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Hospital Charges



Fundamentals of Hospital Charges

• Hospital charges are accumulated in a listing called the charge 
description master, or “CDM”

• CDMs are organized in many different ways.  They can be 
organized by individual items or services, or they can have a 
charge associated with each CPT code.  Some are a hybrid of 
both.

• Only a small percentage of payers (including self-payers) pay on 
a charge basis.  Others use prospective payments, based on 
diagnostic or procedure codes, capitated rates, or other structure 
of payment.
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Medicare charge requirements

Cost Allocation
• Medicare requires that charges bear a rational relationship 

to cost, which is generally interpreted as meaning that 
charges must be consistent across payers, which is 
normally not an issue. 

• This consistency is necessary because charges are used 
as a statistic for allocating costs to Medicare and non-
Medicare patients alike. 

• Affects:
• Transplant
• Outliers
• New technology pass-through and add-on payments
• Uncompensated care cost calculation for DSH
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Medicare charge requirements (cont.)

“Charges means the regular rates for various services that are 
charged to both beneficiaries and other paying patients who receive 
the services. Implicit in the use of charges as the basis for 
apportionment is the objective that charges for services be related to 
the cost of the services.”  42 C.F.R. 413.53(b). 

“So that its charges may be allowable for use in apportioning costs 
under the program each may be allowable for use in apportioning 
costs under the program, each facility should have an established 
charge structure which is applied uniformly to each patient as 
services are furnished to the patient and which is reasonably and 
consistently related to the cost of providing the services.” Provider 
Reimbursement Manual I, § 2203.
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How Managed Care Contracting Affects 
Hospital Charges
The “Lesser Of” Standard Clause
• Most payer contracts contain a clause like the following:

For Covered Services rendered by Facility to a Member, the contract 
rate will be the lesser of (1) Facility’s aggregate Customary Charges, 
or (2) the aggregate applicable contract rate determined in accordance 
with [applicable sections of the contract or an exhibit or appendix].

“Customary Charges” is defined as “the fee for health care services 
charged by Facility that does not exceed the fee Facility would 
ordinarily charge another person, regardless of whether that person is 
a Member”

• Payers expect a hospital’s chargemaster to be higher than the contract 
rates and, in fact, use the contracted discount rates as a selling point for 
their policies; however, the “lesser of” clause protects them in the event 
a hospital’s charges are lower than the contracted rate 

• To avoid “leaving money on the table,” hospitals will periodically review 
their chargemaster against their payer contracts to ensure the charges 
are always higher than the contracted rates

7 |



Implications of Medicare charge 
requirements
• Hospitals sometimes increase charges faster than 

costs, so as to increase percentage of costs actually 
recouped through payment

• Just about every payer, including self-pay patients, will 
have some sort of arrangement that means that they 
are not paying full charges, which would seem 
exorbitant to the remaining few that are asked to pay 
them

• Hospitals, however, are concerned about questions 
about their charge-based Medicare payments if they 
charge no one their full charges
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Price Transparency:
The Law and The Rule
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Statute

(e) STANDARD HOSPITAL CHARGES.—Each hospital 
operating within the United States shall for each year 
establish (and update) and make public (in accordance 
with guidelines developed by the Secretary) a list of the 
hospital’s standard charges for items and services 
provided by the hospital, including for diagnosis-related 
groups established under section 1886(d)(4) of the 
Social Security Act.
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CMS Rule

• CMS issued a final rule on 11/15/19 implementing the 
statute.

