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ENACT 340B REFORMS

Savings from the purchase of 340B drugs are a lifeline for many rural hospitals. The program was
created to “stretch scarce federal resources and help safety net providers maintain, improve and
expand patient access to health care services” Without it, many rural facilities would struggle to
remain open, and communities would lose access to care.

The 340B Drug Pricing Program has been under attack by pharmaceutical manufacturers and
insurers, who characterize legitimate growth in the number of 340B drugs sold as abuse. Both have
taken unilateral actions to restrict rural hospitals’ access to 340B savings, harming their fragile
bottom lines and limiting patient access to needed medications. Numerous states have passed laws
to protect patients and hospitals from these activities, all of which are under legal challenge by

the drug manufacturers. The Health Resources and Services Administration has proposed a 340B
Rebate Model program that will further erode hospitals’ ability to realize the intended benefits of
the program. Common sense congressional reforms are necessary to protect hospitals from these
predatory actions, ensure program integrity and further the intent of the program — subsidizing
critical health care services.

Request for Action

The SUSTAIN Act, introduced by Sens. Jerry Moran, R-Kan.; Tammy Baldwin, D-Wis.; Shelley
Moore Capito, R-W.Va.; Tim Kaine, D-Va.; John Boozman, R-Ark.; and John Hickenlooper, D-Colo.,
provides much-needed clarity around the 340B program. While the Missouri Hospital Association
does not favor all provisions in the bill, it would enact several positive changes and bring much-
needed clarity to the purpose and substance of the program. The proposal would authorize the use of
contract pharmacies through which patients can receive 340B drugs, end HRSA’s 340B Rebate Model
program within one year, prevent insurers from discriminating against 340B covered entities and
their contract pharmacies, while strengthening compliance and oversight activities.

The most problematic piece of the bill is the new definition of an eligible patient, as it substantially
limits the number of individuals who qualify to receive 340B drugs. While MHA appreciates attempts
to create transparency around 340B transactions, some of the reporting and data submission
requirements could be challenging for hospitals, particularly small, rural facilities.

MHA appreciates this bipartisan effort and looks forward to working with our congressional
delegation to ensure the enacted version of the bill strengthens the 340B program and continues to
provide essential benefits to hospitals and their patients.
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ENACT NEEDED HOSPITAL PRICE
TRANSPARENCY REFORM

Congress has enacted numerous laws requiring greater transparency in health care pricing. In
response, federal agencies have promulgated a complex and continually evolving series of regulations
and requirements governing hospital price transparency, encompassing more than 10 separate rules.

Congress and patients have sought meaningful health care price transparency for years. The
Missouri Hospital Association has long supported greater price and quality transparency when it
provides patients with useful information to make informed health care decisions. Unfortunately, the
current federal approach has not achieved that objective. Patients simply cannot readily obtain the
information they need most.

Instead, federal requirements have largely produced extensive and opaque datasets containing gross
charges, various negotiated rates and other pricing information. The result is a costly, fragmented and
overlapping regulatory system that continues to grow in complexity without adequately addressing
the information patients want. While these data may be useful for academic research, they do not
provide a patient with a meaningful answer to the most basic question, “How much will I have to
pay?” At the same time, hospitals have invested significant resources in developing and maintaining
consumer-facing price estimator tools that can provide patients with a personalized estimate of their
financial responsibility. Yet federal policymakers continue to propose additional, highly prescriptive
transparency requirements that may not recognize or fully credit these tools. In some instances,
proposals specifically exclude price estimator tools from satisfying certain hospital price transparency
requirements.

Transparency should be measured by whether it helps patients understand their financial
responsibility and not by the volume of data hospitals are required to publish. Until Congress and
federal agencies establish a fundamentally different approach based on this principle, the nation’s
hospital price transparency requirements will continue to impose substantial administrative costs
while falling short of delivering the meaningful price information patients are seeking.

Request for Action

MHA urges Congress to fundamentally reform its approach to health care price transparency.
Congress should:

e Establish a single, consistent federal standard for health care price transparency that
applies across health care settings and eliminates duplicative, conflicting and overlapping
requirements.

continued >>

MoHospitals.org



MHA. ADVOCACY TRIP

e Focus transparency requirements on patients’ expected out-of-pocket financial responsibility.

e Recognize and allow consumer-friendly price estimator tools to satisfy applicable price
transparency requirements when those tools provide patients with a personalized estimate.

e Cease requiring hospitals to publish large volumes of negotiated-rate data with limited or no
value to individual patients.

