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August 31, 2026 

The Honorable Mehmet Oz, MD, MBA 

Administrator 

Centers for Medicare & Medicaid Services  

U.S. Department of Health and Human Services 

P.O. Box 8010 

Baltimore, MD 21244-8010 

Re: CMS-1850-P – Medicare Program: Hospital Outpatient Prospective Payment and 

Ambulatory Surgical Center Payment Systems; and Quality Reporting Programs; etc. 

Dear Administrator Oz: 

On behalf of Iowa's 123 hospitals, including 32 hospitals paid under the Medicare Outpatient 

Prospective Payment System (OPPS), the Iowa Hospital Association (IHA) appreciates the opportunity 

to comment on the Centers for Medicare & Medicaid Services' (CMS) Calendar Year (CY) 2027 Hospital 

Outpatient Prospective Payment System and Ambulatory Surgical Center Payment System Proposed 

Rule. 

Iowa hospitals are the foundation of the state's healthcare delivery system and serve as critical 

healthcare, economic, and community anchors for urban and rural communities alike. Hospitals provide 

essential healthcare services, sustain local economies, train the future healthcare workforce, and invest 

in programs that improve the health and well-being of the communities they serve. 

As CMS evaluates the policies proposed in this rule, we urge the agency to consider not only the impact 

of individual proposals, but also the cumulative effect of multiple payment reductions and administrative 

requirements on hospitals that are already facing significant financial and operational pressures. 

Collectively, several of the proposed policies would reduce hospital resources, increase administrative 

complexity, and further widen the gap between Medicare payments and the cost of furnishing care. 

These impacts threaten hospitals' ability to maintain access to essential services, particularly in rural 

and underserved communities. 

IHA also supports the comments submitted by the American Hospital Association (AHA). 

Iowa Hospitals Strengthen Communities and Drive Economic Growth 

Iowa hospitals generate substantial economic activity and support thousands of jobs throughout the 

state. Collectively, hospitals provide approximately $10.4 billion in annual wages and benefits and 

directly employ more than 76,500 Iowans. Their economic impact extends far beyond hospital walls, 

supporting an additional 146,600 jobs across numerous sectors of Iowa's economy. In total, Iowa 

hospitals contribute approximately $24.8 billion annually to Iowa's economy, representing 12.3 percent 

of the state's gross domestic product. 

Hospitals also invest heavily in community benefit activities that improve health outcomes and address 

unmet healthcare needs. Iowa hospitals provide approximately $1.4 billion annually in community 



 

 

benefits, including charity care, health education, workforce development, community health 

improvement initiatives, and other essential services that often go unreimbursed. These investments 

help ensure access to care for vulnerable populations and reinforce hospitals' role as essential 

community institutions. 

Iowa Hospitals Continue to Face Significant Financial Challenges 

Iowa hospitals continue to face serious financial pressures that threaten their ability to maintain services 

and meet the growing healthcare needs of their communities. 

One significant challenge is the continued migration of care from inpatient to outpatient settings. While 

hospitals have adapted to changing patient needs and advances in medical practice, this shift places 

considerable strain on traditional hospital revenue models, even as hospitals remain responsible for 

maintaining around-the-clock emergency, inpatient, specialty, and standby capacity. 

At the same time, Iowa hospitals remain heavily dependent on government reimbursement programs. 

Medicare and Medicaid represent the largest share of Iowa hospitals’ payer mix, accounting for nearly 
60 percent. Traditional Medicare and Medicare Advantage accounted for approximately 44 percent, 

while Medicaid represented an additional 15 percent. As a result, Medicare payment policies have an 

outsized impact on the financial stability of Iowa hospitals. 

Many hospitals are already operating with extremely limited financial margins. Nearly one-quarter of 

Iowa hospitals operate with negative or otherwise unsustainable margins. 

At the same time, hospital expenses continue to rise at rates that exceed Medicare payment updates. 

