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July 30, 2026 

 
 
The Honorable Robert F. Kennedy  Dr. Mehmet Oz  

Secretary         Administrator 

U.S. Department of Health and Human Services   Centers for Medicare and Medicaid Services  
200 Independence Ave, SW        7500 Security Boulevard  
Washington, DC 20201        Baltimore, MD 21244 
 

Re: CMS-2454-IFC -- Medicaid Program; Community Engagement Requirement for 

Certain Individuals 
91 Fed. Reg. 33348 (June 3, 2026) 

      

Dear Secretary Kennedy and Administrator Oz:  
      
The American Cancer Society Cancer Action Network (ACS CAN) appreciates the opportunity to comment on 

the interim final rule with comment (IFC) regarding the Medicaid program and community engagement 
requirement for certain individuals, filed on June 1, 2026. ACS CAN is making cancer a top priority for public 

officials and candidates at the federal, state, and local levels. ACS CAN empowers advocates across the 
country to make their voices heard and influence evidence-based public policy change, as well as legislative 

and regulatory solutions that will reduce the cancer burden. As the American Cancer Society’s nonprofit, 
nonpartisan advocacy affiliate, ACS CAN is more determined than ever to end cancer as we know it, for 

everyone. 
 

As the Department of Health and Human Services (HHS) and the Centers for Medicare and Medicaid Services 
(CMS) continue work with states to implement the Working Families Tax Cut,1 we strongly encourage you to 

ensure eligible people can access and maintain health coverage – because everyone needs health coverage to 

prevent, diagnose, treat, and survive cancer. While we appreciate the careful consideration CMS has given to 

how the IFC will impact some populations under these new requirements, we have serious concerns about 
the rule. We believe major changes are needed to ensure that individuals who are subject to these new 
requirements can successfully meet them and those who qualify for exemptions are effectively and efficiently 

exempted. Specifically, in our comments below, we urge CMS to make the following important changes in the 
final rule: 

• Change the definition of medical frailty to align with the statute, removing the requirement for an 
individual to prove they are unable to meet community engagement requirements in addition to 
having a serious or complex health condition; 

• Remove the limitations on state use of self-attestation to verify information about compliance or 
exception to community engagement requirements; and  

• Remove the application of a 1-month lookback period for short-term hardship exceptions so that 
individuals applying for the exception will not experience gaps in coverage. 
 

We urge CMS to issue a final rule with these changes as quickly as possible to minimize coverage loss and 
coverage gaps for vulnerable Medicaid populations, including cancer patients. Additionally, we strongly urge 
the Secretary to use the authority given in federal statute to grant those states who apply the flexibility to 
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delay implementation of certain pieces of these new requirements if their systems are not ready by the 
statutory deadline. The consequences of rushed implementation include erroneous coverage loss, and for a 
cancer patient this consequence could be deadly. 

 

ACS CAN opposes community engagement (or work) requirements for the Medicaid population because 
putting this kind of condition on Medicaid eligibility will cause people impacted by cancer to lose coverage or 
be locked out of it. The same will happen to the larger population of impacted individuals – most of whom 
need cancer screenings and many of whom will skip those screenings because they do not have insurance. 

Access to Medicaid should be expanded, not limited: research consistently shows that expanding access to 
Medicaid increases insurance coverage rates among cancer patients and survivors, early-stage cancer 

diagnoses, access to timely cancer treatment, receipt of cancer screenings and preventive services, and 

survival rates.2 For example, a recent study showed that Medicaid expansion was associated with an increase 

in survival from cancer at 2 years post diagnosis, and the increase was most prominent among non-Hispanic 
Blacks in rural areas, highlighting how expanding Medicaid can reduce health disparities.3 The latest research 

also confirms that the greatest spending on cancer occurs for patients who have advanced-stage disease4 – 
meaning that catching cancer early can prevent some of the huge costs to the healthcare system overall. 

 

One of the biggest predictors of surviving a cancer diagnosis is whether someone has health insurance. One in 
3 children diagnosed with the disease5 and 1 in 10 people with a history of cancer currently count on Medicaid 

coverage to access their medical care.6 Furthermore, research has long shown that people who have health 
insurance coverage are more likely to receive appropriate cancer screenings and timely follow-up care that 

leads to a diagnosis, which improves cancer outcomes by preventing cancer or detecting it earlier when it is 

easier to treat and survive.7 The Congressional Budget Office (CBO) estimated that 5.3 million individuals may 
lose health coverage due to these community engagement and work requirements in Medicaid.8 This number 
is very likely to grow and include even more coverage loss because of this IFC: Manatt Health estimates the 

IFC policies will increase average annual Medicaid coverage losses by 1.8 million people.9 We are concerned 
that without coverage, these individuals will be unable to obtain the preventive care, cancer screenings, 

ongoing monitoring, and essential life-saving treatment they may need. 
 
