
 

 1 

July 15, 2026 

Mehmet Oz, MD 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Baltimore, MD 21244 

RE: Medicaid Program; Community Engagement Requirement for Certain Individuals Interim Final Rule 

Dear Administrator Oz: 

The American College of Physicians (ACP) is pleased to submit comments on the interim final rule, 
“Medicaid Program; Community Engagement Requirement for Certain Individuals.” ACP is the largest 
medical specialty organization and the second-largest physician membership organization in the United 
States, representing 163,000 internal medicine physicians, related subspecialists, and medical students. 
Internal medicine physicians apply scientific knowledge and clinical expertise to the diagnosis, treatment, 
and compassionate care of adults across the spectrum of health and disease. 

ACP has strong concerns that implementation of the interim final rule will create unnecessary barriers to 
care for Medicaid beneficiaries while significantly increasing administrative burdens on physicians, 
patients, and state Medicaid programs. In particular, CMS’s interpretation of the term “medically frail” 
adopts an unnecessarily narrow view of which Medicaid beneficiaries qualify for the work and community 
engagement exclusion by limiting eligibility to individuals whose “physical, mental, or other behavioral 
health condition significantly impairs the individual's ability to comply with the community engagement 
requirement…”. This interpretation is inconsistent with CMS’s December 2025 guidance and the agency’s 
reported conversations with states prior to the publication of this interim final rule.  

To identify individuals who may qualify for a medically frail exemption, states have indicated that they 
intend to rely on medical claims and encounter data. These data generally consist of ICD-10 codes that 
describe a patient’s medical condition, comorbidities, clinical severity, and treatment history. However, 
diagnosis codes do not capture the degree to which a condition limits an individual’s functional capacity 
or ability to participate in community engagement activities. For example, a diagnosis of mild, persistent 
asthma (J45.30) may indicate that a patient has frequent, persistent symptoms that are managed without 
any current acute attacks or exacerbations, but it does not indicate whether the condition significantly 
limits the patient’s ability to engage in employment, volunteer activities, work programs, or other 
qualifying community engagement activities. Diagnosis codes describe clinical conditions – not the 
functional limitations associated with those conditions. States may attempt to bridge this gap by relying 
on encounter data or other available information. However, these approaches also have significant 
limitations: well-controlled conditions may reflect low utilization rates, whereas well-controlled yet 
volatile conditions may reflect high utilization rates due to routine monitoring or preventive care.  
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Although H.R. 1 directs states to use existing data sources to determine whether an individual complies 
with or is exempted from Medicaid’s community engagement requirements, the complexity of the IFR’s 
medically frail definition complicates states’ ability to use ex parte processes, and raises the likelihood that 
Medicaid enrollees, physicians, and other stakeholders will need to rely on paperwork and other manual 
verification processes to carry out the elements of the community engagement requirements. In the 
absence of a reliable and administratively efficient verification system, physicians will be burdened with 
the task of providing documentation attesting to a patient’s medical condition and associated functional 
limitations. Given that Medicaid’s community engagement requirements are expected to affect as many 
as 20 million beneficiaries, widespread reliance on clinician attestations could substantially increase 
administrative burdens on physicians and their staff.1 Primary care visits, where most affected Medicaid 
beneficiaries will likely seek a clinician attestation, are already constrained by limited time and competing 
clinical priorities.2 Requiring physicians to conduct additional evaluations and complete documentation 
regarding a patient’s ability to satisfy community engagement requirements diverts valuable time away 
from direct patient care. Physicians are trained to diagnose and treat medical conditions – not to conduct 
vocational or occupational assessments regarding an individual’s ability to satisfy government work 
reporting requirements. Requiring physicians to make these determinations extends beyond their clinical 
role while increasing administrative workload and reducing time available for patient care.3 Evidence 
suggests that the administrative complexities associated with Medicaid can reduce physician revenues by 
as much as 18 percent, contributing to some physicians’ decisions to limit or cease their participation in 
Medicaid altogether.4  

Accordingly, ACP urges CMS to revise the medically frail definition so that eligibility is based on clinical 
risk rather than an individual’s ability to comply with community engagement requirements. CMS 
should also permit broader categorical exclusions using existing claims and administrative data, 
maximize ex parte verification processes, minimize reliance on physician attestations, and provide states 
with flexibility to determine the most appropriate verification methodologies for their Medicaid 
populations.  