Between 2023 and 2025, Iowa hospitals experienced approximately $2.3 billion in additional costs, 

including: 

• $800 million in additional payroll and benefit expenses; 

• $500 million in increased pharmaceutical costs; and 

• $163 million in supply expenses. 

These cost increases reflect a combination of workforce shortages, inflationary pressures, escalating 

pharmaceutical and supply costs, investments in technology and cybersecurity, and growing regulatory 

and compliance obligations. 

Meanwhile, hospitals are expected to meet expanding operational, clinical, and regulatory 

requirements. They must maintain essential services, address workforce challenges, invest in quality 

improvement and patient safety initiatives, and comply with increasingly complex regulatory obligations, 

while Medicare payment updates have not kept pace with the rising cost of delivering care. 

Outpatient PPS Payment Update 

For CY 2027, CMS proposes a hospital market basket increase of 3.2 percent, reduced by a 0.8 

percentage point productivity adjustment, resulting in a net national payment update of 2.4 percent. The 

statewide estimated financial impact of the proposed rule for Iowa hospitals is an overall payment 

reduction of approximately -2.4 percent, or -$22.6 million. 



 

 

While IHA recognizes that CMS is applying the statutory update methodology, the resulting payment 

update continues to fall short of the cost increases hospitals are experiencing. Labor costs, 

pharmaceuticals, medical supplies, technology investments, cybersecurity requirements, and 

infrastructure costs continue to rise faster than Medicare reimbursement. 

The Medicare payment system relies heavily on retrospective economic data and productivity 

assumptions that often fail to reflect hospitals' real-time operating costs. As a result, hospitals frequently 

absorb cost increases for years before those increases are reflected in Medicare payment rates. 

The proposed reduction is particularly concerning given the large share of Medicare beneficiaries 

served by Iowa hospitals and the fragile financial condition of many providers, particularly rural 

hospitals. Payment updates that fail to keep pace with costs reduce hospitals' ability to recruit and retain 

staff, maintain essential services, invest in facilities and technology, and preserve access to care. 

Importantly, hospitals experience Medicare policies cumulatively rather than individually. When the 

proposed payment update is considered alongside the site-neutral payment proposal, accelerated 

recoupment policies, reduced 340B reimbursement, and other payment changes contained in this rule, 

the overall effect is a significant loss of resources needed to sustain care delivery. 

These concerns are further amplified by anticipated reductions in Medicaid funding and supplemental 

payment support beginning in 2028. As these pressures converge, inadequate Medicare payment 

updates risk accelerating service reductions, limiting access to care, and weakening the stability of 

Iowa's healthcare delivery system. 

Accordingly, IHA urges CMS and policymakers to continue exploring ways to improve the accuracy and 

responsiveness of Medicare payment updates so that they more closely reflect the actual cost of 

furnishing care. 

Site-Neutral Payment Proposal 

IHA strongly opposes CMS's proposal to reduce payment for imaging services furnished without 

contrast in excepted off-campus hospital outpatient departments (HOPDs) to 40 percent of the OPPS 

payment rate. 

At its core, the proposal assumes that imaging services furnished in hospital outpatient departments 

and physician offices are sufficiently comparable to justify site-neutral reimbursement. CMS has not 

demonstrated that this assumption is valid. 

Payment neutrality does not necessarily equate to cost neutrality. Hospitals operate under 

fundamentally different regulatory, operational, and patient-care obligations than independent physician 

offices. HOPDs must maintain broader clinical infrastructure, emergency preparedness capabilities, 

information technology systems, accreditation requirements, regulatory compliance activities, and 

standby capacity to ensure patient access. 

CMS has also not demonstrated that growth in hospital-based imaging services is primarily attributable 

to payment incentives or hospital acquisition activity. The physician marketplace has undergone 

substantial transformation because of workforce shortages, administrative complexity, reimbursement 

pressures, rising operating costs, and growing care coordination requirements. The movement of 



 

 

physicians into hospital employment reflects these broader market forces and should not be 

oversimplified as a response to payment differentials alone. 