Many cancer patients in active treatment are often unable to work or require significant work modifications 

due to their treatment.10,11,12,13,14,15 Research suggests that between 40 and 85 percent of cancer patients stop 
working while receiving cancer treatment, with absences from work ranging from 45 days to 6 months 
depending on the treatment.16,17 Recent cancer survivors often require frequent follow-up visits18 and suffer 
from late and lasting effects of their cancer treatments.19,20 A cancer survivor’s ability to work is highly variable 

based on many factors, but some are unable to work or are limited in the amount or kind of work they can 
participate in because of health problems related to their cancer diagnosis and treatment.21,22,23,24,25  
 

The disruptions to community engagement and our concerns about these requirements are also based on the 
experiences we hear from our own volunteers and stakeholders. ACS CAN empowers advocates across the 

country to make their voices heard and influence evidence-based public policy change, as well as legislative 
and regulatory solutions that will reduce the cancer burden. As part of this effort, ACS CAN deploys surveys to 
better understand cancer patient and survivor experiences and perspectives, through our Survivor Views 
research panel.26 The panel is a group of cancer patients and survivors who respond to regular surveys and 

provide important insights to support ACS CAN’s advocacy work at all levels of government. 
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Between July 1-21, 2026, ACS CAN surveyed27 this panel to explore the impacts of cancer on patients and 
survivors related to working, attending school and volunteering and provide important context to federal and 
state implementation of Medicaid community engagement requirements. The web-based survey was 

conducted among 1,659 cancer patients and survivors nationwide who have been diagnosed with or treated 

for cancer in the last seven years, including 1,024 who were working at the time of their diagnosis and 1,054 
who worked prior to or during their cancer treatment. Key findings of this survey include: 

• An overwhelming majority (90%) of cancer patients and survivors report that their cancer or care and 
treatment required them to miss hours of work, school or volunteering. These disruptions continued into 

survivorship for nearly a third (32%). 

• Seventy-two percent had to miss over a month of work or other activities, and 42% percent had to miss 

thirteen or more weeks. For most (68%), the disruptions were not consistent, but fluctuated by the month, 
week, or even day.  

• Over two-thirds (68%) of respondents say if they had to prove with documentation that they were 
working, attending school or volunteering at least 80 hours per month to qualify for health care coverage, 

they would be concerned about losing their coverage, with 50% saying they would be very concerned. 

• Three quarters (75%) said it would be difficult for a cancer patient undergoing treatment to successfully 

submit paperwork within a 30-day window proving their cancer made them unable to work, attend school 

or volunteer. Key reasons include: 

▪ 81% say cancer patients are often already overwhelmed with juggling many tasks essential to 
their survival 

▪ 75% say cancer symptoms and side effects of treatment can make tasks like submitting additional 

paperwork very challenging 

• When presented with a list of circumstances typically associated with exemption from the Medicaid work 

requirement, the majority (63%) did not understand any of the potential exemptions as applying to them 
despite the significant interruptions cancer posed to their ability to work.  

• Seventy-three percent feel it isn’t clear whether the term “medically frail” applies to cancer patients. 

• When faced with coverage gaps or uncertainty about whether they will be able to keep their coverage, 

47% of cancer patients and survivors report impacts detrimental to their health, such as delays in 
diagnosis, going without care, declining health, and worsening of their cancer. 

 
We share more detailed analysis of this survey data where relevant in our comments below. 

 
As the agency implements these new requirements in conjunction with states, we encourage CMS to 
ensure the following individuals can appropriately maintain coverage in the least burdensome way 

possible: 

• Individuals actively undergoing testing for a possible cancer diagnosis 

Once cancer is suspected based on a screening test or symptoms present, it is often an urgent and 
intense process to arrive at a diagnosis, frequently including multiple scans and procedures to take 
samples (some of which are surgical procedures), as well as meetings with clinicians for evaluation 
and to discuss results and possible treatment plans.28 This process interrupts an individual’s ability to 

work their normal hours or their normal job – even before they have received a formal diagnosis. 

• Individuals in active treatment for cancer 
Cancer treatment is often intense in every sense of the word, and individuals undergoing treatment 
are frequently physically unable to work, experiencing cognitive or emotional impacts that hinder 
working, and/or are required to undergo treatments during their normal work hours, and/or in 
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locations far from their workplace/home. All of these factors may make an individual unable to work 
while receiving treatment.  

• Cancer survivors in active treatment for late and lasting cancer effects or cancer treatment-related 

side effects 
The impacts of cancer and its intense treatment do not stop when active cancer-directed treatment 
stops. Many survivors are left with long-term or permanent physical or cognitive impairments due to 
their cancer or the toxicity of its treatment, including persistent symptoms like pain and neuropathy 
that impact their ability to return to work. Furthermore, some cancer patients must continue active 

treatment indefinitely to keep their cancer from growing or returning, and this impacts their ability to 
work sometimes years after their diagnosis.  