• Went into effect on Jan. 1, 2021
• Purported goal is to reduce healthcare costs and 

furnish information that consumers supposedly claim 
that they need
• Earlier iterations focused only on consumer 

information; Trump Administration added cost 
reduction after Trump signed an Executive Order 
requiring that transparency be used to do so
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CMS Rule (cont. )

• Key facets of the rule
• Definition of “hospital”
• Definition of “items and services” provided by 

hospitals
• Definition of “standard charges”
• Public disclosure requirements
• “Shoppable services” display requirements
• Monitoring and enforcement
• Appeals
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CMS Rule (cont. )

• Definition of “Hospital”
• Any entity licensed as a hospital under State 

law
• Not limited to Medicare-enrolled facilities
• Exception for Federally owned hospitals and 

forensic hospitals
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CMS Rule (cont. )

• Definition of “Items and Services”
• Includes all items and services and “service 

packages”
• Includes services of “employed physicians,” 

regardless of whether they provide services 
in the hospital setting
• HEAVY burden on AMCs that don’t have 

their faculty employed in separate legal 
entities
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Hospital “Items and Services”

• For hospitals that have provider-based clinics and out-patient 
service locations, that means ALL goods and services sold in 
such locations
• Example 1: Vanderbilt Bill Wilkerson Center, which 

specializes in hearing and speech disorders, has an 
audiology clinic that provides hearing tests and sells 
hearing aids.

• Example 2: Vanderbilt Eye Institute has an optical center 
that sells glasses and contacts.

• Example 3: Vanderbilt Weight Loss Clinic sells food and 
supplements to patients in medical weight loss programs.
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CMS Rule (cont. )

• Types of “Standard Charges” to be disclosed
• Gross charge: CDM charges
• Discounted cash price: Price to cash paying 

customers
• Payer-specific negotiated charge: The rate for an 

item or service for each applicable payer
• De-identified minimum negotiated charges: The 

lowest of all its charges for a particular item or 
service

• De-identified maximum negotiated charges: The 
highest of all its charges for a particular item or 
service
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CMS Rule (cont.)

• Publicizing standard charges
• Machine-readable file

• A single file that contains all five types of 
standard charges

• File must be displayed prominently on 
hospital website and be easily accessible
• As of 2022, must be accessible to 

automated searches and direct file 
downloads

• Must be updated annually and dated



18 |

Price Transparency:
Implementing the Rule
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CMS Example of the Machine-Readable 
Format for Publication
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What it actually looks like…
Excel Example
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What it actually looks like…
.json Example
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Publicizing Charges for the Consumer

• Consumer-friendly display of shoppable services
• “Shoppable” refers to a service that can be scheduled in 

advance
• CMS has chosen 70 such services
• Hospitals must choose another 230
• Must also include all “ancillary” services, including employed 

physician services
• Price estimator alternative

• The shoppable service requirement can be met through 
providing an online tool that estimates patient payment 
obligation for the 300 services at issue

• Must be easily accessible
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CMS Example of the Consumer-Friendly Format
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Real Example of Shoppable Service Search
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Real Consumer-Friendly Price Estimator
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Monitoring and Enforcement

• CMS has claimed that it has the authority to 
impose penalties on hospitals that are non-
compliant

• Will rely mostly on complaints for determining 
what entities should be auditing priorities

• CMS can send a warning, impose a CAP, and/or 
impose a maximum penalty of between $300 
and $5500 per day, depending on the number of 
beds a hospital has
• This is up from $300 for 2021

• Appeals can be heard in front of an ALJ
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Implementation Thus Far

• According to a 12/30/21 Wall Street Journal article:
• Only about 50% of hospitals were in meaningful 

compliance (based on research from a startup 
called “Turquoise Health”)

• Many large health systems are affirmatively not 
complying because they do not see how the 
information is of benefit to their patients, and do not 
want to give their competitors an advantage

• CMS issued 335 warnings, 98 CAPs, and as of 
earlier this month, two penalties:
• Northside Hospital Atlanta was fined $883,180 

and Northside Hospital Cherokee was fined 
$241,320.