Moreover, OPPS payment rates and physician fee schedule rates serve different purposes and were 

not designed to reimburse identical underlying costs. Comparing rates across these fundamentally 

different payment systems does not provide a meaningful assessment of resource use or spending 

efficiency. 

CMS must also recognize important differences in patient populations. Hospital outpatient departments 

frequently serve individuals with multiple chronic conditions, significant comorbidities, disabilities, and 

other factors requiring greater clinical support and access to hospital resources. Rural and medically 

underserved populations often rely on hospital-based imaging services because alternative providers 

are unavailable. 

The proposal also raises concerns regarding hospitals' ability to invest in advanced diagnostic 

technologies. Hospitals routinely devote substantial resources to imaging equipment, software 

upgrades, cybersecurity protections, facility improvements, and highly specialized workforce needs. 

Reduced reimbursement may jeopardize these investments, particularly in rural communities where 

margins are already thin. 

Finally, CMS has not adequately considered the broader role hospitals play within their communities. 

Revenue generated through outpatient services helps support critical but often underfunded services, 

including: 

• Emergency response capabilities; 

• Trauma and specialty care programs; 

• Behavioral health services; 

• Care for uninsured and underinsured patients; 

• Community health initiatives; 

• Workforce development programs; and 

• Disaster preparedness and public health response activities. 

For these reasons, IHA urges CMS to withdraw the proposed imaging site-neutral payment policy. 

Separate NPI Requirements for Off-Campus HOPDs 

While IHA appreciates CMS's efforts to implement the statutory provider-based requirements in a 

manner that minimizes burden, we remain deeply concerned regarding implementation of the 

requirement that each off-campus provider-based department obtain and bill under a separate National 

Provider Identifier (NPI) beginning January 1, 2028. 

Although Congress established this requirement, CMS retains significant discretion over its 

implementation. The success or failure of this policy will depend largely on how effectively CMS 

coordinates with providers, payers, contractors, and technology vendors. 



 

 

The healthcare system has long relied on NPIs as standardized identifiers that facilitate efficient billing 

and administration. Requiring separate NPIs for individual provider-based departments will necessitate 

substantial changes to provider enrollment systems, claims processing operations, prior-authorization 

workflows, contract administration, and care coordination activities. 

Among the most significant concerns are: 

• Increased risk of claim denials and payment delays; 

• Inconsistent implementation across Medicare, Medicaid, Medicare Advantage, and commercial 

payers; 

• Additional complexity for physician billing and facility billing coordination; 

• Challenges with prior authorization and care transitions; 

• Increased patient confusion regarding bills and explanations of benefits; 

• Greater administrative burden associated with enrollment, contracting, and claims reconciliation; 

and 

• Potential disruptions in coordination-of-benefits processes. 

Hospitals will require significant time to obtain NPIs, update enrollment records, modify billing systems, 

revise contracts, educate staff, and conduct extensive end-to-end testing. 

Accordingly, IHA urges CMS to: 

• Adopt a phased implementation strategy; 

• Provide sufficient lead time for enrollment and systems modifications; 

• Issue comprehensive guidance for providers and payers; 

• Conduct extensive stakeholder outreach and testing activities; 

• Exercise enforcement discretion during transition periods; 

• Develop a standardized crosswalk linking departmental NPIs to hospital organizational NPIs; 

and 

• Closely monitor implementation impacts and rapidly address operational issues as they arise. 

Absent a carefully managed implementation strategy, this requirement risks increasing administrative 

burden and patient confusion without improving care quality or beneficiary access. CMS should take all 

available administrative actions to minimize disruption and ensure a smooth transition. 

