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Hospital Price Transparency Is Here to Stay: Compliance Tips and Enforcement 
Trends 

By Alexandra Shalom, Madeline Knight, and Kate Pamperin 

Introduction 

Over the past few years, hospital price transparency has transformed from a niche compliance 
topic into a central pillar of federal health policy.  

Initially pitched as a tool to help patients make informed decisions, the transparency movement 
has grown under both Republican and Democratic administrations into an aggressive regulatory 
regime with substantial enforcement teeth.  

Today, hospitals face not only steep civil monetary penalties for noncompliance, but also 
reputational risks as CMS increasingly publicizes enforcement actions.  

This article breaks down the evolution of the Hospital Price Transparency Rule, highlights new 
compliance obligations effective July 1, 2024, and offers insights into emerging enforcement 
trends that hospitals should be tracking closely. 

I. Hospital Price Transparency Rule  

“Bringing Down the Cost of Health Care Coverage,” or Section 2718(e) of the Public Health 
Service Act enacted on March 23, 2010, obligated hospitals operating within the United States to 
publish data on the cost of care.1  

In response, the Centers for Medicare and Medicaid Services (“CMS”), promulgated its final rule 
known as the Hospital Price Transparency Rule on November 27, 2019, laying out specific 
requirements for hospitals to publish their charges for items and services provided by the 
hospital.2  

CMS reasoned that “hospital price transparency helps Americans know the cost of a hospital 
item or service before receiving it.”3  

These requirements create public resources for consumers to compare costs across the health 
care sector and are intended to “empower[] patients with the necessary information to make 
informed health care decisions.”4  

Federally owned hospital facilities, including facilities operated by the U.S. Department of 
Veterans Affairs, Military Treatment Facilities operated by the U.S. Department of Defense and 

 
1 Public Health Service Act, Section 2718(e) (part of ACA). 
2 84 Fed. Reg. 65524 (Nov. 27, 2019). 
3 Hospital Price Transparency, CMS.GOV (Sept. 19, 2024, 6:18 PM), https://www.cms.gov/priorities/key-
initiatives/hospital-price-transparency. 
4 Id. 

https://www.govinfo.gov/app/details/FR-2019-11-27/2019-24931


2 
 

hospitals operated by an Indian Health Program are deemed by CMS to be in compliance with 
the established requirements.5 

As a result, effective January 1, 2021, non-exempt institutions licensed as hospitals in the United 
States must publicly post, via a “machine readable file” the following standard charges for all items 
and services provided by the hospital:  

1) gross charges,  
2) discounted cash prices,  
3) payer-specific negotiated charges, and 
4) de-identified minimum and maximum negotiated charges.6  

Hospitals have also been required to provide clear, accessible pricing information about the items 
and services they provide through a “consumer-friendly Display of Shoppable Services.”7 

Beginning January 1, 2021, CMS monitored and enforced these price transparency requirements, 
and for hospitals that have not complied, CMS is authorized to issue warning notices, request a 
corrective action plan, and/or impose a civil monetary penalty and publicize the penalty on a CMS 
website.8  

a. Machine Readable File - Required Data Elements and Standard Charges 

The Hospital Price Transparency Rule established enforceable guidelines by which hospitals 
must establish, update, and make public a list of standard charges for all items and services 
online in a single machine-readable file (the “MRF”) that contains the standard charges that 
apply across settings within a hospital at least annually.9  

The rule defines several types of standard charges to be included in the MRF: (i) gross charges, 
(ii) discounted cash prices, and (iii) charges negotiated between the hospital and third-party 
payers.10  

 
5 45 C.F.R. § 180.30(b)(1) (2019). 
6 45 C.F.R. § 180.20 (2019) (“Gross charge means the charge for an individual item or service that is reflected on a 
hospital's chargemaster, absent any discounts.”); (“Discounted cash price means the charge that applies to an 
individual who pays cash (or cash equivalent) for a hospital item or service.”); (“Payer-specific negotiated charge   
means the charge that a hospital has negotiated with a third party payer for an item or service.”); (“De-identified 
maximum negotiated charge means the highest charge that a hospital has negotiated with all third party payers for an 
item or service.”); (“De-identified minimum negotiated charge means the lowest charge that a hospital has 
negotiated with all third party payers for an item or service.”). 
7 45 C.F.R. § 180.60 (2019); Hospital Price Transparency, CMS.GOV (Sept. 19, 2024, 6:18 PM), 
https://www.cms.gov/priorities/key-initiatives/hospital-price-transparency. 
8 45 C.F.R. Subpart C (2019); 45 C.F.R. Subpart D (2019). 
9 84 Fed. Reg. 65602 (Nov. 27, 2019, as amended at 86 Fed. Reg. 63998, Nov. 16, 2021; 88 Fed. Reg. 82184, Nov. 
22, 2023); 45 C.F.R. § 180.50(a)(1), (e). 
10 Hospital Price Transparency Enforcement Updates, CMS NEWSROOM (Apr. 26, 2023), 
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates. 

