
  
 
 
July 1, 2019 
 
 
Karen Tritz, Acting Director 
Center for Clinical Standards and Quality/Quality, Safety & Oversight Group 
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7500 Security Blvd. 
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RE: Guidance for Hospital Co-location with Other Hospitals or Healthcare Facilities 
 Ref: DRAFT-QSO-19-12-Hospitals 
 
Dear Acting Director Tritz, 
 
On behalf of the Minnesota Hospital Association (MHA) and our 141 hospital and health system 
members, we appreciate the opportunity to offer the following comments regarding the proposed 
changes to hospital co-location arrangements as set forth in your May 3, 2019 memorandum to 
state survey agency directors (hereinafter, “the proposal” or “the proposed guidance”). 
 
MHA and our members take pride in our longstanding culture of collaboration and ensuring that 
our residents have meaningful access to high-quality care. Some of these collaborations involve 
arrangements between hospitals in which a specialist from one organization cares for patients at 
another hospital, thereby extending access to those services to communities that otherwise would 
be without that type of care. Rural hospitals, in particular, depend upon these arrangements and 
making available space in their facilities for such specialists to provided needed care in their 
communities. 
 
Recent decisions by CMS surveyors requiring hospitals to take unnecessary and expensive steps 
to cordon off a portion of their facility with new entrances, walls, reception areas and other 
construction raised alarm among our members. While we understand the need to be clear about 
cost allocation and separate billing, these facility design requirements were costly and interfered 
with patient care. 
 
Accordingly, MHA and our members are grateful that CMS recognized the harm this 
interpretation imposed and released the proposed guidance to provide greater clarification and 
flexibility for hospitals using their facilities efficiently and collaborating with other health care 
partners. We support the changes that would allow hospitals and co-located providers to share 
entrances and reception areas, for example. 
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Patient privacy is also a high priority for our members and the patients they serve. MHA 
understands why CMS wants to make sure that co-location arrangements do not pose greater 
risks to patient privacy. However, MHA respectfully requests that the proposed guidance is 
modified to allow for a hospital and co-located provider to share patient record information in a 
HIPAA-compliant manner when the two entities have integrated clinical care relationships. For 
example, a hospital and a co-located visiting specialist might be part of a common accountable 
care organization or bundled payment model that includes clinical integration of patient care. 
The mere fact that one provides services in a portion of the other’s hospital should not result in 
an automatic barrier to exchange and free flow of information necessary for high quality care. 
 
Another suggestion we offer is for the guidance to include a couple of hypothetical scenarios and 
how CMS expects the guidance to be followed under those circumstances. The greater flexibility 
intended in the proposed guidance is very helpful, and hospitals and surveyors are likely to feel 
more confident in applying those guidelines if they can compare their situation to examples 
provided by CMS. 
 
Again, MHA appreciates the agency’s efforts to respond to hospitals’ recent concerns with the 
standards surveyors have been imposing. Thank you for the opportunity to provide feedback and 
suggestions on behalf of our members. Please feel free to contact me if you have questions or 
concerns. 
 
Sincerely, 

 
Matthew L. Anderson, J.D. 
Senior Vice President of Policy & Chief Strategy Officer 
 
 