340B Drug Payment Proposal 

CMS routinely considers payment policies that redistribute Medicare resources among providers. When 

those redistributions are significant, we believe the agency should demonstrate through transparent, 

representative, and reliable data that the proposed changes are justified and support the goals of the 

Medicare program. Stakeholders must have sufficient information to evaluate the basis for the policy 

and confidence that the underlying data accurately reflect the providers affected by the change. 



 

 

While we do not take a position on the proposed payment methodology itself, we have concerns 

regarding whether the OPPS Drug Acquisition Cost Survey (ODACS) provides a sufficient foundation 

for implementing payment changes of this magnitude. The proposed rule relies on survey results that 

reflect responses from a relatively limited share of eligible hospitals. According to CMS, the survey 

included data from less than one-third of 340B hospitals and less than half of eligible hospitals overall 

following application of the agency's refinement methodology. Given the diversity of hospitals affected 

by the proposal, including rural hospitals, urban referral centers, safety-net hospitals, and other 

providers with distinct purchasing patterns and patient populations, questions remain regarding whether 

the survey adequately reflects the broader hospital field. 

We are particularly concerned about the potential for nonresponse bias. CMS relies on statistical 

weighting methodologies to account for differences between respondents and nonrespondents, but the 

agency has not sufficiently demonstrated that hospitals choosing not to participate are comparable to 

respondents with respect to acquisition costs, purchasing arrangements, drug utilization patterns, or 

patient mix. Hospitals vary significantly in size, geography, outpatient volume, and access to purchasing 

resources. If respondents differ systematically from nonrespondents, the resulting estimates may not 

accurately reflect acquisition costs across the full range of hospitals affected by the policy. 

We also believe additional transparency is needed regarding the survey results. The proposed rule 

presents aggregate findings but does not provide sufficient information for stakeholders to 

independently assess the reliability of the estimates used to establish payment rates. More detailed 

information regarding drug-level sample sizes, response rates, measures of statistical reliability, and 

the effects of the agency's weighting methodology would improve confidence in the survey and allow 

for more meaningful stakeholder review. Such information is particularly important when survey results 

are used to support substantial payment redistribution. 

Additionally, the survey period coincided with significant drug shortages and supply chain challenges 

that affected hospitals nationwide. These disruptions may have influenced acquisition costs and 

purchasing behavior in ways that do not reflect normal market conditions. We encourage CMS to further 

assess whether these factors affected survey results and whether additional analysis is warranted 

before relying on those results to establish payment policy. 

Given the significant financial implications of this proposal for hospitals, patients, and communities, we 

respectfully urge CMS to: 

• Provide additional transparency regarding the ODACS methodology, weighting approach, and 

validation processes. 

• Release more detailed information regarding drug-level survey results, sample sizes, response 

rates, and measures of statistical reliability. 

• Further evaluate and address the potential for nonresponse bias. 

• Demonstrate that acquisition cost estimates are statistically reliable and representative of the 

broader hospital population affected by the policy. 

• Assess the impact of drug shortages and supply chain disruptions on survey results. 



 

 

• Consider whether additional stakeholder review is warranted before implementing payment 

changes based on ODACS. 

Regardless of the ultimate reimbursement policy CMS adopts, we believe any significant payment 

redistribution should be supported by data that are transparent, representative, and statistically robust. 

CMS should ensure that stakeholders have a meaningful opportunity to evaluate the reliability and 

representativeness of the underlying survey data before those data are used as the basis for substantial 

payment changes within the OPPS. 

Proposal to Expedite the Recoupment Funds 

IHA strongly opposes CMS's proposal to increase the annual OPPS conversion factor offset from 0.5 

percent to 3.0 percent to accelerate recoupment of payments associated with the remedy implemented 

following the Supreme Court's decision in American Hospital Association v. Becerra. 

CMS acknowledges that the current recoupment timeline is an administrative policy decision. Nothing 

requires the agency to accelerate recovery. 

The financial impact on Iowa hospitals would be substantial. The proposed methodology results in an 

additional $16.8 negative adjustment in just one year as compared to the current recoupment timeline. 