• Individuals providing care to a loved one who is being actively tested or treated for cancer or cancer-
related effects  

Caregivers, including family and other loved ones, often provide essential medical care to patients at 

home while recovering from treatment or while traveling for treatment, as well as assist patients with 
physically getting to appointments and procedures. These caregiving responsibilities – which are 

essential to the patient being able to receive treatment and survive their cancer – make maintaining a 
normal work schedule extremely challenging if not impossible. 

 
Our work advocating for people impacted by cancer in the implementation of these requirements is framed 
by these principles. Below we provide comments on several specific provisions of the IFC: 

 

C.  Demonstrating Community Engagement (§435.551) 

CMS establishes the following activities as qualifying for compliance with the community engagement 

requirement each month: 1) Working not less than 80 hours; 2) Completing not less than 80 hours of 
community service; 3) Participating in a work program for not less than 80 hours; 4) Enrolling in an 
educational program at least part-time; 5) Engaging in any combination of the aforementioned activities for a 

total of not less than 80 hours; 6) Having a monthly income that is not less than the applicable minimum wage 
requirement under federal minimum wage multiplied by 80 hours; or 7) Being a seasonal worker with an 

average monthly income over the preceding 6 months that is not less than the applicable federal minimum 
wage multiplied by 80 hours. CMS notes that States must make all of these options available, prohibiting 

states from choosing to omit any of these pathways to compliance with the requirements. Applicable 
individuals must be allowed to demonstrate community engagement by meeting any one or more of the 
conditions described. 

 

ACS CAN supports the clarification that states may not choose to omit any of these categories of compliance 

with the community engagement requirements. This establishes an important federal minimum for this 
requirement. We also support individuals being able to use a combination of these activities to demonstrate 
compliance, as there are likely to be individuals who would be unable to comply under one category alone, 
but can comply with activities from multiple categories. An individual engaging in more than one of these 

categories is still actively engaging in their community and should qualify to maintain or gain health coverage 

through Medicaid.  
 

8. Work  

CMS defines work as: 1) Work in exchange for money, 2) Work in exchange for goods or services (“in-kind” 

work), and 3) Unpaid work other than community service. CMS specifies that the unpaid work of a family 
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caregiver can also qualify as unpaid work under this definition, recognizing that not all people who meet the 
definition of a family caregiver will qualify as a specified excluded individual.  
 

ACS CAN appreciates this clarification regarding family caregivers, as it will allow individuals who are both 

working and caregiving more flexibility to demonstrate compliance with the community engagement 
requirements and keep or obtain health coverage. Many cancer caregivers work while also providing care to 
their loved ones with cancer.29,30  We encourage CMS to collaborate with states to ensure that this flexibility is 
made clear to enrollees and potential enrollees when submitting information about compliance activities, as 

well as is included in public communications about the community engagement requirements. It is important 
that enrollees and potential enrollees do not give up on the process of enrolling or renewing because they 

mistakenly think they cannot show compliance because they do not work the required number of hours per 

month due to their caregiving responsibilities. 

 
8.  Monthly Income and Average Monthly Income for Seasonal Workers  

a.  Minimum Wage Income Standard  
CMS implements the statutory requirement that an individual will be deemed compliant with community 
engagement requirements if they have a monthly income that is “not less than the applicable minimum wage 

requirement under section 6 of the Fair Labor Standards Act of 1938 (FLSA), multiplied by 80 hours.” 
Currently, the federal minimum wage is $7.25 per hour, which translates into a monthly income threshold of 

$580.  
 

This monthly income threshold is perhaps the most important pathway to demonstrating compliance with 

community engagement requirements. The vast majority of those with Medicaid who can work already do 
so.31 States should be able to confirm this income through ex parte process, including by using payroll or 
income data; making this a crucial pathway to complying with community engagement requirements without 

needing to submit paperwork or interact with the Medicaid office. We encourage CMS to ensure states have 
access to the data necessary to confirm this information and are encouraged to make it a prominent part of 

their ex parte process.  
 

c.  Calculation of Monthly Income  

For the calculation of an applicable individual’s monthly income and average monthly income, CMS defines 
“monthly income” to be the same as the individual’s household income used for financial eligibility for 
Medicaid.  
 

ACS CAN supports this definition and use of household income to assess compliance in this category. As 
stated above, this is an important compliance pathway that will likely be used by many individuals, and this is 
a commonsense uniform methodology that will be consistent across states and allow more individuals to 

demonstrate compliance using automatic data sources – therefore reducing the possibility of coverage loss or 
denials due to administrative processes.  

 
E.  Specified Excluded Individuals (§435.554) 
CMS implements the statutory definition of specified excluded individuals, from whom community 
engagement is not a condition of eligibility. The agency clarifies that if a state determines someone to be a 

specified excluded individual, the state must not attempt to determine whether that person met the 

community engagement requirement during the applicable community engagement review period.  
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ACS CAN supports this clarification that states must not engage in any further eligibility process after 
determining an individual is specified excluded. This will prevent states from spending precious resources on 

conducting unnecessary compliance checks and will prevent these enrollees from receiving any notices or 

requests for information that might make them believe they are losing or might lose their Medicaid coverage. 
 