¢ Extend meaningful transparency requirements across the health care system, including
pharmacy benefit managers, health insurers, pharmaceutical manufacturers, pharmacy benefit
aggregators and other entities throughout the health care supply chain. Patients should not be
expected to understand the cost of health care when significant portions of the pricing structure
remain unknown.

MHA acknowledges Chairman Jason Smith’s leadership in sponsoring the Health Care Price Certainty
for All Americans Act (H.R. 9645) and advancing substitute language based on industry feedback.
While H.R. 9645 does not address every aspect of the price transparency reforms patients need, MHA
supports important elements of the legislation, including its recognition of the value of consumer-
facing price estimator tools in satisfying the shoppable-services requirement. The legislation also would
expand transparency to additional sectors of the health care system by requiring Medicare Advantage
organizations to report ownership and certain financial arrangements and extend transparency
requirements to ambulatory surgical centers, certain imaging centers and services, clinical laboratories,
and certain health insurers.

MHA encourages Congress to build upon these provisions and pursue a patient-centered, system-wide
approach to price transparency. The goal should not be more transparency legislation and regulations.
The goal should be meaningful price transparency that allows patients to know, before receiving care,
what they are likely to pay.

Active Advanced
neslPce | prceesmatr |  EPtenof
Requirements Faith Estimates
Gross Charge Yes May include May include
Negotiated Rate Yes May include May include
Minimum / maximum negotiated rate Yes No No
Insurance Yes Yes Yes
Deductible remaining No May estimate Yes
Patient Coinsurance No May estimate Yes
Expected patient responsibility No May estimate Yes
Designed primarily for patient No Yes Yes
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PRESERVE THE MEDICAID PROGRAM

In Missouri’s rural counties, approximately one in four individuals are covered by Medicaid. Rural
hospitals already receive lower compensation for providing care and have lower operating margins
than their urban counterparts. H.R. 1 will have a devastating impact on the state, rural hospitals and
vulnerable citizens who rely on Medicaid for access to health care.

State Directed Payment Limits

State directed payments are a critical source of funding for hospital services delivered through
Medicaid managed care. Approximately 80% of Missouri Medicaid beneficiaries are enrolled in
managed care, and more than $3 billion in annual hospital payments are made through the state’s
Medicaid managed care organizations.

The Centers for Medicare & Medicaid Services” proposed rule to implement the mandated reductions
in state directed payments vastly exceeds congressional intent. H.R. 1 calls for reducing the
difference between the state directed payment and the Medicare rate by 10% per year over a
10-year period. CMS is proposing to remove 10% of the total payment amount, vastly accelerating
the reduction to the Medicare rate. This will be catastrophic to providers. The Missouri Hospital
Association urges Congress to compel CMS to adopt alternative phase-down approaches to align
with the text of H.R. 1. As hospitals respond to the significant reductions contemplated in the
proposed rule, many of the operational strategies they may be forced to consider could affect
staffing levels, workforce stability and the availability of services.

Provider Tax Reductions

Provider tax rates currently are capped at the rate existing on July 4, 2025. Missouri’s current
assessment is 5%. These funds are critical to the state’s ability to finance its Medicaid program.

For Missouri, the annual 0.5% reduction in the tax rate will begin in federal fiscal year 2029, costing
the state approximately $380,000 million in general revenue per year. The state will reach the

3.5% ceiling in FFY 2032, eliminating more than $1.14 billion in annual revenue used to fund
hospital reimbursement. The current state budget contains only $16.3 billion in general revenue,
and the state anticipates a $1 billion shortfall in its state fiscal year 2028 budget. It simply will not be
able to backfill the shortfall created by the cap on provider taxes, resulting in a significant decline in
hospital reimbursement.

Numerous hospitals will not survive such catastrophic payment reductions. Medicaid patients will
lose access to services. Hospitals able to survive the altered landscape will become stressed by the
influx of patients needing care.