The proposal comes at a time when hospitals continue to face extraordinary workforce, supply-chain, 

pharmaceutical, technology, and regulatory costs. Accelerating recoupment would further weaken 

hospitals' ability to maintain services and invest in patient care. 

Stable and predictable reimbursement is essential to effective healthcare planning. Hospitals make 

long-term workforce, technology, facility, and service-line investments based on reasonable 

expectations regarding future reimbursement. Significant discretionary payment reductions undermine 

that predictability. 

Equally important, hospitals bear no responsibility for the circumstances that led to the Supreme Court's 

decision. Hospitals received payments under policies established by CMS and used those funds to 

support patient care and community services. Accelerated recoupment effectively shifts the 

consequences of agency error onto providers that acted in good faith and complied with all applicable 

requirements. 

For these reasons, IHA strongly urges CMS not to finalize the proposed accelerated recoupment policy 

and instead maintain the current recoupment schedule. 

Outpatient Quality Reporting Program 

IHA supports CMS's ongoing efforts to improve quality measurement, reduce unnecessary 

administrative burden, and advance the use of meaningful, outcome-focused quality reporting. 

IHA generally supports CMS's proposal to remove the Appropriate Follow-Up Interval for Normal 

Colonoscopy in Average-Risk Patients measure beginning with the CY 2027 reporting period. As CMS 

notes, the measure primarily evaluates documentation of a recommended follow-up interval rather than 

the quality of care delivered. By contrast, the OQR Program already includes the Facility 7-Day Risk-

Standardized Hospital Visit Rate After Outpatient Colonoscopy measure, which more directly assesses 

clinically meaningful outcomes and potential complications associated with colonoscopy procedures. 



 

 

Continued emphasis on measures that evaluate patient outcomes and safety aligns with CMS's broader 

efforts to streamline quality reporting programs, reduce provider burden, and focus attention on 

measures that more accurately reflect the quality and value of care. 

IHA agrees that federal quality programs should increasingly prioritize outcomes, patient safety, and 

other indicators that provide a more meaningful assessment of performance. As quality measurement 

programs evolve, concentrating limited reporting resources on outcome-based measures can provide 

greater value to patients, providers, and CMS while reducing the burden associated with process 

measures that may offer less insight into overall care quality. 

At the same time, IHA encourages CMS to recognize the important role that clear communication of 

recommended screening intervals plays in supporting adherence to evidence-based colorectal cancer 

screening guidelines. While the measure is largely documentation-based, communicating appropriate 

follow-up recommendations helps promote continuity of care, patient adherence to preventive screening 

schedules, and appropriate utilization of colorectal cancer screening services. Recommended 

screening intervals often serve as a critical component of a patient's long-term preventive care plan, 

particularly given that follow-up screenings may occur many years after the initial procedure. 

Before finalizing removal of the measure, CMS should evaluate whether eliminating it could have 

unintended effects on adherence to future screening recommendations. CMS should also consider 

whether alternative, less burdensome approaches, such as provider education, clinical decision support 

tools, or incorporation of follow-up interval guidance into broader quality improvement initiatives, could 

encourage guideline-concordant screening practices without maintaining a standalone reporting 

measure. 

Proposed Updates to OQR Data Validation 

IHA strongly supports CMS's efforts to align OQR validation processes with those used in the Inpatient 

Quality Reporting (IQR) Program. Greater consistency across CMS quality reporting programs reduces 

administrative complexity, minimizes provider confusion, and supports more efficient education, 

training, and operational implementation. 

We support CMS's proposal to expand validation activities to include eCQMs and to apply existing OQR 

validation methodologies, including established confidence interval calculations, scoring approaches, 

and validation thresholds. Standardization across quality reporting programs creates a more predictable 

and efficient compliance environment and helps hospitals focus resources on improving quality 

performance rather than navigating differing program requirements. 