Collectively, these changes would better account for the broad range of conditions that may affect an 
individual’s ability to comply with community engagement requirements while minimizing unnecessary 
administrative burdens on patients, clinicians, and state Medicaid programs. At §435.554(c)(5)(ii), CMS 
directs states to develop a “list of diseases, diagnoses, disorders, or other health conditions to identify 
individuals who meet” the medically frail criteria. CMS should require states to consult with practicing 
physicians with relevant clinical expertise, along with other appropriate stakeholders, when developing 
medically frail criteria and associated verification methodologies, including the appropriate use of claims 
data, encounter data, and health assessment screeners.   

 
1 Claire Vollers A. States face tight timeline as feds unveil new Medicaid work requirement rules. Stateline. Accessed at https://
stateline.org/2026/06/02/states-face-tight-timeline-as-feds-unveil-new-medicaid-work-requirement-rules/ on 11 June 2026. 
2 Tai-Seale M, McGuire TG, Zhang W. Time allocation in primary care office visits. Health Services Research. 2007;42(5):1871-
1894. doi:10.1111/j.1475-6773.2006.00689.x. 
3 Rosenbaum S, Jacobs F, Barkoff A, et al. Medical Frailty Rule Contravenes HR 1, Burdens The Health Care System, And 
Threatens Public Health. Health Affairs Forefront. 2026. doi:10.1377/forefront.20260610.271080.  
4 Dunn A, Gottlieb JD, Shapiro A, et al. A Denial a Day Keeps the Doctor Away. The Quarterly Journal of Economics. 2023;139(1):
187-233. doi:https://doi.org/10.3386/w29010.  
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ACP urges CMS to minimize bureaucratic and administrative burdens associated with the community 
engagement requirement. Wherever possible, CMS should encourage states to rely on automated, ex 
parte verification using existing federal and state data sources before requesting documentation from 
beneficiaries or treating clinicians. States have indicated that they intend to use a variety of verification 
sources for the medically frail exemption, including claims data, data matching with other sources, 
managed care utilization data, and health assessment screeners. Several states have also indicated that 
they plan to verify a patient’s medically frail status through the treating clinician.5 However, such 
verification processes must be implemented in a way that minimizes administrative burdens on physicians 
and their staff.  Simplifying the medically frail exclusion will better enable states to use existing data sources 
and ex parte processes to determine whether an individual is meeting or is exempted from the work 
requirement. Additionally, states should be permitted to extend the self-attestation period beyond 2027 
to reduce the documentation burden on patients and physicians as the program is implemented.  

ACP recommends that CMS collect and report data on the effects of the community engagement 
requirement on access to care, beneficiary employment, physician participation in Medicaid, and other 
relevant outcomes. Previous implementation of Medicaid work requirements in Arkansas and Georgia 
demonstrated that reporting and verification requirements can result in substantial coverage losses, 
diminished access to care, and procedural confusion among Medicaid beneficiaries – even among 
individuals who otherwise met eligibility requirements.6 The Medicaid eligibility redetermination (i.e., 
unwinding) resulted in millions of Medicaid enrollees losing coverage for procedural reasons. This 
experience underscores the importance of routinely collecting data on health outcomes, access to care, 
beneficiary awareness, administrative burden, and other implementation measures, so that issues can be 
addressed before they grow into something more complicated. Further, CMS and states should develop a 
plan to collect and report data on exclusions and exemptions, such as the percentage of enrollees 
qualifying for the medically frail exclusion.   