https://www.federalregister.gov/d/2019-24931/p-1003
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-E/part-180/subpart-A/section-180.20
https://www.federalregister.gov/documents/2019/11/27/2019-24931/medicare-and-medicaid-programs-cy-2020-hospital-outpatient-pps-policy-changes-and-payment-rates-and#sectno-citation-180.60
https://www.federalregister.gov/documents/2019/11/27/2019-24931/medicare-and-medicaid-programs-cy-2020-hospital-outpatient-pps-policy-changes-and-payment-rates-and#h-83
https://www.federalregister.gov/documents/2019/11/27/2019-24931/medicare-and-medicaid-programs-cy-2020-hospital-outpatient-pps-policy-changes-and-payment-rates-and#h-84
https://www.federalregister.gov/citation/84-FR-65602
https://www.federalregister.gov/citation/86-FR-63998
https://www.federalregister.gov/citation/88-FR-82184
https://www.ecfr.gov/current/title-45/part-180#p-180.50(a)
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Each hospital location operating under a single hospital license that has a different set of 
standard charges than the other locations must separately make public the standard charges 
applicable to that location.11  

Further rule required that the information is required to be easily accessible without barriers:  

• the information must be free of charge;  
• available without a user account or password;  
• available without having to submit personal identifying information; and  
• accessible to automated searches and direct file downloads through a link posted on a 

publicly available website.12  

Moreover, the MRF and standard charge information in the file must be digitally searchable.13 

i. January 1, 2021 – June 30, 2024 

Prior to July 1, 2024, a hospital was required to have all of the following data elements in its list 
of standard charges:  

• a description of each item or service provided by the hospital; 
• the gross charge that applied to each individual item or service when provided in, as 

applicable, the hospital inpatient setting and outpatient department setting; 
• the payer-specific negotiated charge that applies to each item or service when provided 

in, as applicable, the hospital inpatient setting and outpatient department setting, which 
must have been clearly associated with the name of the third party payer and plan;  

• the de-identified minimum negotiated charge that applies to each item or service when 
provided in, as applicable, the hospital inpatient setting and outpatient department setting; 

• the de-identified maximum negotiated charge that applies to each item or service when 
provided in, as applicable, the hospital inpatient setting and outpatient department setting; 

• the discounted cash price that applies to each item or service when provided in, as 
applicable, the hospital inpatient setting and outpatient department setting; and 

• any code used by the hospital for purposes of accounting or billing for the item or 
service, including, but not limited to, the Current Procedural Terminology (CPT) code, 
the Healthcare Common Procedure Coding System (HCPCS) code, the Diagnosis Related 
Group (DRG), the National Drug Code (NDC), or other common payer identifier.14  

This information was intended to be comprehensive and available for public use.  

 

 

 
11 45 C.F.R. § 180.50(a)(2). 
12 45 C.F.R. § 180.50(d)(3).  
13 45 C.F.R. § 180.50(d)(4). 
14 45 C.F.R. § 1850(b) (as amended at 86 Fed. Reg. 63998, Nov. 16, 2021; 88 Fed. Reg. 82184, Nov. 22, 2023). 

https://www.ecfr.gov/current/title-45/part-180#p-180.50(a)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(d)(3)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(d)(4)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)
https://www.federalregister.gov/citation/86-FR-63998
https://www.federalregister.gov/citation/88-FR-82184
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ii. July 1, 2024 and beyond 

CMS subsequently expanded the required data elements in the list of standard charge 
information. Effective July 1, 2024 (unless otherwise specified), each hospital must encode the 
following additional data elements in its MRF: 