MHA thanks Sen. Josh Hawley, R-Mo., for introducing the Protect Medicaid and Rural Hospitals
Act (S. 2279) and urges Congress to enact it. This legislation would reverse the restrictions on state
directed payments and provider taxes, ensuring continued viability of the state’s Medicaid program.
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MISSOURI'S RURAL HEALTH
TRANSFORMATION PROGRAM

The $216 million of Rural Health Transformation Program funds received by the state of Missouri are
providing material benefit to rural providers, allowing hospitals to make much needed renovations,
preserve and enhance service lines, and invest in the infrastructure needed to provide quality care in
their communities.

Missouri is investing in TORCH Care - Transformation of Rural Community Health Care. The
program intends to achieve access to care, better health outcomes and sustainability through regional
coordinating networks and local hubs, provider transformation, a digital backbone, workforce efforts
and alternative payment models. Hub anchors will facilitate local coordination, aligning stakeholders
around shared priorities. Healthier Communities Together, a nonprofit entity formed by MHA,

the Missouri Primary Care Association and the Missouri Behavioral Health Council will provide
operational support and technical assistance to the hubs.

Official Hub & RCN boundaries

27 official Hubs 7 official RCNs
Convene and coordinate at local level across Drive regional strategy and provide Hubs
partner types with implementation support
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Key performance objectives for each hub will include improving access to care and health care
outcomes, along with financial sustainability of regional health systems. Nineteen of the 27 hub anchors
are hospitals. The remainder largely are comprised of federally qualified health centers, behavioral
health centers and local public health agencies.

The state’s Rural Health Transformation Office recently issued awards for the Rural Hospital Strategic
Minor Renovations program (Horizon 1) - funds for the design, modernization and strategic

continued >>
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renovation of existing rural hospitals. Horizon 1 was created to address urgent physical plant needs
that threaten a hospital’s ability to remain open and operate safely. Approximately $30.5 million was
awarded to 20 hospitals, pending CMS approval. Twelve hospitals submitted bids but were not awarded
funds. MHA is advocating for the state to dedicate additional funds to Horizon 1 in year two to address
these urgent facility needs.

The Rural Health Transformation Office is reviewing applications for Horizon 2 funds - the Smart
Growth and Service Line Modification initiative. Funds are intended to support capacity building,
particularly in the prioritized services lines of maternal health, behavioral health, diagnostics and

outpatient care. The state anticipates awarding nearly $40 million to hospitals and other providers

under this initiative through individual awards of up to $5 million.

RHTP funds also will be used to create a digital backbone throughout the state to connect providers,
promote shared data and coordinate referrals. This statewide data infrastructure can be used by the
hubs to benchmark performance, identify gaps and guide local decision-making. Money also will be
used to support recruitment and retention of Missouri’s future health care workforce.
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HOLD MEDICARE ADVANTAGE
PLANS ACCOUNTABLE

Medicare beneficiaries may choose between traditional Medicare fee-for-service or Medicare Part C,
known as Medicare Advantage. In Missouri, more than 55% of Medicare beneficiaries are enrolled
in an MA plan.

In 2024, the Centers for Medicare & Medicaid Services paid MA plans nearly $494 billion. These
substantial expenditures have not translated into improved access to care, reduced administrative
burden or sufficient provider reimbursement. Instead, hospitals increasingly report that MA plan
policies create barriers to care, delay treatment decisions and threaten the financial stability of
hospitals.

« Systematic denials and burdensome appeals — Hospitals report routine denials of claims or
prior authorization requests for services that would otherwise be covered under traditional
Medicare. Providers then are forced into lengthy and resource-intensive appeals to secure
payment for care already delivered. This administrative burden diverts resources away from
patient care and increases operational costs.

o Unilateral policy changes — Some insurers have implemented abrupt reimbursement policy
changes with little or no advanced notice to providers. For example, one MA insurer recently
announced it would begin reimbursing certain inpatient hospital claims at outpatient payment
rates. Under this approach, hospitals must identify and appeal each affected claim individually
to obtain appropriate payment. This is another tactic that shifts administrative costs onto
providers while reducing reimbursement.

o Underpayment for services - When payment delays, denials, downcoding and administrative
costs are considered collectively, hospitals often receive less reimbursement from MA plans
than they would under traditional Medicare for the same services.

