency Rule does not expressly require disclosures of these fees. These 

fees often can be many time the price of underlying services and are central to a patient’s ability 

to fully understand the price they are being charged. Although most reasonable observers would 

consider facility fees to be a component of hospitals’ standard charges for the items or services 

they furnish, the rule is unclear and, as a result, hospitals have not disclosed these fees. CMS 

should amend the rule to clarify that hospitals must disclose their facility fees and must identify 

with specificity the items and services for which facility fees will be charged.  
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Withdraw related subregulatory guidance and explicitly bar hospitals from avoiding 

disclosing prices by inserting “N/A” in data fields. 

 

After the finalization of the Hospital Price Transparency Rule, CMS issued guidance suggesting 

that hospitals could insert “N/A” in data fields in lieu of prices in certain instances.9 Although we 

recognize that this FAQ was intended to ease the implementation of the disclosure requirement 

to allow hospitals to indicate that a particular item or service is not offered or does not have a 

standard charge, hospitals have used this lenience to avoid disclosing prices for numerous items 

and services that the hospitals do provide and that do have standard charges.  In multiple cross-

references of Transparency in Coverage files against the corresponding hospital pricing 

files, we have found “N/A” in a cell in a hospital’s file where the corresponding cell in the 

payer’s file contains an actual price, suggesting that hospitals are taking advantage of the 

guidance regarding N/A’s.10 We urge that CMS withdraw this guidance and supersede it with a 

clear requirement that a hospital violates the rules by entering “N/A” in a data field for an item or 

service that the hospital offers.11  

 

Eliminate the ability of hospitals to utilize the price estimator as a “loophole” to disclosure 

requirements. 

 

In a concession to hospitals and with limited notice or explanation for the policy in the final rule, 

the Hospital Price Transparency Rule allowed a bypass of the requirements for disclosure of 

consumer-friendly prices of shoppable services for hospitals that instead allow access to a web-

based price estimator tool. These tools do not work and fundamentally undermine the intent of 

price transparency requirements. The estimates are so broad that they are often useless, and 

various barriers prevent access.  We recommend that CMS close this loophole and require the 

posting of actual prices for these services.  

 

Overall, hospitals have failed to ensure that the prices offered by their estimator tools are 

accurate and narrowly focused. If patients cannot have confidence in the estimates they receive, 

these estimator tools are worse than having no price disclosures at all—they do harm, allowing 

patients to believe they know in advance the prices of their services but learning after the fact 

that the estimator was incorrect or provided a deceptively broad range. Patients who receive 

inaccurate estimates from price estimator tools have no recourse, and hospitals whose tools are 

inaccurate face no accountability.  

 

In addition, hospitals have “gatekept” or obfuscated their price estimator tools, further limiting 

their use. The Hospital Price Transparency Rule requires hospitals that use price estimator tools 

to make those tools “prominently displayed on the hospital's website and accessible to the public 

 
9 See Hospital Price Transparency Frequently Asked Questions (FAQs) at 8-9, 

https://www.cms.gov/files/document/hospital-price-transparency-frequently-asked-questions.pdf.  
10 October 6, 2022, PatientRightsAdvocate.org Transparency in Coverage Report, 

https://www.patientrightsadvocate.org/blog/pra-releases-transparency-in-coverage-report-finding-hospitals-

omitting-prices  
11 This requirement would be consistent with a recent statement from Administrator Brooks-LaSure that “‘N/A,’ 

according to our rules means ‘we don’t do the procedure.’ . . . [if they provide these procedures] They should be 

telling us how much it costs.” NBC News, Are hospitals complying with the federal price transparency law? (Feb. 

26, 2023).   

https://www.cms.gov/files/document/hospital-price-transparency-frequently-asked-questions.pdf
https://www.patientrightsadvocate.org/blog/pra-releases-transparency-in-coverage-report-finding-hospitals-omitting-prices
https://www.patientrightsadvocate.org/blog/pra-releases-transparency-in-coverage-report-finding-hospitals-omitting-prices
https://www.youtube.com/watch?v=Ta1TKMaYsnI
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without charge and without having to register or establish a user account or password,” and 

separately requires data to be available to patients “without having to submit personal identifying 

information (PII).”12 Nevertheless, hospitals have created estimator tools that require individual 

patients to enter their personal health insurance information and will not display a price estimate 

without it. Uninsured patients or patients who otherwise wish to know the discounted cash price 

of a shoppable item or service cannot ascertain this information through such hospitals’ tools.  

Furthermore, price estimator tools often use automated captchas that limit consumer access and 

prevent machine-readability.  

 

Include the use of secondary “extrinsic” sources, such as Transparency in Coverage data, 

to identify gaps and verify compliance. 

 

Stated plainly, non-compliant hospitals appear to be operating with the assumption that CMS is 

not generally verifying the accuracy of the pricing information being provided by those hospitals 

and given CMS’ lack of attention to the inaccurate and incomplete data being submitted, we are 

concerned CMS many be providing this important oversight.  

 

Its critical to note that the requirements of the Transparency in Coverage rules13 provide a readily 

available source against which CMS can check hospitals’ thoroughness and accuracy. In the data 

fields for which the Hospital Price Transparency Rule requires the entry of a payer-specific 

negotiated value, the amount entered by the hospital can be checked against the applicable 

payer’s Transparency in Coverage disclosure.  