• hospital name, license number, and location name(s) and address(es) under the single 
hospital license to which the list of standard charges applies, with location name(s) and 
address(es) including, at minimum, all inpatient facilities and stand-alone emergency 
departments;15  

• the version number of the CMS template and the date of most recent update to the 
standard charge information in the machine-readable file;16  

• for payer-specific negotiated charges additional data elements including payer and plan 
names, the method used to establish the standard charge, and whether the standard 
charge indicated should be interpreted by the user as a dollar amount, or if the standard 
charge is based on a percentage or algorithm;17  

• a description of the item or service that corresponds to the standard charge established by 
the hospital, including a general description of the item or service, whether the item or 
service was provided in connection with an inpatient admission or an outpatient 
department visit, and beginning January 1, 2025, for drugs, the drug unit and type of 
measurement;18 and 

• coding information, including any code used by the hospital for purposes of accounting 
or billing for the item or service, corresponding code types, and beginning January 1, 
2025, any modifiers that may change the standard charge that corresponds to a hospital 
item or service, including a description of the modifier and how it changes the standard 
charge.19 

Further, the MRF must conform to CMS’s template layout, data specifications, and data 
dictionary for purposes of making public the standard charge information required.20  

The MRF must use the following naming convention specified by CMS: <ein>_<hospital-
name>_standardcharges. [json|csv].21  

The public website hosting the MRF needs to be a .txt file in the root folder that includes: (i) the 
hospital location name that corresponds to the machine-readable file; (ii) the source page URL 

 
15 45 C.F.R. § 180.50(b)(2)(i)(A). 
16 45 C.F.R. § 180.50(b)(2)(i)(B). 
17 45 C.F.R. § 180.50(b)(2)(ii). If the standard charge is based on a percentage or algorithm, the machine-readable 
file (MRF) must also describe the percentage or algorithm that determines the dollar amount for the item or service, 
and, beginning January 1, 2025, calculate and encode an estimated allowed amount in dollars for that item or 
service. Id. 
18 45 C.F.R. § 180.50(b)(2)(iii). 
19 45 C.F.R. § 180.50(b)(2)(iv). Such code types may include, but are not limited to, the CPT code, the HCPCS 
code, the DRG, the NDC, Revenue Center Codes (RCC), or other common payer identifier. Id. 
20 45 C.F.R.  180.50(c)(2). 
21 45 C.F.R. § 180.50(d)(5). 

https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)(2)(i)(A)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)(2)(i)(B)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)(2)(ii)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)(2)(iii)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(b)(2)(iv)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(c)(2)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(d)(5)
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that hosts the machine-readable file; (iii) a direct link to the machine-readable file (the machine-
readable file URL); and (iv) hospital point of contact information. 

In addition, the hospital must have a link in the footer of its website (including but not limited to 
the homepage) directly to the publicly available web page that hosts the link to the MRF labeled 
“Price Transparency”.22  

Initially, hospitals only needed to ensure that the standard charge information encoded in the 
MRFs was true, accurate, and complete as of the date indicated in the MRF.23 Starting July 1, 
2024, hospitals must also affirm in their MRF that, to the best of their knowledge and belief, the 
hospital included all applicable standard charge information in accordance with the requirements 
of the rule, and that the information encoded was true, accurate, and complete as of the date 
indicated in the MRF.24 

b. Consumer-Friendly List of Shoppable Services 

In addition to posting the MRF discussed above, hospitals must maintain an internet-based price 
estimator tool for at least 300 shoppable services in a consumer-friendly manner. 25  

CMS specifies a list of 70 shoppable services that every hospital to include (or as many of the 70 
that the hospital provides) and the other 230+ shoppable services may be selected by the 
individual hospital and should take into account how often that service is performed and billed.26 

If the hospital provides less than 300 shoppable services, then it must make the information 
available for all the shoppable services that it does provide.  