3.  Parent, Guardian, Caretaker Relative, or Family Caregiver of a Dependent Child 
13 Years of Age and Under or a Disabled Individual  

CMS establishes the definitions states are to use when implementing the exclusion for caregivers of a 
dependent child 13 years of age and under or of a disabled individual.  

 

a. Definition of Caretaker Relative  

CMS defines a caretaker relative as a parent or other relative (related by blood, adoption, or marriage) living 
with a dependent child, who assumes primary responsibility for the dependent child’s care. A relative for such 

purposes includes a child’s father, mother, grandfather, grandmother, brother, sister, stepfather, stepmother, 
stepbrother, stepsister, aunt, uncle, first cousin, nephew, niece, or the spouse of such parent or relative, even 
after the marriage is terminated by death or divorce. States have the option to include other adults: 

additional relatives of the child by blood, adoption, or marriage; a domestic partner of the parent or other 
caretaker relative; or any adult with whom the child is living and who assumes primary responsibility for the 

child’s care. CMS also applies this definition to caretaker relatives of disabled individuals.  
 

ACS CAN supports this definition of caretaker relative but encourages CMS to include the other adults 

currently listed as optional in the mandatory list. This will ensure that any cancer caregiver is able to continue 
their caregiving without sacrificing their own Medicaid coverage.  
 

d.  Definition of Family Caregiver  
As directed by the statute, CMS defines family caregiver as the RAISE Family Caregiver Act32 does: an adult 

family member or other individual who has a significant relationship with, and who provides care within a 
broad range of assistance to, a dependent child or a disabled individual.  
 

ACS CAN supports this definition of family caregivers, recognizing that many cancer patients are cared for by 
family caregivers. There are about 6 million Americans serving as family caregivers to cancer patients and the 
role of caregivers in cancer treatment continues to expand as outpatient care expands.33 One survey found 
over half of cancer patients (55.2%) have an informal caregiver, which includes family and friends.34  

 
f.  Definition of Disabled Individual  

CMS adopts a definition of disabled individual as part of this exclusion that aligns with the Americans with 

Disabilities Act (ADA) definition of “disability”35. An individual need not be eligible for Medicaid or other 
federal programs on the basis of a disability to be a disabled individual under this definition. CMS encourages 

States to ensure that educational materials on this exclusion are sufficiently clear so that individuals 
providing supports to older adults understand they could qualify as a specified excluded individual through 
this family caregiver component.  
 

ACS CAN strongly supports this definition of disabled individual, as we believe it will allow caregivers of 

people with cancer to use the exclusion and keep or obtain Medicaid. Cancer is explicitly included in the ADA 
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definition of disability,36 and based on this we urge CMS and states to make it clear in their materials that an 
individual who provides caregiving (following the other definitions in this section) to an individual with cancer 
will qualify for this exclusion. We agree with CMS that the ADA definition is more appropriate to use than other 

alternatives, which would exclude many caregivers because the person for whom they are caring does not 

meet a much narrower definition of disability, or has not been able to go through the formal disability process 
(the success of which has many different factors, many of which are unrelated to their caregiver and out of the 
caregiver’s control). 
 

Caregivers provide a multitude of supportive functions for cancer patients, including emotional, 
informational, and functional support as well as, increasingly, practical assistance with skilled care activities 

(e.g., tube feeding, wound dressing changes). These functions are essential medical care to patients at home 

recovering or while traveling for treatment. They also assist patients with physically getting to appointments 

and procedures. These caregiving responsibilities are essential to the patient being able to receive treatment 
and survive their cancer.  

 
Cancer caregivers with lower household incomes ($75,000 or less) are almost 10 percent more likely to report 
decreased income as a result of cancer caregiving than cancer caregivers with higher incomes.  37 They are 14.1 

percent more likely to report increased financial debt than their higher income counterparts. Nearly half of 
lower-income cancer caregivers stopped working, whereas only a quarter of higher income caregivers 

discontinued work. Income level is also potentially associated with differences in mental health of cancer 
caregivers with lower-income caregivers reporting higher rates of worsened mental health and feelings of 

loneliness and sadness. 

 
Caregiver well-being has both direct and indirect effects on the quality of cancer care, including care received 
from the healthcare team, from the caregiver themselves, and in relation to patients’ own self-management.38 

Many cancer caregivers must reduce their work hours, take leave, or quit their jobs in order to care for their 
loved ones with cancer. We are concerned that changes in work necessary to perform caregiving duties will 

make some cancer caregivers unable to meet community engagement requirements. We congratulate CMS 
on the various ways in which this IFC recognizes their needs and will assist them to maintain or obtain 
Medicaid coverage through this exclusion (as well as giving part-time caregivers the flexibility to use 

caregiving hours to count towards their 80 hours per month of community engagement, discussed elsewhere 
in our comments). Cancer caregivers should not be forced to choose between their own Medicaid coverage or 
their caregiving responsibilities.  
 