 

Although an inconsistency in this initial cross-check would not necessarily reveal which entity’s 

(hospital or payer) file is accurate, such a check should trigger a second analysis to understand 

the source of inconsistency and hold the entity providing inaccurate information accountable 

under the law. More importantly, numerous times in our analyses, we have found “N/A” in a cell 

in a hospital’s file where the corresponding cell in a payer’s file contains an actual price, which 

strongly suggests that a hospital has made an error. The instances in which hospital files contain 

numerous “N/As” in cells where payers’ files contain prices, suggests that the hospital has not 

disclosed available price information and therefore is non-compliant or, at best, has failed to be 

reasonably diligent in creating its file.  

 

Further, we encourage CMS to coordinate its policymaking under the Hospital Price 

Transparency Rule with complementary requirements under the Transparency in Coverage rules. 

CMS is uniquely positioned at the hub of transparency regulation, as the agency responsible for 

enforcing and implementing hospital transparency requirements via the Center for Medicare as 

well as one of the agencies responsible for regulation of group health plans and health insurance 

issuer disclosures under the Transparency in Coverage rules.14 We suggest that the Center for 

Medicare coordinate with the Center for Consumer Information and Insurance Oversight 

(CCIIO) to ensure that hospitals’ and payers’ machine-readable files are consistent and are 

consistently available to users. 

 

 
12 45 C.F.R. § 180.60(a)(2)(iii), (d)(3)(iii).  
13 85 Fed. Reg. 72158 (Nov. 12, 2020) (codified in pertinent part at 45 C.F.R. Part 147).  
14 Id.  

https://www.federalregister.gov/documents/2020/11/12/2020-24591/transparency-in-coverage
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Establish and require uniform data standards and file prices, such as those recommended 

in Appendix A. 

 

The machine-readable files that hospitals have published are inconsistent and, in many cases, 

incomplete. The inconsistencies among these files prevent effective use by technology 

developers whose efforts could make this data more usable for patients. In Appendix A, we 

propose a basic set of data standards that would establish a uniform foundation for machine-

readable files to ensure that they can serve their intended purpose for users and for patients.  

 

Expand the scope of the Hospital Price Transparency Rule to include Ambulatory Surgery 

Centers to provide consumers with information at more sites of care 

 

Hospitals have evolved into complex health systems with different departments and, in many 

cases, separate affiliated entities with varying degrees of integration. In particular, many 

hospitals use affiliated Ambulatory Surgery Centers (ASCs) to furnish many of the items and 

services associated with outpatient procedures. The Hospital Price Transparency Rule, by 

limiting its scope to only those items and services furnished by a hospital itself, fails to capture 

the prices of items and services furnished by a hospital through its affiliated ASCs. These items 

and services are still appropriately viewed as being furnished by the hospital, and thus should be 

subject to the Hospital Price Transparency Rule. CMS should revise the definition of “hospital” 

to expand it to capture the standard charges hospitals charge through their outlying entities, 

especially ASCs. 

* * * 

Thank you for considering our recommendations for strengthening the Hospital Price 

Transparency Rules in this year’s OPPS rulemaking. If you have any additional questions, please 

reach out to Sophia Tripoli, FUSA Senior Director for Health Policy and Director of the FUSA 

Center for Affordable, Whole Person Care at stripoli@familiesusa.org  
 

Warmest Regards, 

  

   

 

 

Frederick Isasi, JD MPH    Cynthia A. Fisher     

Executive Director     Founder and Chairman 

Families USA      PatientRightsAdvocate.org 

  

mailto:stripoli@familiesusa.org
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Appendix A 

Recommended Pricing Data Standards 

1. Require that the machine-readable pricing files be disclosed in ONE (1) Standard File 
Format, e.g. JSON, in addition to a human-readable price file disclosed in ONE (1) 
Standard File Format, e.g. CSV.

2. Require disclosure of the full payer and plan name and provide hospitals with a 
uniform, nationally applicable set of abbreviations for the most common payers and 
plans.

3. Mandate that plan specific rates be disclosed in the machine-readable file and updated 
in real time.

4. Define and require a standard schema for machine-readable file disclosures, including 
all names and data types which at a minimum, contains all data fields and types 
reflected in the suggested (but not mandated) file data standards currently offered by 
CMS.

5. Require that all pricing data also be provided for free via application programming 
interfaces (APIs).

6. Provide a safe harbor or require that the use of CPT or DRG codes be made available 
without royalty, copyright, or other fees for the purpose of price transparency 
including by any downstream software.

7. Require that explicit billing codes, such as CPTs or DRGs, be identified for each 
procedure, and require separate files or tabs for each billing code type, including CPT, 
DRG, HCPCS and NDC.

8. Require that the pricing file can be found with just a single click from the hospital’s 
homepage.

9. Require all hospitals to post a machine-readable file with actual prices (discounted 
cash prices and insurance-negotiated rates) for the 300 shoppable services, whether or 
not they have a price estimator tool.

10. Implement a standard for representing where there is no data for a particular field, or 
provide a legend to help users understand the meaning of a dash or “N/A,” or another 
symbol or acronym that we have observed on these pricing files.

11. Require all hospitals to post a list of insurers, payers, and specific plans accepted, so 
patients will know in advance whether the hospital is in-network.
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Appendix B: Screenshots of Hospital Pricing Files 

Noncompliant Files: Incomplete files, ranges of codes, formulas, N/A’s, multiple files 
 

HCA Angel Medical Center, Franklin, NC  

 
 

Methodist Dallas Medical Center, Dallas, TX  

 
 

Maimonides Midwood Community Hospital, Brooklyn, NY  

 
Compliant Files:  Prices clearly listed by billing code, by payer and plan and cash price 
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Rush University Medical Center, Chicago, IL 

 
MetroHealth Medical Center, Cleveland, OH  

 

 
 

Northside Hospital, Atlanta, GA  

 