This information must be prominently displayed on the hospital’s website for consumers to 
access for free, without any registration requirements, and without having to submit any personal 
identifying information.27 

The following information is required for each shoppable service: 

• A plain language descriptions of the services; 
• An indication when any of the 70 CMS specified services are not offered; 
• The discounted cash prices or gross charges as applicable, payer-specific negotiated 

charges, and de-identified minimum and maximum negotiated charges (along with any 
corresponding ancillary services, as applicable); 

• The location at which the shoppable service is provided, and whether the standard 
charges apply at that location to the provision of the service in the inpatient setting, the 
outpatient department setting, or both; and 

 
22 45 C.F.R. § 180.50(d)(6). 
23 45 C.F.R. § 180.50(a)(3)(i).  
24 45 C.F.R. § 180.50(a)(3)(ii). 
25 45 C.F.R. § 180.60(a)(1). 
26 45 C.F.R. § 180.60(a)(1). 
27 45 C.F.R. § 180.60(a) and (d). 

https://www.ecfr.gov/current/title-45/part-180#p-180.50(d)(5)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(a)(3)(i)
https://www.ecfr.gov/current/title-45/part-180#p-180.50(a)(3)(ii)
https://www.federalregister.gov/d/2019-24931/p-1030
https://www.federalregister.gov/d/2019-24931/p-1030
https://www.federalregister.gov/d/2019-24931/p-1030
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• Any primary code used by for purposes of accounting or billing for the shoppable 
service.28  

This information must be updated at least annually. 

c. Enforcement Mechanisms  

CMS has three main avenues for monitoring and assessing hospitals’ noncompliance with the 
Hospital Price Transparency Rule:  

(1) evaluating complaints made by individuals or entities;29  
(2) review of individuals’ or entities’ analysis of noncompliance; and  
(3) internal audits of hospitals’ websites.30  

CMS has explained that it “prioritizes hospitals for comprehensive reviews based on the degree 
to which the hospital appears to be out of compliance with the Hospital Price Transparency 
regulation.”31  

Further, “when initially evaluating [consumer submitted] complaints, if a hospital has alleged 
egregious violations, such as failure to publish any machine-readable file, that case is 
prioritized.”32  

If CMS finds that a hospital is noncompliant with one or more of the public disclosure 
requirements, CMS will send a notice with instructions to correct the deficiencies within 90 
days.33  

The hospital must acknowledge receipt of the warning notice in the form and manner, and by the 
deadline specified in the notice of violation issued by CMS to the hospital.34  

If a hospital has not come into compliance after 90 days, CMS will request that the hospital 
submit a corrective action plan (CAP) 45-days.35  

Hospitals should include a competition date for the CAP with the submission for CMS’ 
approval.36  

 
28 45 C.F.R. § 180.60(b). 
29 CMS Complaint Data and Enforcement Report on Health Insurance Market Reforms, CMS (Aug. 2024), 
https://www.cms.gov/files/document/august-2024-complaint-data-and-enforcement-report.pdf. 
30 45 C.F.R. § 180.70(a)(2). 
31 Hospital Price Transparency Enforcement Updates, CMS.GOV (Apr. 26, 2023), 
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates. 
32 Id.  
33 Hospital Price Transparency Enforcement Updates, CMS.GOV (Apr. 26, 2023), 
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates. 
34 45 C.F.R. § 180.70(b)(1). 
35 Hospital Price Transparency Enforcement Updates, CMS.GOV (Apr. 26, 2023), 
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates. 
36 Id. 

https://www.federalregister.gov/d/2019-24931/p-1030
https://www.federalregister.gov/d/2019-24931/p-1056
https://www.ecfr.gov/current/title-45/part-180#p-180.70(b)(1)
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On average, these CAPs range from 30 to 90 days.37  For hospitals that have not completed the 
necessary steps and come into compliance, CMS may issues a civil monetary penalty (CMP).38  

During 2021, the CMP was limited to $300 “even if the hospital is in violation of multiple 
discrete requirements” of the regulation.39 As of January 1, 2022, penalties were tailored based 
on the size of the hospital. 40 

Number of 
Beds 

Maximum Penalty Applied 
Per Day 

Total Maximum Penalty Amount for Full 
Calendar Year of Noncompliance  

30 or fewer $300 per hospital $109,500 per hospital 

31 up to 550 $310 - $5,500 per hospital (no. 
beds x $10) 

$113,150 - $2,007,500 per hospital 

> 550  $5,500 per hospital $2,007,500 per hospital 

 

Starting January 1, 2023, the CMP is adjusted annually based on the Office of Management and 
Budget’s multiplier. 41 

In addition to imposing CMPs, CMS may publicize information related to CMS’ assessment of a 
hospital’s compliance, any compliance taken against a hospital, the status of any compliance 
action, or the outcome of such compliance action, and notifications sent to health system 
leadership on its website.42 