ACS CAN also applauds CMS encouraging states to communicate clearly about this exclusion in public 
education materials. This is particularly important because some caregivers may assume that the new work 
requirements will disqualify them from Medicaid, and therefore not attempt to renew or apply for coverage 

because of that mistaken impression.  
 

g.  Applicability of Parent, Caretaker Relative, Guardian, or Family Caregiver 
Exclusion to Multiple Individuals in a Residence  

CMS clarifies that multiple parents, caretaker relatives, guardians, and/or family caregivers in a single 
residence may qualify for the exclusion, provided that they meet the definitions and criteria discussed in this 

section.  
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ACS CAN supports this policy, as many cancer patients have multiple caregivers within their household whose 
caregiving duties may make them unable to comply with community engagement requirements. This likely is 
particularly true for parents of young adults with cancer. Cancer cases among young adults (15-39) have been 

slightly rising each year. There are projected to be 88,120 new young adult cancer cases in 2026.39 One study 

showed that many caregivers of young adult cancer patients were employed or had other responsibilities that 
they found difficult to manage alongside caregiving.40 
 

h.  Criteria for the Family Caregiver Exclusion  

CMS states that a caregiver is a specified excluded individual if they meet one of the following criteria: 1) The 
individual primarily resides with a dependent child or disabled individual (as defined) for whom he or she 

provides assistance that occurs on a regular basis and is not solely incidental in nature; 2) The individual does 

not reside with but is a relative of a dependent child or disabled individual for whom he or she provides 

assistance that occurs on a regular basis and is not solely incidental in nature; or 3) The individual does not 
reside with and is not a relative of a dependent child or disabled individual for whom he or she provides not 

less than 80 hours of assistance that is not solely incidental in nature per month.  
 
ACS CAN supports this definition as a reasonable encapsulation of the various relationships caregivers have 

with recipients of care. A 2016 survey found 88 percent of cancer caregivers are relatives, 44 percent are 
parents or parent-in-laws, 16 percent are spouses or partners, and 14 percent are siblings/siblings-in-law. The 

study also found 39 percent of cancer caregivers live with a family member or friend they care for.41 
 

We encourage CMS to make it very clear to states that family caregivers who fall into the first two prongs of 

this definition do not have to prove or meet the 80-hour per month threshold. We further request that states 
make this clear in their materials and attestation forms. We are concerned that this detail may not be clear in 
forms that enrollees/potential enrollees are being asked to complete. For example, an earlier version of the 

Montana Community Engagement Exclusions form42 strongly implied that any family caregiver, regardless of 
whether they live with the patient or are related, is required to perform 80 hours of caregiving. While the form 

has now been corrected,43 the impression of a requirement may remain for some enrollees or the mistake may 
be replicated in other states. 
 

5.  An Individual Who is Medically Frail or Otherwise has Special Medical Needs  
a.  Background  

The definition of a specified excluded individual at section 1902(xx)(9)(A)(ii)(V) includes an individual who is 
medically frail or otherwise has special medical needs (henceforth referred to as medically frail). Specifically, 

the statute says that specified excluded individuals must include an individual in five categories, including 
one “with a serious or complex medical condition.” CMS defines medically frail individuals for this purpose.  
 

CMS is not providing states with the option to add additional categories of people to the definition of medical 
frailty for community engagement purposes, because the agency states it is “unaware of a category of people 

that could not reasonably fall under one of the five categories identified in the statute.” CMS also expresses 
concern that some states would include individuals who would not reasonably be considered medically frail, 
and uses homeless individuals as an example of a category the agency does not think should be included in 
this definition. 

 

While ACS CAN agrees that there should be a federal minimum for individuals included in this definition, we 
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are disappointed that states are not being allowed flexibility to add to their definitions. This removes the 
ability of a state to customize its implementation of this exclusion to its Medicaid population, taking into 
account other factors that make every state Medicaid program unique. It also does not permit states to use 

work it has already done to define the term “medically frail” for purposes of implementing Alternative Benefit 

Plans. Given that states must implement so much new policy in such a short amount of time, we are 
disappointed CMS is not allowing states to use this efficiency and urge CMS to allow for state flexibility in the 
final rule.  
 

b.  Medically Frail Definition  
CMS defines a medically frail individual as an individual “whose physical, mental, or other behavioral health 

condition significantly impairs the individual’s ability to comply with the community engagement 

requirement” and is an individual: 1) Who is blind or disabled; 2) With a substance use disorder; 3) With a 

disabling mental disorder; 4) With a physical, intellectual, or developmental disability that significantly 
impairs their ability to perform one or more activities of daily living; or 5) With a serious or complex medical 

condition.  
 