28 |

No Surprises Act



The Interim Final Rules

• IRF1 - July 13, 2021 (45 CFR Part 149):
• Balance billing protections for insured patients receiving 

emergency and post-emergency care at out-of-network 
facilities and in-network facilities with out-of-network 
providers

• IRF2 – October 7, 2021 (45 CFR 149.610 and 149.620):
• Independent Dispute Resolution Process for Providers 

and Payors
• Good Faith Estimate for Uninsured/Self-Pay Patients 
• Patient-Provider Dispute Resolution Process  

• AND…   
…we’re still waiting
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Balance Billing Protections
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Emergency Services – New Standards for Payers

• Payer can’t impose administrative burdens on out-of-network 
(OON) facilities that it doesn’t also impose on in-network 
facilities

• Payer must adjudicate an OON clean claim within 30 days of 
receipt

• If a payer provides any benefits in the patient’s plan with regard 
to emergency services, then the payer must cover the 
emergency services a patient receives and can’t deny coverage 
based on the patient’s final diagnosis or conditions of coverage

• IFR1 enforces the prudent layperson standard
• A medical condition, including a mental health condition or 

substance use disorder, manifesting itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent 
layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of immediate 
medical attention to result in… serious jeopardy… serious 
impairment of bodily functions… serious dysfunction of any 
bodily organ or part
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Emergency Services – Payments to 
Providers

• IRF1 applies to Facilities (hospitals/ASCs) and Providers 

(docs/APCs)

• No balance billing 
• If the Provider/Facility is out-of-network, he/she/they/it must 

not hold the patient liable for an amount that exceeds the 
patient’s cost-sharing amount

• The patient’s cost-sharing imposed by the payer cannot be 
greater than if the services had been provided in-network 
and must be counted towards the patient’s in-network 
deductible and in-network out-of-pocket maximum

• The cost-sharing is calculated based on the “recognized 
amount,” which is the total payment amount to the 
Provider/Facility and is complicated to figure out (more on 
that in a minute)
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After the Emergency – The Burden on 
Providers
IF THE FACILITY IS OUT-OF-NETWORK
• Post-stabilization services are “emergency” under the IFR, 

unless:
• Treating provider determines the patient can travel, 

using nonmedical transport or non-emergency medical 
transport, to an in-network facility within a reasonable
distance, taking into account the patient’s condition

• Patient’s lack of access to transport, including ability 
to pay, can make it unreasonable

• Provider and facility satisfy notice and consent criteria 
for WAIVER (more on that in a minute)

• State law protections are satisfied
• If waiver is not obtained, then no balance billing! A patient 

may only be billed for the cost sharing amounts that would 
have been charged for an in-network facility/provider.
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After the Emergency – The Burden on Providers

IF THE FACILITY IS IN-NETWORK AND PROVIDER 
IS OON
• Post-stabilization services are subject to balance billing 

prohibition on the OON provider, unless WAIVER is 
obtained

• IFR1 requires that, as part of the WAIVER notice and consent 
process, the patient be given a list of in-network providers at 
the facility who could furnish the services and a statement that 
the patient may choose to be referred to an in-network provider

• Thoughts for facilities to ponder…
• Does the facility have a responsibility to help the out-of-network 

provider give notice and obtain consent?
• Does the facility have a responsibility to track the payers/plans with 

which each medical staff provider participates?
• Do you have to call in an in-network provider at the request of the 

patient? If so, how does that affect call coverage arrangements?
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WAIVER
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Notice and Consent: 
Requirements
Notice
• Must be given by OON Facility and each OON Provider
• Must include a good faith estimate

• The estimated amount that the Provider or Facility may 
charge the insured patient for the items and services involved 
in the patient’s care or stay at the Facility, including any item 
or service that the OON Facility/Provider reasonably expects 
to provide in conjunction with such items and services

Consent
• Must be in writing and signed by the patient for effective waiver
• Patient must be capable of voluntarily giving consent that makes 

continuing to receive care from the OON Provider/Facility to be a 
“knowing and purposeful” choice

• Incomplete notice = lack of consent
• Patients may consent for all, or only some, of the items and 

services
• Patients may revoke consent
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The “Recognized Amount”
And

The “Out-of-Network Rate”



38 |

What Will the OON Facility/Provider Be Paid?