In the first two years of the Hospital Price Transparency Rule’s implementation, CMS reported a 
substantial increase in hospitals meeting the requisite criteria.43  

 
37 Id. 
38 Id. 
39 45 C.F.R. § 180.90(c)(i). 
40 45 C.F.R. § 180.90(c)(ii). 
41 45 C.F.R. § 180.90(c)(iii). 
42 45 C.F.R. § 180.70(d). 
43 88 Fed. Reg. 81540 (Nov. 22, 2023); Meena Seshamani & Douglas Jacobs, Hospital Price Transparency: 
Progress and Commitment to Achieving Its Potential, HEALTH AFFAIRS (Feb. 14, 2023), 
https://www.healthaffairs.org/content/forefront/hospital-price-transparency-progress-and-commitment-achieving-its-
potential. 

https://www.ecfr.gov/current/title-45/part-180#p-180.70(b)(1)
https://www.ecfr.gov/current/title-45/part-180#p-180.70(b)(1)
https://www.ecfr.gov/current/title-45/part-180#p-180.70(b)(1)
https://www.ecfr.gov/current/title-45/part-180#p-180.70(d)
https://www.federalregister.gov/d/2023-24293/p-5096


8 
 

Specifically, compliance increased from 27% in 2021 to 70% percent in 2022.44 Of the 
remaining 30% that failed to meet criteria, 27% partially met the assessment criteria.45  

In April 2023, CMS announced updates to the enforcement process to increase the rates of 
compliance.46 These updates included the addition of CAP completion deadlines and imposition 
of CMPs earlier and automatically.47   

d. Summary of Compliance Trends/Enforcement Trends  

From 2021 through 2023, CMS conducted compliance reviews of 1,746 hospitals and initiated 
enforcement actions against 1,287 (74%) of the reviewed hospitals for noncompliance with 
Hospital Price Transparency requirements.48  

From 2021 through 2023, CMS issued more than $4 million in civil monetary penalties to 14 
hospitals that did not take timely corrective actions in response to CMS corrective action plan 
requests.  

While the number of enforcement actions decreased from 2021 to 2022, enforcement activity 
significantly increased in 2023, with a total of 851 actions initiated.49 

CMS issued two of the civil monetary penalties in 2022, 12 in 2023.50 This shift is likely 
attributable to CMS engaging a contractor and implementing a new IT system to help better track 
and automate certain review activities.  

Of all CMS enforcement actions initiated from 2021 through 2023 and closed as of May 2024, 
about one third were taken against hospitals that had not posted a machine-readable file.51  

In other cases, hospitals posted prices that did not comply with price transparency requirements. 
More than 40% of the enforcement actions in this analysis were associated with hospitals that 
posted machine-readable files but did not fully provide data for all five types of required prices.52  

Of the hospitals that did not fully provide data for all five types of required prices, the most 
common deficiency was not posting all plan-specific negotiated prices.53 Specifically, 35% of 

 
44 88 Fed. Reg. 81540 (Nov. 22, 2023); Meena Seshamani & Douglas Jacobs, Hospital Price Transparency: 
Progress and Commitment to Achieving Its Potential, HEALTH AFFAIRS (Feb. 14, 2023), 
https://www.healthaffairs.org/content/forefront/hospital-price-transparency-progress-and-commitment-achieving-its-
potential. 
45 Id.  
46 Hospital Price Transparency Enforcement Updates, CMS.GOV (Apr. 26, 2023), 
https://www.cms.gov/newsroom/fact-sheets/hospital-price-transparency-enforcement-updates. 
47 Id. 
48 U.S. GOV’T ACCOUNTABILITY OFF., GAO 25-106995, CMS NEEDS MORE INFORMATION ON HOSPITAL PRICING 
DATA COMPLETENESS AND ACCURACY (2024). 
49 Id. 
50 Id. 
51 Id. 
52 Id. 
53 Id. 

https://www.federalregister.gov/d/2023-24293/p-5096
https://files.gao.gov/reports/GAO-25-106995/index.html#_ftnref61
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the CMS enforcement actions were associated with hospitals whose files had no or missing plan-
specific negotiated prices.54 

Common errors found in the MRF included:  

• Missing pricing data; 
• Listing only the payer name and not the specific plan; 
• Not following CMS’s file naming convention; and 
• Not passing not passing the CMS Validator Tool.55  

Related, hospitals listed more “accepted insurance plans” on their websites than they included in 
the MRF.56  

With respect to compliance with the shoppable services display, 97% of the hospitals published a 
price estimator tool (up from 90% in February 2024), but 78% of them were still noncompliant 
with the Hospital Price Transparency requirements due to issues with their MRF.57   

e. What’s Next for Hospital Price Transparency?  