According to the IFC, the best reading of the statutory phrase “medically frail or otherwise has special medical 

needs” considers not only the presence of a particular diagnosis or condition, but also the extent to which the 
condition impairs an individual’s ability to engage in community engagement activities. CMS interprets the 

statute to require consideration of the severity of an individual’s condition as relevant to whether that 
individual is capable of meeting the community engagement requirement. According to CMS, if a person is 

able to demonstrate community engagement by performing 80 hours per month of qualifying community 

engagement activities, they would not qualify as medically frail and would not be a specified excluded 
individual. Note that this standard will be applied with a 1-month lookback period, therefore an individual 
will qualify based on their ability to demonstrate community engagement in the month(s) preceding their 

application or renewal. There is no provision for an individual’s abilities to change in this time-period – such 
changes to an ability to work/volunteer/go to school are very commonly experienced by people with cancer. 

 
ACS CAN strongly opposes CMS’ interpretation of federal statute in this section of the IFC, believing it goes far 
beyond federal statute in its restrictions and will result in very few individuals being able to use the medically 

frail exemption to be excluded from community engagement requirements. The statute specifically provided 
for a medically frail exclusion in order to protect the most vulnerable of Medicaid enrollees from losing 
coverage. We are very concerned that under the IFC interpretation, cancer patients and survivors will lose 
coverage or not be able to obtain the exception intended by the statute.  

 
Statutory Issues 
ACS CAN believes that this limitation on medical frailty is contrary to the federal statute. SSA 

§1902(xx)(9)(A)(ii)(V) defines the term “specified excluded individual” to mean, among others, an individual 
“who is medically frail or otherwise has special medical needs (as defined by the Secretary), including an 

individual” with one of five clinical conditions (listed above). The statute does not condition any of the 
exclusions on a determination that the individual is functionally unable to work. CMS’ interpretive addition 
converts what for those “with a substance use disorder,” a “disabling mental disorder” or “a serious or 
complex medical condition” is a clinically defined exclusion into a functional capacity determination. That 

determination is a materially different standard that requires a different evidentiary foundation, a different 

verification infrastructure, and a different provider role than the standard the statute authorizes. Here, 
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through Section 1902(xx)(9)(A)(ii)(V), Congress authorized CMS to define an individual who is medically frail 
but required that CMS include any person who has any of the listed qualifying conditions—not just those 
whose medical condition “significantly impairs” their ability to work. 

 

The plain text of the medical frailty exception, the whole statute, other provisions in federal law, and CMS’ 
own language in the rule’s preamble, make clear that the “best reading” of the statute allows states to 
exclude individuals as medically frail without regard to their ability to work. Congress’ choice to define the 
medical frailty exclusion by status rather than by a functional capacity test is consistent with how it has 

historically treated medical frailty in other Medicaid contexts, including the Alternative Benefit Plan 
exemption at Section 1937(a)(2)(B)(vi), where frailty operates as a categorical screen. Congress reasonably 

concluded that individuals with serious medical, behavioral health, and substance use conditions should not 

be required to navigate the reporting, verification, and documentation burdens associated with work and 

community engagement requirements. Excluding individuals based on their medical condition reduces the 
risk that vulnerable individuals lose coverage because of administrative barriers. 

Impact on People with Cancer 
In addition to concerns about CMS’ interpretation of federal statute, we are also very concerned about the 
implications for cancer patients and survivors. Under the statutory definition of medically frail, cancer 

patients are required to prove that they have cancer, either through their claims data or by meeting 
burdensome paperwork requirements. Under this CMS interpretation, cancer patients will have the additional 

burden to prove a second point – that their cancer makes them unable to comply with community 
engagement requirements. This adds another layer of bureaucracy to a process that was already going to 

create unnecessary and onerous red tape for patients who desperately need health coverage and for whom 

the Medicaid program is a lifeline. Every new requirement is a likely new touchpoint with patients – another 
delay and a new opportunity for them to fall through the cracks of the system. Unfortunately, the 
consequence of falling through the cracks in this case is losing coverage or not being able to enroll in 

Medicaid – which means people will have to forego lifesaving cancer treatment or go into staggering debt to 
receive it. 

 
While most cancer patients would like to continue working during treatment, most experience disruptions in 
their work hours, and many must stop working for a period of time in order to receive their treatments. Our 

Survivor Views survey44 showed that 90% percent of the working cancer patients surveyed say their cancer or 
their care and treatment required them to miss hours of work, school, or volunteering they would have 
otherwise attended. The amount of work cancer patients have to miss due to their cancer is significant, but 

not often consistent. Forty-two percent had to miss three months or more and 72% missed over a month. The 

vast majority of those working at the time of their diagnosis were working full time (85%). Significantly fewer 
however (66%), continued working during their cancer care and treatment despite the fact that 73% would 
have preferred to continue working even if they had had to work less for a while to accommodate their 

treatment. 
 