However, we urge CMS to consider implementing an initial educational or reporting-only period before 

applying validation results that could result in payment consequences. Hospitals continue to face 

significant operational challenges associated with measure specification updates, vendor 

implementation timelines, software development cycles, and ongoing revisions to eCQM logic. In many 

instances, differences identified through validation may reflect technical implementation issues rather 

than deficiencies in clinical care or reporting processes. As hospitals gain experience with OP-40 STEMI 

reporting and future outpatient eCQMs, a transition period would provide an opportunity to identify and 

address implementation issues, improve data capture workflows, and promote greater consistency 

across organizations before validation findings affect payment determinations. Such an approach would 



 

 

strengthen data quality and reporting accuracy while recognizing the realities of measure 

implementation and the continued evolution of electronic quality measurement. 

We also support CMS's proposal to modify the validation sampling methodology from 450 randomly 

selected hospitals and 50 targeted hospitals to a model consisting of 200 randomly selected hospitals 

and 200 targeted hospitals. Targeted validation represents a more efficient use of administrative 

resources and is better positioned to identify facilities that may warrant additional review based on 

factors such as prior validation performance, outlier reporting patterns, low confidence interval scores, 

or incomplete reporting. Concentrating resources on providers with a higher likelihood of reporting 

discrepancies can enhance program integrity while reducing unnecessary burden on hospitals that 

consistently demonstrate accurate reporting. Expanding targeted validation while reducing random 

selection is a reasonable and data-driven refinement that should improve the effectiveness of program 

oversight. 

In addition, we support the proposal to revise case selection requirements to accommodate validation 

of both chart-abstracted measures and eCQMs. CMS's proposal to validate up to 32 randomly selected 

patient cases per measure reflects a practical balance between program integrity and provider burden. 

As additional eCQMs are introduced into the OQR Program, CMS should continue to assess the 

cumulative impact of validation requirements and ensure that the scope of validation activities remains 

proportional to the value of the information obtained. 

We appreciate CMS's rationale for extending the validation period from two years to three years 

following the applicable reporting period, particularly given the added complexity associated with eCQM 

validation. We also support the proposal to expand educational review opportunities to include 

validation results from all four quarters and to incorporate eCQMs into the educational review process. 

These changes will enhance transparency and provide hospitals with more meaningful opportunities to 

understand, evaluate, and address validation findings. 

As CMS finalizes these policies, IHA encourages the agency to maintain a strong focus on transparency 

regarding validation methodologies, timelines, selection criteria, and feedback mechanisms. Hospitals 

should have timely access to detailed validation findings and sufficient opportunity to understand the 

basis for identified discrepancies. Clear communication regarding expectations, common validation 

errors, and areas requiring corrective action will improve reporting accuracy and help ensure validation 

activities function as a quality improvement tool rather than solely a compliance exercise. 

Finally, IHA supports CMS's proposal to eliminate the requirement that hospitals resubmit previously 

submitted supporting documentation when requesting reconsideration of validation findings. Given the 

transition to electronic medical record submission and CMS's existing access to these records, the 

resubmission requirement imposes unnecessary administrative burden without providing meaningful 

programmatic value. This proposal appropriately aligns OQR policies with established IQR procedures 

and reflects a practical modernization of the reconsideration process. 

Request for Information: Advance Care Planning eCQM 

IHA appreciates CMS's request for stakeholder feedback regarding the potential implementation of the 

Advance Care Planning (ACP) eCQM in hospital outpatient departments. 