As a result, hospitals frequently face two untenable choices: accept increasingly inequitable contract
terms or terminate network agreements altogether. Neither outcome is sustainable for hospitals nor
the patients who rely on them.

Request for Action

Although CMS finalized several regulatory reforms intended to strengthen oversight of MA plans,
insurers continue to exploit regulatory gaps and reinterpret requirements in ways that undermine the
intent of these policies. Without stronger oversight and congressional action, MA organizations will

continued >>
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continue to operate with limited accountability. The Missouri Hospital Association urges Congress to
ensure that CMS fully enforces existing regulations and holds insurers accountable for compliance.
MA plans should be required to adhere to traditional Medicare medical necessity standards and
benefit coverage policies. Congress also should prohibit insurers from misusing medical necessity
determinations as a mechanism to deny care or reduce reimbursement for services that would
otherwise be covered under traditional Medicare.

Greater transparency also is needed to ensure that MA payments are being used to support patient
care. MHA urges Congress to strengthen reporting requirements related to insurers’ medical loss
ratios. Current reporting provides limited visibility into payments that MA plans classify as medical
expenses but ultimately transfer to subsidiaries or affiliated entities operating under the same
corporate ownership. Policymakers should require insurers to publicly disclose medical expenses
paid to related entities and clearly identify ownership relationships between the MA plan and the
receiving organization. More detailed reporting across categories of spending, including payments
for provider services delivered by affiliated physician groups, pharmacy benefit management services
performed by related entities and care management activities classified as medical expenses, would
provide regulators with a clearer understanding of how federal funds are used.

Greater transparency would allow policymakers to determine whether these expenditures genuinely
support patient care and provide a more accurate picture of an organization’s true MLR, including
the extent to which reported spending reflects payments that support vertically integrated business
models. As insurers continue to expand vertical integration across the health care sector, related-
party transactions warrant closer scrutiny. Additional oversight may be necessary to ensure these
transactions occur at fair market value and that administrative activities are not improperly classified
as medical expenses.

Legislative Solutions

Legislation has been introduced to address portions of these abuses. Sen. Roger Marshall, R-Kan.,
and Rep. Mike Kelly, R-Pa., introduced the Improving Seniors’ Timely Access to Care Act of 2025
(S.1816/H.R. 3514). The bill would require insurers to adopt electronic prior authorization

systems with real-time decision-making for services that are routinely approved, mandate annual
public reporting of prior authorization data including approval rates and average response times

and establish enforceable CMS standards for the quality and timeliness of prior authorization
determinations. This legislation already has substantial bipartisan support, with 70 senators and

298 House members signed on as co-sponsors. MHA commends Sens. Josh Hawley and

Eric Schmitt and Reps. Mark Alford, Emanuel Cleaver, Sam Graves, Bob Onder and Ann
Wagner for supporting this important legislation. MHA also appreciates Chairman Jason Smith’s
leadership to advance H.R. 3514 by a vote of 42-0 to order the bill to be reported in the nature of
a substitute in July.
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OPPOSE SITE-NEUTRAL
PAYMENT POLICIES

Congress first enacted a major site-neutral policy through Section 603 of the Bipartisan Budget
Act of 2015, which reduced Medicare Outpatient Prospective Payment System payments for
services delivered in newly established off-campus provider-based departments (PBDs) that were
not grandfathered under the law. These non-excepted departments now are paid under a reduced
payment methodology rather than the full OPPS rate.

The Centers for Medicare & Medicaid Services has continued expanding site-neutral payment
policies in subsequent years by reducing payments for patient evaluation and management and
clinician-administered drug services when provided in excepted off-campus PBDs. CMS now
proposes to expand this policy to certain imaging services when provided in excepted off-campus
PBDs. These actions effectively decrease Medicare reimbursement by paying hospital services at rates
comparable to the Medicare Physician Fee Schedule rather than the traditional OPPS rate. While sole
community hospitals are exempt from this policy, most off-campus PBD claims now would receive a
payment reduction.