Work disruptions caused by cancer do not necessarily stop once active treatment is done. Thirty-two percent 
of Survivor Views respondents said they continued to experience work/school/volunteer disruptions after 
they completed active treatment and into survivorship.45 Many cancer survivors must take maintenance 
treatments, monitor for progression or recurrence, and receive ongoing mental health treatment to assist 

with the mental toll of cancer.46 Cancer survivors may also have ongoing side effects from cancer treatment or 
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effects from the cancer itself that require medical care and impact their lives; including pain, lymphedema, 
neuropathy, cardiovascular disease, impaired fertility, and depression and anxiety. A study of 50,000 U.S. 
cancer survivors found 27.9 percent have a mobility disability and 7.4 percent had a self-care disability.47 

Cancer survivors may also be at a higher risk of cancer reccurrence.46 These factors may interfere with a 

cancer survivors’ ability to return to work or work at the capacity they once did. Cancer survivors have a 1.4 
times higher risk of unemployment compared to individuals without a history of cancer.48  
 
Requiring that a patient’s cancer makes them unable to comply with community engagement requirements 

in the months prior to application or renewal has concerning implications both for cancer patients who must 
stop working, and for cancer patients who are able to continue working. For cancer patients who stop 

working, it is unclear how they will be asked to prove that their cancer makes them unable to work/attend 

school/volunteer for 80 hours per month. Three quarters of Survivor Views respondents said it would be 

difficult for a cancer patient undergoing treatment to successfully submit paperwork within a 30-day window 
proving their cancer made them unable to work, attend school or volunteer.49 We are concerned that too 

many cancer patients will be asked to submit such documentation because under the IFC’s definition of 
medically frail, they cannot be identified through an ex parte process. Numerous studies have shown that 
additional paperwork requirements dramatically increase the likelihood of procedural denials of coverage.50,51 

For cancer patients, this will cause gaps in health insurance coverage for the very people this exception was 
supposed to protect – people who are medically frail and need to maintain access to Medicaid.  

 
Connecting this exclusion to an ability to work also creates a perverse incentive for individuals who may be 

able to continue working through their cancer treatment, but whom are unable to work 80 hours per month. 

Some cancer patients work as they feel able, but that ability changes by the day, week or month. In our 
Survivor Views survey, a total of 68% of working cancer patients surveyed report their ability to work 
fluctuating, with 25% reporting it changed month-by-month, 23% saying it changed for them on a week-by-

week basis, and 20% saying their ability to work changed day-by-day.52 These patients may not be physically 
able to meet the required monthly work hours, but may be able to work on a limited basis during their cancer 

treatment. Requiring these patients to certify they’re unable to work will likely cause confusion or fear for 
people who can or must continue working part-time, and uncertainty whether they are allowed to do so. This 
complexity could result in cancer patients deciding to forgo work altogether for fear of running afoul of the 

work requirements and losing their Medicaid coverage.  
 
Additionally, when an individual is diagnosed with cancer, their health does not follow a predictable, linear 
path that easily aligns with exemption from or compliance with community engagement requirements as 

CMS proposes. An individual with cancer may be deemed able to work during the (re)verification period, 
however, without warning, their disease may progress or they may experience sudden side effects, infections, 
or acute complications making it impossible to return to community engagement activities. The systems 

required to implement the IFC definition of medical frailty will not be able to account for the unpredictability 
of cancer or many other serious or complex diseases. These problems are compounded by the fact the 

agency’s use of a lookback period. A person with cancer may have been deemed able to meet community 
engagement requirements last month, but their disease or symptoms have changed drastically, and they are 
not able to comply in the next month. 
 

Impact on Clinical Trials 

We are also concerned that connecting a cancer patient’s Medicaid eligibility to their ability to meet 
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community engagement requirements will discourage these patients from enrolling in clinical trials. Clinical 
trials are crucial to advancing cancer treatments, improving outcomes, and improving patients’ lives. They 
are also often the recommended treatment path, especially for patients with rare or advanced cancers. It is 

very important for the validity of the research and for patient treatment that people of all types – including 

low-income Medicaid patients – be able to join clinical trials for cancer treatments.  
 
However, most clinical trials require patients to have a high functional status. The Eastern Cooperative 
Oncology Group (ECOG) Score is a standardized 0-to-6 scale used by doctors and researchers to assess how a 

patient's disease impacts their daily living abilities and overall physical fitness, primarily in oncology and 
palliative care. To successfully enroll a patient in a clinical trial the patient’s ECOG status must be 0-1, which 

indicates they are fully active or able to do light work. A recent analysis showed that from 2019-2023, only 17.2 

percent of trials leading to Food and Drug Administration (FDA) drug approvals enrolled patients with a 

performance status of ECOG 2 or higher.53 If a cancer patient has to certify that they are unable to work in 
order to keep their Medicaid coverage, they will likely hesitate to apply for a clinical trial that requires them to 

have a high functional status. From the provider perspective, a physician who attests to a patient’s ability to 
work is forced to choose between enrolling their patient in a clinical trial or keeping their patient enrolled in 
healthcare coverage, a decision no patient or physician should ever be forced to make. 

 
Operational Concerns 

It is also unclear if states have the operational capabilities to execute ex parte and data verification processes 
that comply with this new definition of medical frailty – especially when considered in conjunction with the 

IFC’s limitations on the use of self-attestation to verify data. By adding this requirement, the IFC undermines 

the data-driven verification approach CMS previously instructed states to develop for medical frailty 
determinations. In doing so, the rule does not address why CMS narrowed the definition from the earlier 
guidance, nor that the states had relied on prior guidance that did not incorporate this element in the 

definition in designing systems over the past year to implement the statute.  
 