Advance care planning is an important component of patient-centered care and can support care that 

is more closely aligned with patients' goals, values, and preferences. However, CMS should carefully 



 

 

evaluate whether the measure can be effectively implemented in outpatient settings without creating 

unnecessary burden or duplicative documentation requirements. Hospital outpatient encounters differ 

significantly from inpatient stays with respect to visit duration, clinical objectives, patient acuity, and 

opportunities for comprehensive care planning discussions. In many outpatient settings, clinicians are 

focused on addressing a specific diagnostic test, procedure, or acute clinical concern, which may limit 

the appropriateness and effectiveness of standardized advance care planning discussions during every 

encounter. CMS should carefully consider the types of outpatient settings and encounters in which 

advance care planning discussions would reasonably be expected to occur. For example, encounters 

such as screening mammograms, colonoscopies, imaging services, or other procedure-focused visits 

often involve limited patient-provider interaction and may not provide an appropriate opportunity for 

meaningful advance care planning discussions. In these circumstances, providers could instead verify 

the presence or absence of existing advance care planning documentation and, when appropriate, refer 

patients to a primary care or specialty provider better positioned to engage in a comprehensive 

discussion. 

In considering future implementation, CMS should carefully assess the cumulative impact of ACP-

related documentation requirements across multiple care settings. Patients may already be asked to 

provide similar advance care planning information in physician offices, hospitals, post-acute care 

settings, and other healthcare encounters. Repeated collection of the same information can contribute 

to patient fatigue, reduce engagement, and divert time from other clinically relevant discussions. 

Similarly, providers may face substantial operational burden associated with collecting and 

documenting information that already exists elsewhere in the patient's medical record. 

If CMS elects to move forward with implementation of the ACP eCQM in outpatient settings, IHA 

encourages the agency to prioritize approaches that recognize existing ACP documentation, minimize 

redundant patient questioning, and leverage interoperability capabilities within electronic health records. 

CMS should also explore opportunities to credit advance care planning documentation completed in 

other care settings and ensure that information can be electronically shared and updated across the 

continuum of care. Such an approach would reduce administrative burden, improve the patient 

experience, and better align the measure with the broader goals of interoperable, coordinated, and 

patient-centered care. 

Request for Information: Strengthening the Standardization and Comparability of Hospital Price 

Transparency Data 

Hospitals share CMS's commitment to meaningful price transparency and informed consumer decision-

making. 

However, the central challenge facing patients today is not a lack of transparency regarding negotiated 

rates. Rather, patients often struggle to determine what they will personally owe after deductibles, 

coinsurance obligations, benefit limitations, network requirements, and other health plan-specific factors 

are applied. 

Accordingly, CMS should prioritize policies that provide individualized cost estimates rather than 

imposing increasingly burdensome reporting requirements related to machine-readable files. 



 

 

IHA supports efforts to improve consistency and standardization where such changes improve usability 

and reduce ambiguity. However, CMS should avoid expanding reporting requirements that provide 

limited value to patients while increasing administrative burden. 

We encourage CMS to: 

• Preserve deemed compliance through internet-based price estimator tools. 

• Prioritize implementation of Advanced Explanations of Benefits (AEOBs). 

• Support stronger All-Payer Claims Databases. 

• Improve standardization of patient financial communications. 

• Focus future transparency efforts on personalized and actionable patient cost information. 

Iowa hospitals remain committed to providing high-quality, accessible care to the patients and 

communities they serve. However, hospitals are confronting persistent workforce shortages, rising 

inflationary pressures, escalating pharmaceutical and technology costs, increasing regulatory 

requirements, and growing reliance on public payer programs that frequently reimburse below the cost 

of care. 

Against this backdrop, CMS should carefully evaluate the cumulative impact of the policies proposed in 

this rule. Payment reductions associated with site-neutral reimbursement, accelerated recoupment, 

340B payment policies, and other reimbursement changes would further strain hospitals' ability to 

maintain access to essential services, particularly in rural and underserved communities. 

Thank you for the opportunity to comment on the CY 2027 OPPS proposed rule. IHA looks forward to 

continuing to work with CMS to advance policies that protect beneficiary access to care, support hospital 

sustainability, and strengthen the healthcare delivery system for the patients and communities we 

collectively serve. 

Sincerely, 

 

Chris Mitchell 

President/CEO 

Iowa Hospital Association 