• The out-of-network rate will be determined under:
• (1) All-Payer Model (in states testing all-payer payment 

reform, e.g., Vermont), or 
• (2) a Specified State law that provides a method for 

determining the total payable under the plan or coverage 
(e.g., Texas), or 

• (3) if neither 1 nor 2 apply, then the rate agreed to by the 
payer and provider/facility lesser of the amount billed or the 
qualifying payment amount (QPA) (more on that in a minute)

• Specified State Law:
• not limited to set mathematical formula or pre-determined 

amounts
• includes laws that allow negotiation and provide arbitration 

process
• must apply to the Payer/Plan, the OON Provider/Facility 

and the item or service involved, or you default to #3.
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“Qualifying Payment Amount” Defined
• The median of the contracted (in-network) rates recognized by 

the Payer/Plan 
• in the same insurance market (individual, large, small, TPA, 

GHP)
• on 1/31/2019 (or the first coverage year after 2019), 
• for the same or similar item or service (CPT, HCPCS, DRG),
• in the same or similar specialty (if it’s a Provider) or a facility 

of the same or similar type (Hospital ED or freestanding ED), 
and

• in same geographic region (each OMB MSA or the rest of the 
state), 

• increased for inflation (annual CPI-U adjustment).
NOTE: If either party is dissatisfied with QPA or denial, then they go into 
open negotiation and, once exhausted, may avail themselves of the 
federal Independent Dispute Resolution process.  Timing is important to 
exercise of these rights.
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Flaws in the IRF QPA Methodology
• In instructing the agencies to establish regulations for QPA, 

Congress stated:
• Differentiate by large group market and small group market
• In establishing geographic regions, take into account rural and 

underserved areas and consult the National Association of Insurance 
Commissioners

• Take into account “payments that are not on a fee-for-service 
basis…that take into account quality or facility type (including higher 
acuity settings and the case-mix of various facility types)”

• Under the IFR, the median contracted rate is determined with respect to 
all group health plans of the plan sponsor or all group or individual health 
insurance coverage offered by the health insurance issuer that are offered 
in the same insurance market

• Although the IFR recognizes that single case rate agreements constitute 
contracts for purposes of network status for purposes of the balance billing 
prohibition, the IFR notes that “solely for the purposes of the definition of 
contracted rate, a single case agreement, letter of agreement, or similar 
arrangement between a plan or issuer and a provider…does not constitute 
a contract, and the rate paid under such an agreement should not be 
counted among the plan’s or issuer’s contracted rates
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Balance Billing Protection 
Disclosure Requirements
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Public Disclosure Requirements
Providers and Facilities must prominently display in patient areas 
(e.g., check-in, check-out, waiting rooms), post on a public website, 
and provide a one-page handout that gives notice on:
• The NSA restrictions on Providers/Facilities related to balance 

billing,
• Any applicable state law protections against balance billing, AND
• Contact information for federal and state agencies, in case a 

patient believes a Provider/Facility has violated the NSA or state 
balance billing law

NOTE: CMS has a “model” handout (which happens to be 2 pages, 
unless you print on the front and back)



43 |

Good Faith Estimates (GFE) 
for Uninsured or Self-Pay 

Individuals
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The Good Faith Estimate (GFE) Requirements

• Even if uninsured patient requests the GFE over the phone, giving a 
verbal estimate doesn’t fulfill obligation. 