Proponents of site-neutrality policies often voice concerns that hospitals are purchasing freestanding
physician practices to exploit OPPS payment rates. According to The Journal of the American Medical
Association, 50% of physicians currently work for hospital systems compared with 20% in 2010.
JAMA further states that most of the acquisitions were physician initiated due to fiscal viability
concerns resulting from reduced insurer reimbursement and administrative burden. MedPAC’s
March 2026 report to Congress confirms these findings by stating that 71% of physicians in acquired
practices identified payer negotiation relief and costly resources as the major reasons for seeking
acquisition.

Congress and CMS must acknowledge that the principal reason hospitals purchase freestanding
practices is fiscal stress on the provider. Policies that reduce hospital payments to equal that of
physician practice reimbursement rates will expand that fiscal stress to hospitals. Congress cannot
continue to manage to the lowest common payment denominator but rather pay for services based
on the cost needed to fiscally sustain access to care.

Preserving appropriate reimbursement for hospital outpatient services is essential to ensuring that
Medicare beneficiaries continue to have access to safe, comprehensive and timely care. However,
lawmakers and policymakers are increasingly pursuing site-neutral payment policies that reduce
Medicare reimbursement to hospitals. Lawmakers and CMS also are raising questions about

continued >>
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whether site-neutral payment policies should be further expanded to on-campus hospital outpatient
departments. Extending site-neutral payment cuts to on-campus facilities would represent a major
expansion of these policies and would further erode the financial stability of hospital outpatient
services.

Request for Action

Congress must act to protect patients’ access to hospital-based outpatient care by preventing further
expansion of these policies. The Missouri Hospital Association urges Congress to recognize the
substantial site-neutral payment reductions already in place and reject additional expansions that
fail to account for the unique role hospitals play in the health care delivery system. Policymakers
also should prevent CMS from extending site-neutral payment policies to services furnished in on-
campus provider-based departments, where hospitals must maintain the full infrastructure required
to support complex care and emergency response.
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PRESERVE TAX-EXEMPT STATUS
WHILE REFINING TRANSPARENCY
REQUIREMENTS

Tax-exempt hospitals play a unique role in the nation’s health care system. Their tax-exempt status
under Section 501(c)(3) of the Internal Revenue Code reflects a long-standing federal policy
recognizing the charitable purpose of hospitals and their commitment to improving the health of the
communities they serve. Today, more than ever, hospitals are called upon to improve the health of
the communities they serve through services beyond the bedside. Tax-exempt status allows hospitals
to retain resources that can be invested in essential, often under-reimbursed services which include
labor and delivery, behavioral health and emergency care. Such hospitals also provide programs that
improve community health and investments in the workforce, equipment and facilities necessary to
provide high-quality care.

In 2023, Missouri hospitals provided more than $2.25 billion in unpaid care and more than
$450 million in health professional education and donations. In rural areas, these investments
play a substantial role in maintaining the health care safety net and meeting the needs of the
communities hospitals serve.

Tax-exempt status is not an unconditional benefit. Tax-exempt hospitals must satisfy extensive
federal requirements to maintain their exempt status and demonstrate their charitable purpose.
Under Section 501(r), hospitals must conduct Community Health Needs Assessments, develop
implementation strategies, maintain financial assistance policies, limit charges for eligible patients,
comply with specific billing and collection requirements, and make substantial information available
to the public.

Hospitals also face extensive annual and ongoing reporting requirements. These include IRS Form
990 filings, audited financial statements, charity information, financial assistance policy disclosures,
CHNA reports and extensive community-benefit documentation. In addition, hospitals must comply
with numerous Medicare, Medicaid, CMS price-transparency, quality-reporting and other federal
and state reporting requirements.

The result is a substantial and increasingly complex reporting infrastructure that already provides
Congress, federal agencies, patients and the public with significant information about tax-exempt
hospitals, their finances and the community benefits they provide.

continued >>

MoHospitals.org



MEHA. ADVOCACY TRIP

UNCOMPENSATED CARE - $1BILLION

$677miuon  $389 miLLion

CHARITY CARE BAD DEBT

$2.7
TOTAL COMMUNITY BENEFIT - $1.7 BiLLION [t

TOTAL
L
$811 miLLioN $413 miLLion
MEDICAID UNDERPAYMENT HEALTH PROFESSIONS EDUCATION
$440 miLLioN $32 MiLLiON
MEDICARE UNDERPAYMENT DONATIONS TO LOCAL CAUSES

Request for Action

Congress is increasingly scrutinizing the use of tax-exempt status by hospitals, leading to
legislative proposals intended to expand reporting and establish additional standards for
maintaining tax exemption.