ACP recommends that CMS provide states with maximum flexibility to implement the community 
engagement requirements. The timeline established in the statute provides a limited window of time for 
states to set up information technology systems, prepare data collection activities, and inform the public 
about Medicaid’s new community engagement requirements. The IFR only adds to these challenges. We 
urge CMS to provide implementation flexibility, including approval of reasonable requests for additional 
implementation time where appropriate.   

Another provision of this interim final rule that concerns ACP is that the statutory definition of a “short-
term hardship” exception may not adequately identify Medicaid beneficiaries who face legitimate barriers 
to obtaining employment. Under the statute, one of the definitions of a short-term hardship event exists 
when an applicable individual resides in a county or equivalent unit of local government with an 
unemployment rate at or above the lesser of 8 percent or 1.5 times the national unemployment rate. 
While this standard provides an administratively straightforward way to measure local economic 

 
5 Tolbert J, Diana A, Mudumala A, et al. An Early Look at Policy Decisions as States Get Ready to Implement Work Requirements. 
KFF. 2026. Accessed at https://www.kff.org/medicaid/an-early-look-at-policy-decisions-as-states-get-ready-to-implement-work-
requirements/#55330424-e204-48ad-a344-5eeaf24a4d10 on 30 June 2026.  
6 MACPAC. Report to Congress on Medicaid and CHIP. 2026. Accessed at https://www.macpac.gov/wp-content/uploads/ 
2026/06/MACPAC_June-2026-WEB-508.pdf on 30 June 2026.  
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conditions, it may not accurately reflect local labor market conditions experienced by low-income 
populations in Medicaid. 

Medicaid beneficiaries are, by definition, individuals with limited incomes and resources. Evidence 
suggests that labor market outcomes often vary significantly across groups with differences in income, 
educational attainment, and occupation within the same geographic area.7 Consequently, county-level 
unemployment rates may not accurately reflect employment opportunities available to individuals with 
chronic illnesses, disabilities, caregiving responsibilities, or transportation barriers. For example, a county 
reporting an overall unemployment rate of 4 percent may nonetheless contain subpopulations 
experiencing unemployment rates above the county average. In Washington, DC, for example, the total 
unemployment rate for the area is 6.4 percent, but the total unemployment rate for Black Americans is 
10.1 percent and 7.5 percent for Hispanic Americans.8 In these circumstances, reliance solely on county-
level unemployment rates would result in individuals being denied access to a hardship exemption despite 
residing in labor markets where employment opportunities are significantly constrained.  

CMS has stated that, for a state to implement a short-term hardship exception, it must first receive CMS 
approval. CMS has also recognized that circumstances may arise where states do not believe that 
employment information from standard sources (e.g., Bureau of Labor Statistics) accurately reflects the 
actual economic conditions of a particular area. Accordingly, CMS has indicated that it will permit states 
to submit short-term hardship requests using data from alternative, reliable sources (e.g., state labor 
department) to demonstrate that local conditions warrant short-term hardship relief. ACP supports this 
flexibility and urges CMS to accept methodologies that provide a more precise estimation of labor 
market conditions for Medicaid beneficiaries and other low-income populations to evaluate the 
unemployment rate in particular locations.  

Thank you for taking the time to read and consider this feedback. If you have any questions or comments 
about the content of this letter, please contact Emmanuel Segura, Sr. Analyst, Regulatory Affairs, at 
eseguraruiz@acponline.org.  

Sincerely, 

 
Jan K. Carney, MD, MPH, MACP, FRCP   

President, American College of Physicians  

 

 
7 Pew Research Center. The American Middle Class Is Losing Ground: No longer the majority and falling behind financially. 2015. 
Accessed at https://www.pewresearch.org/social-trends/2015/12/09/the-american-middle-class-is-losing-ground/ on 18 June 
2026.  
8 Moore K. State Unemployment by Race and Ethnicity. Economic Policy Institute. 2026. Accessed at https://www.epi.org/
indicators/state-unemployment-by-race-and-ethnicity/ on 18 June 2026.  