• Patient choice of paper vs. electronic (IFR2 assumes 90% mailed)
• If electronic, patient must be able to print and save

• If patient requests GFE prior to scheduling, then, when the procedure 
is scheduled, a new GFE must be sent to the patient

• GFE should be inclusive of any expected discounts/adjustments 
applicable to the uninsured, show all applicable diagnosis codes 
and service codes and include a Notice of Rights if the bill is 
higher than the GFE

• Provider/Facility must screen for insurance. If uninsured or 
self-pay, then GFE is required.  Here’s the timeline…
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• OR time
• Anesthesia
• Recovery time, services
• Diagnostics & imaging

Charges 
Included

• Visits/consults re: decision for surgery
• Pre-operative lab tests, EKG or diagnostics
• Post-discharge rehab or wound care
• Referrals for other specialist care

Charges 
Excluded

Example: Estimate for Surgical Procedure

• Surgeon(s) / 
Assistant

• Anesthesiologist
• Periop medications
• Post-op 

prescriptions

A good faith estimate must include an itemized list of the expected charges 
for each item or service in the period of care, including any item or service 
that is reasonably expected to be provided in conjunction with such scheduled 
item or service
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The “Convening Provider or Facility”
If the “period of care” will involve more than a single Provider, IRF2 requires 
Facilities and Providers to coordinate, so patients receive a single GFE 
• KEY DEFINITIONS:

• “Convening provider or convening facility”: the provider or facility 
who receives the initial request for a GFE and who is… responsible 
for scheduling the primary item or service

• “Co-providers” or “Co-facility”: a provider or facility other than a 
convening provider/facility that furnishes items or services that are 
customarily provided in  conjunction with a primary item or service

• The Convening Provider/Facility must comply with the GFE timeframes (1 
or 3 days).  The Co-Provider/Facility must transmit its information for the 
GFE no later than 1 business day after receiving the request from the 
Convening Provider.

• If there are any changes to the expected charges, items, services, 
duration, personnel, etc., the Co-Provider/Facility must notify the 
Convening Provider/Facility, who must issue a new GFE no less than 1 
business day before the scheduled service
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Patient-Provider Dispute Resolution (PPDR)

• Currently applies only to uninsured/self-pay patients
• If, after receiving the items or services covered by a GFE, the individual 

is billed substantially in excess (defined as >$400 above GFE), 
individual may dispute the bill through the PPDR process by submitting 
a request form to HHS and paying an administrative fee ($25 in 2022)

• If a GFE has involves multiple Providers/Facilities, eligibility for 
PPDR is determined separately for each (charges >$400 than 
GFE)

• If a Co-provider/Co-facility was left off the GFE ≠ eligible for PPDR



48 |

Patient-Provider Dispute Resolution (PPDR)

• The expected charges in the good faith estimate are presumed 
appropriate  unless the Provider/Facility provides credible information 
demonstrating:

• difference reflects the costs of a medically necessary item/service, 
and

• is based on unforeseen circumstances that could not have 
reasonably been anticipated by the Provider/Facility when the 
GFE was provided

• While the PPDR is pending, the parties may negotiate and resolve the 
dispute.
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Operational Considerations:
Price Transparency and NSA
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Operational Considerations

• As a result of these two laws, multiple hospital functions are 
affected, including:

• Charge setting practices
• Charge publication practices
• Managed care negotiations
• Physician privileging and provider relations, generally
• Patient registration and patient relations, generally



51 |

Charge Setting Practices
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Charge Setting Practices

• The QPA sets the default OON rate, and the QPA is driven by 
historic pricing of in-network facilities

• All facilities in a geographic area are incentivized for other 
facilities to keep their rates up

• Could result in a desire to use publicly available charge 
information to set one’s own charges
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Charge Setting Practices – Antitrust 
Risks
• Using a competitor’s charge data to set one’s own prices could 

create antitrust risk
• NOTE: It is not illegal to use publicly available information.  CMS’s 

intent was, however, for prices to go down and an increase of prices is 
likely to draw scrutiny.