The Missouri Hospital Association supports transparency and accountability for tax-exempt
hospitals. However, Congress should recognize that hospitals already operate under a substantial
federal accountability and reporting framework. Before creating new reporting mandates,
Congress should evaluate and make better use of the information hospitals already provide
through the IRS, CMS, Medicare cost reports, CHNAs, price-transparency requirements and
other federal and state reporting systems.

Congress should preserve tax-exempt status for hospitals that fulfill their charitable mission while
improving transparency through smarter, more efficient use of existing information; not through
duplicative and burdensome reporting requirements. MHA urges Congress to collaborate with
tax-exempt hospitals to determine what data is feasible without diverting resources from patient
care and community investments that tax-exempt hospitals are intended to provide.

continued >>
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Reporting / Requirement Frequency  Brief Description
Form 990 Annual Financial statements, revenues, expenses, assets, liabilities, governance,
compensation, related organizations, transactions, political/lobbying
activity and more
Schedule A Annual Reports whether the organization qualifies as a public charity and details
public support
Schedule B Annual Schedule of contributors
Schedule C Annual Political campaign and lobbying activities
Schedule D Annual Supplemental financial statements including donor-advised funds,
conservation easements, escrow accounts and endowments
Schedule H Annual Charity care, financial assistance, community benefit, Medicaid/
Medicare shortfalls, bad debt, community-building activities,
Community Health Needs Assessment, financial assistance policies and
billing/collection policies
Schedule I Annual Grants
Schedule J Annual Compensation of certain officers, directors, trustees, key employees and
highly compensated employees
Schedule K Annual, if Tax-exempt bond proceeds, private use, arbitrage and related
applicable information
Schedule L Annual, if Certain transactions with interested persons, loans, grants and business
applicable transactions
Schedule R Annual, if Related organizations, disregarded entities, controlled entities,
applicable partnerships and joint ventures
Form 990-T — Unrelated | Annual, if Unrelated business income and tax liability
Business Income applicable
Audited financial Annual Most recent audited financial statements attached to Form 990
statements
IRS Form As applicable | Certain excise taxes imposed on private foundations, charities and
4720 related persons
IRS 501(r)
Community Health At least every | Community health needs, community input, prioritized needs and
Needs Assessment 3 years implementation strategy
Financial Assistance Ongoing Eligibility, financial assistance available, application procedures and
Policy related policies
Emergency Medical Care | Ongoing Policy for emergency care regardless of ability to pay
Policy
Limitation on Charges Ongoing Amounts generally billed and limitations on charges to FAP-eligible
patients
Billing & Collections Ongoing Reasonable-efforts procedures before extraordinary collection actions
Medicare
Cost Report | Worksheet S-10 Annual Uncompensated care, charity care and bad debt information
Medicare bad debt Annual Medicare deductible/coinsurance amounts meeting reimbursement
reporting requirements
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INVEST IN THE HEALTH CARE
WORKFORCE

Strong health care systems require a strong health care workforce. Communities across Missouri
need enough nurses, physicians and other health professionals to provide timely, high-quality
care — particularly in rural and underserved areas of the state, where recruitment and retention
challenges persist.

Missouri’s hospital workforce shortage remains a structural access-to-care problem, not simply

a post-pandemic staffing fluctuation. Hospitals continue to report thousands of vacancies across
nursing, technical, clinical support, physician and behavioral health positions. The shortage is
especially consequential in rural communities, where hospitals have smaller labor pools and fewer
opportunities for recruitment.

The Missouri Hospital Association’s 2026 workforce report demonstrates that vacancies in
Missouri hospitals are concentrated in specialized clinical roles. The highest vacancy rates are
clustered among employed physicians (16.1%), imaging and diagnostic roles (15.9%) and CT
technologists (13.2%), as well as licensed practical nurses and nurse assistants (approximately
12%). A 2026 House Committee on Ways and Means hearing highlighted the need for additional
physician training and rural residency capacity, noting that rural areas face substantially greater
physician shortages than urban areas.