Hospital price transparency has now become a centerpiece of federal health care policy under both 
Republican and Democratic administrations.  

Specifically, the policy has seen renewed momentum under the current Trump administration 
through Executive Order 14221, titled “Making America Healthy Again by Empowering Patients 
with Clear, Accurate, and Actionable Healthcare Pricing Information” (Feb. 25, 2025).58  

This order builds on Trump’s push for “radical transparency” in medical billing and directs federal 
agencies to issue more stringent regulations, strengthen enforcement, and standardize cost 
disclosures across hospitals, insurers, and pharmacy benefit managers. 

Pursuant to the Executive Order, CMS and other agencies have taken a series of regulatory actions 
designed to close compliance loopholes and increase the utility of published pricing data: 

• Hospitals must now report actual, payer-specific negotiated rates—not estimates or 
placeholder values—using recent claims data or reasonable projections, per CMS guidance 
issued May 22, 2025.59 

 
54 Id. 
55 Id. at 4. 
56 Id. 
57 Id. at 5. 
58 Executive Order 14221: Making America Healthy Again by Empowering Patients with Clear, Accurate, and 
Actionable Healthcare Pricing Information (Feb. 25, 2025). 
59 See CMS Updated Hospital Price Transparency Guidance (May 22, 2025), implementing Executive Order 14221. 
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• CMS is working to standardize the format and schema for machine-readable files 
(“MRFs”), including implementation of a mandatory “Schema Version 2.0” by February 
2, 2026.60 

• CMS has expanded auditing tools and enforcement capabilities, including increased 
reliance on the CMS Validator Tool to flag incomplete or inconsistent data.61 

In addition to these regulatory actions, Requests for Information (“RFIs”) issued by CMS and the 
Departments of Labor and Treasury in May 2025 indicate that federal agencies are actively 
exploring further updates. These include: 

• Requiring hospitals and payers to adopt uniform terminology and definitions for services 
and pricing elements; 

• Enhancing the interoperability of hospital and payer pricing data; and 

• Aligning hospital transparency requirements more closely with Transparency in Coverage 
(“TiC”) rules applicable to insurers.62 

Future rulemaking is also expected to address prescription drug pricing, particularly through the 
proposed integration of hospital data with pharmacy benefit manager disclosures, as mandated 
under EO 14221. 

Finally, enforcement is poised to become more aggressive. CMS has publicly committed to earlier 
and automatic civil monetary penalties for noncompliant hospitals and to routine public posting of 
violations on its website. With compliance reviews and technological oversight tools expanding 
rapidly, hospitals should anticipate ongoing federal scrutiny—not one-time compliance. 

Taken together, these developments signal a permanent regulatory shift: hospital price 
transparency is no longer an experiment. It is now a central and enforceable feature of federal 
health policy, with growing demands for data accuracy, usability, and integration. 

Conclusion 

Looking ahead, hospital price transparency is poised to become even more demanding. With new 
federal executive orders driving tighter rules, expanded data requirements, and faster penalties, 
hospitals can no longer view compliance as a one-time exercise.  

Instead, maintaining robust, accurate, and up-to-date pricing disclosures—both in machine-
readable files and consumer-facing tools—will be critical to avoiding regulatory scrutiny and 
safeguarding patient trust.  

 
60 See FAQs about ACA Implementation Part 70, Dept. of Labor, HHS, and Treasury (May 22, 2025), noting 
schema version 2.0 to be required by February 2, 2026. 
61 See CMS Updated Hospital Price Transparency Guidance (May 22, 2025). 
62 See Joint Request for Information Seeking Public Input, Departments of Labor, HHS, and Treasury (May 22, 
2025), and CMS RFI on Hospital Pricing Data (May 22, 2025). 
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As CMS and other agencies ramp up audits and refine enforcement technology, hospitals would 
be well advised to treat transparency as an ongoing operational priority rather than a static 
regulatory checkbox. 

 