• This holds especially true if there is:
• Express discussions among competitors regarding concerns 

with the QPA
• Specific reference in meetings with payors
• Signaling in the market

• Marketing
• Notices
• Frequent updates to the disclosures on the website

• An expectation of a competitor’s likely reaction
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Charge Publication Practices
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Charge Publication Practices

• Must decide if will come into full compliance with the Price 
Transparency Rule

• CMS does not have statutory authority to impose the penalties under 
the plain meaning of the statute

• With NSA, it is also quite questionable whether there is really any 
legitimate purpose to the Price Transparency Rule any longer
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Penalty Statute
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Penalty Statute (cont.)
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Did AHA Litigation Already Address?

• AHA lost at both the DDC and DC Circuit level, but they 
challenged the statutory authority for the substantive program 
requirements, and not specifically the penalties

• The revised penalties were promulgated after the case was 
decided
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Ripple Effects of Pricing Transparency

• If a hospital decides to disclose, then there are a number of 
challenges it needs to protect against:

• Substantially in excess rule.  Hospitals can be excluded from 
Medicare if they charge Medicare or Medicaid substantially in 
excess of their usual charges.  “Usual charges” is not defined, 
but now there will be multitudes of charge information available.

• MFN Clauses.  Hospitals that have most favored nations 
clauses in their contracts will now have their compliance record 
on display.
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Ripple Effects of Pricing Transparency (cont.)

• Medicare cost report S-10 disclosures.  Hospitals get 
some of their charity care reimbursed by Medicare, 
but only if their write-offs are consistent with their 
FAP.  If the FAP and the disclosed discounted rate 
are the same, a MAC may conclude that no charity 
care was given.

• Good Faith Estimates.  If the rate stated in the GFE 
does not tie to the write on the website, the hospital 
could be accused of not adhering to the NSA laws 
and could be fine up to $10K per violation.  
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Mitigation Approach – Frequent Web Updates

• The content and pricing within the CDM changes more 
than annually, particularly for items with costs that 
change frequently, such as pharmaceuticals.  How 
frequently do you update the information on the website?
• Rule only requires annual update.  
• If not done more frequently, the value of the information is 

questionable.
• If you update the file as the CDM is updated, you must have 

someone who is responsible for version control to ensure it 
is properly updated. 

• Regardless of how frequent the updates are, website must 
be dated when it is changed, as the rule requires.
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Payer Negotiation Practices
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Impact on Payer Negotiations

• There are many reasons to believe that, the more 
pervasive the availability of charge data is, the more that 
rates by a hospital across its payers will flatten, and the 
more that charges across providers will flatten
• A hospital giving a discount to one payer will be under 

pressure to give discounts to others, meaning that discounts 
will not be favored

• Hospitals, especially in smaller markets, will have the 
information they need to act like an oligopoly
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Impact on Payer Negotiations (cont.)

• Payers will have the incentive to avoid negotiating with 
high-cost providers because it will adversely affect their 
QPA
• There is already evidence that some higher-cost providers are 

being kicked out of some networks
• This will affect safety net hospitals and AMCs especially hard, 

as they cannot easily modify their cost structures



65 |

Impact on Payer Negotiations (cont.)

• Hospitals that are at the market floor may now decide to 
go out of network
• This could be especially helpful for hospitals that have had 

quality issues that make them less able to achieve acceptable 
in-network rates

• Lack of transparency about the calculation of the QPA 
may lead systems to negotiate harder in an effort to keep 
the QPA up or raise it
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Provider Relations and 
Credentialing
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The Facility Conundrums following Emergency

• If the facility is out-of-network, once an ED patient is stabilized, 
will the facility even try to pursue patient consent for post-
stabilization care or try to transfer the patient to an in-network 
facility?

• Notice must include a good faith estimate of the costs for items and 
services, but calculating costs without knowing benefits is difficult

• If patient does not consent, or revokes consent, the protections apply
• If the facility is not in an urban environment with other nearby facilities, 

transfer is not an option
• If the facility is in-network and treating provider is out-of-

network (e.g., on-call cardiologist who provided consult), the 
IFR requires the notice with the consent to include a list of 
participating providers at the facility who could furnish the 
services and a statement that the patient may choose to be 
referred to an in-network provider

• Does the facility have a responsibility to help the out-of-network 
provider give notice and obtain consent?