Missouri saw increased turnover of registered nurses in 2025 — from 16.1% to 18.9%, showing
that hospitals struggle to retain nurses at sustainable levels. A growing gap between vacancy and
turnover rates suggests that while fewer positions are open, nurses are exiting or changing roles,
creating churn in the system. The ability to address these gaps is inhibited by constraints in the
training pipeline — shortages in clinical nursing faculty restrict the number of applicants that can
be accepted into existing nursing programs.

Workforce shortages result in longer waits, reduced service capacity, higher labor costs, greater
reliance on temporary staft and increased pressure on remaining clinicians. For rural Missourians,
these effects are felt more keenly as there are fewer alternatives for accessing care.

continued >>
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Request for Action

Congress should advance and enact legislation that expands the number of health professionals entering
practice, strengthens the educational pipeline and helps providers serve communities where shortages
are greatest. MHA urges Congress to enact the following:

e Conrad State 30 and Physician Access Reauthorization Act (H.R. 1585/S. 709), which would
reauthorize the program for three years and expand the number of waivers granted to each
state. The bill is pending before the House Committee on the Judiciary.

e Doctors in our Borders Act (H.R. 1201), which would increase the limit on Conrad 30 waivers
from 30 to 100 per state. The bill also is pending before the House Committee on the Judiciary.

e Resident Physician Shortage Reduction Act of 2025 (S. 2439/H.R. 4731), which would increase
Medicare-supported residency positions, helping address physician shortages and expand
access to care. S. 2439 is pending in the Committee on Finance, and H.R. 4731 was referred to
the Committees on Ways and Means and Energy and Commerce.

e Nurse Faculty Shortage Reduction Act of 2026 (H.R. 7279/S. 3707), which would establish
a wage-differential program to support new nursing-school faculty, helping address a key
constraint on nursing education capacity. H.R. 7279 is pending before the Committee on
Energy and Commerce, and S. 3707 was referred to the Committee on Health, Education,
Labor and Pensions.
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PREVENT EXPIRATION OF
ENHANCED MEDICARE LOW-VOLUME
PAYMENT ADJUSTMENT

Small rural hospitals face higher costs per patient because they must maintain essential services, including
emergency, inpatient, outpatient, diagnostic and therapeutic services despite serving relatively small
patient populations. The Medicare low-volume hospital (LVH) payment adjustment recognizes these
higher costs by providing additional Medicare payments to hospitals with low total discharge volumes.

The enhanced Medicare payment adjustment provisions currently allow hospitals to qualify if they are
located more than 15 road miles from the nearest inpatient PPS hospital and have fewer than 3,800 total
annual discharges. The enhanced adjustment is a 25% increase to the Medicare rate that gradually declines
based on discharges. The enhanced provisions recognize that hospitals with relatively low patient volumes
face higher costs because fixed costs must be spread across fewer patients.

The enhanced LVH provisions currently are scheduled to expire Dec. 31, 2026. If the enhanced provisions
expire, hospitals will return to the permanent statutory criteria, which generally require a hospital to have
fewer than 200 total discharges and be located more than 25 road miles from the nearest IPPS hospital

to receive the maximum adjustment. These outdated thresholds do not adequately reflect the financial
realities facing today’s rural hospitals. Without congressional action, 14 rural hospitals will face Medicare
IPPS payment reductions exceeding $8.8 million for FY 2027.

Request for Action

Congress should permanently extend the enhanced Medicare LVH payment adjustment and eliminate the
Dec. 31, 2026, expiration date.

The Missouri Hospital Association urges Congress to:

e continue the enhanced eligibility threshold of fewer than 3,800 total annual discharges;
e maintain the 15-mile geographic requirement;

e preserve the sliding-scale payment adjustment, including the maximum 25% adjustment for
hospitals with 500 or fewer discharges; and

e make the enhanced provisions permanent, rather than requiring repeated short-term
extensions.

As an immediate step, Congress should enact the Assistance for Rural Community Hospitals (ARCH)
Act (H.R. 1805), which would extend the enhanced Medicare LVH Payment Adjustment through FY 2031.
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