• Does the facility have a responsibility to track the payers/plans with 
which each medical staff provider participates?
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Provider Relations and Credentialing

• Hospitals may consider it an administrative hassle to 
have to address obtaining consent to balance bill for out 
of network providers in the ED or post-stabilization 
• Could lead hospitals to take efforts to get providers contracted 

with payers
• Antitrust risk for facilitating negotiations of competitors

• An assessment of the adequacy of provider network status 
with payers could occur at credentialing or recredentialing onto 
the medical staff

• Hospitals may even use “carrots” and “sticks,” such as putting 
a provider on probation or not allowing them in the call rotation 
if they do not have sufficient contracts
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Provider Relations and FWA Risk

• Not only are there administrative hassles, but there is FWA 
risk
• An in-network hospital with OON providers might:

• Obtain balance billing consent
• Furnish balance billing disclosures
• All on behalf of the provider (who is ordering hospital 

services)
• A hospital or ASC is likely to act as the Convening 

Facility, and provide the GFE notice (see Government 
Math slides)

• Hospitals should determine if any of these services 
constitute value of concern, especially for nonintegrated 
docs
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Government Math
The labor cost of good faith estimates (GFE) is 
estimated as follows: 
• 51,744,200 nonemergency elective procedures performed 

annually
• 9.2% uninsured rate = 4,760,466
• Some uninsured will forego procedures due to cost, so adjust by 

30% = 3,332,326
• Add 5% for those that request an estimate to see if they can afford 

= 3,498,942
• 50% of procedures (1,749,471) will involve items/services of one 

provider
• 30 minutes for a business operations specialist to verify self-pay 

status, inform patient of right to estimate, and generate a good 
faith estimate (labor rate of $101.32/hr)

Calculation: 1,749,471 claims × 0.50 hours × $101.32 
= $88,628,201
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Government Math
The cost burden of GFE for multi-provider/multi-facility 
services is:
• 50% of procedures (1,749,471) will involve items/services of 

multiple providers
• 1 hour for convening provider’s operations specialist to verify self-

pay status, inform patient of right to estimate, gather estimates 
from co-providers and co-facilities, and generate a good faith 
estimate (labor rate of $101.32/hr)

• 30 minutes for 1 additional Co-provider/Co-facility operations 
specialist to generate GFE and electronically send to convening 
provider ($101.32/hr)

Calculation: 1,749,471 claims × 1.50 hours × $101.32 
= $265,884,603
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Provider Relations and Liability for GFE Errors

• Convening Provider Liability. The convening provider 
(likely a hospital or ASC) is obligated, as of 1/1/2023, to 
gather price information from all providers who will 
deliver services to the patient within the episode.  
• If the convening provider gets it wrong, is that provider going to 

be responsible for paying the provider the difference? For 
indemnification of the provider in the patient-provider dispute 
resolution? For damages to reputation?  

• Can the convening provider contract out of the risk?  Would 
surgeons and anesthesiologists sign?
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Patient Relations
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Patient Relations

• Patient Registration. Given the stringent timelines for 
providing GFEs for self-pay patients, hospitals may want 
to set rules regarding the speed with which they’ll set up 
appointments for these patients

• ED. Hospitals also will need to make the difficult 
decision of categorically never seeking consent to 
balance bill for post-stabilization services, which creates 
provider dissatisfaction, or seek consents, but 
understand that there is compliance risk
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• Patient-Provider Dispute Resolution.  Providers will need 
to determine, when estimate and final bill are more than 
$400 different, whether engaging in dispute resolution 
with patients is a worthwhile exercise.  For hospitals that 
don’t litigate patient balances now, the choice may be 
easy; however, there’s a greater likelihood of write-offs 
than settlements.  
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