Beginning in 2028, CMS tightens that framework materially in ways that conflict with the statute and 
compound the medical frailty definition problem described above. The rule states that a diagnosis alone will 
not generally be sufficient, and that states must consider severity information, potentially combining 

diagnostic codes with utilization data and other factors, when available. But there is limited claims data 
available to states that reliably capture the functional employment impact of a given condition on a given 
individual. The practical result is that medical frailty verification will very likely devolve into a document-
intensive process requiring individuals to obtain medical records, provider attestations, or other evidence 

that the patient’s condition significantly impairs their ability to meet the work requirement. As a practical 
matter, the rule will impose the greatest burden on the sickest individuals, which is clearly contrary to 
statutory intent. Additionally, most clinicians are not trained to conduct this assessment, which places 

healthcare providers in the position of making administrative determinations that could result in their 
patients losing health coverage.54 We discuss this in more detail in our comments below concerning §435.556. 

 
The burden does not fall on providers alone. State eligibility and enrollment staff who are trained to apply 
objective eligibility criteria, not to evaluate the functional employment consequences of a clinical diagnosis, 
will be required to review and adjudicate provider attestations, resolve ambiguous or incomplete 

documentation, and make individualized judgments about whether a given condition rises to the level of 

significant impairment. It is very likely that current Medicaid staff are not equipped or trained to make these 
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determinations, and also that additional staff will be needed to perform these functions. 
 
ACS CAN strongly recommends that CMS change its definition of medically frail in the final rule to remove the 

part of the definition requiring that medically frail individuals demonstrate they are unable to comply with 

community engagement requirements. 
 
Serious or Complex Medical Condition  
CMS interprets this exclusion as applying to individuals with a serious medical condition, a complex medical 

condition, or a medical condition that is both serious and complex. The agency declined to include a list of 
conditions that would automatically qualify under this exception, instead saying the agency expects states to 

evaluate an individual’s serious or complex medical condition according to the serious or complex medical 

condition’s impact on the individual’s ability to comply with the community engagement requirement. 

  
CMS specifies that a serious or complex medical condition is a medical condition that is: “Life threatening, 

Seriously disabling without necessarily being life threatening, Causing significant pain or discomfort that can 
cause serious interruptions to life activities, Requiring a major time or effort commitment from caregivers for 
a substantial period of time, Requiring frequent monitoring, Associated with severe consequences or negative 

consequences for someone else, Affecting multiple organ systems, Requiring management to tight 
physiological parameters, Requiring coordination of multiple specialties, Requiring treatment that carries a 

risk of serious complications, or Requiring adjustment in non-medical environments.”  
 

While CMS does not include an exhaustive list of conditions in regulation, it believes it would be reasonable 

for states to consider certain conditions as serious or complex when such conditions significantly impair an 
individual’s ability to comply with the community engagement requirement. The rule makes clear this list of 
conditions includes cancer. CMS also includes a list of conditions that it would not typically expect to 

significantly impair an individual’s ability to meet the community engagement requirement. 
 

ACS CAN agrees with CMS’ interpretation that the medically frail exclusion applies to individuals with a 
serious medical condition, a complex medical condition, or a medical condition that is both serious and 
complex. We appreciate this clarity in the IFC and think it warranted because of Congress’ deliberate use of 

the word “or” – instead of the word “and” -- in “serious or complex medical condition.” We note that in 
development of their public outreach materials and attestation forms, multiple states have misstated this 
requirement and defined medically frail as including individuals with a “serious and complex medical 
condition” [emphasis added],55 although some have since been corrected.56 We encourage CMS to monitor 

state materials closely to ensure these errors do not occur and do not mislead enrollees and potential 
enrollees, and to require corrective action in states that used this incorrect definition – including suspending 
disenrollment or non-enrollment consequences for anyone who might have been misled by the incorrect 

wording.    
 

ACS CAN also supports the definition, including the list above, of a serious or complex medical condition. This 
is a reasonable and comprehensive definition of that term. We note that most cancer patients would meet 
multiple prongs of that definition, and some cancer patients would meet every prong. We also support cancer 
being listed by CMS as a condition that would qualify as serious or complex. Given the fact that cancer (and 

many of the other conditions included on that list) so thoroughly meets this definition, requiring the state to 

also confirm that the individual’s condition impairs their ability to meet the community engagement 
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requirements is unnecessary, adds administrative burden without additional accuracy, and will only serve to 
complicate state processes and needlessly lead to coverage loss.  
 

ACS CAN opposes CMS’ inclusion of a list of conditions that would not typically qualify under this definition. 

Including this list will discourage states from granting medically frail exceptions for individuals who have 
these conditions, even when it may be warranted. Including this list may also discourage clinicians from 
signing attestation forms for patients with these conditions – many of which are common and widespread. 
Additionally, creating a ‘blacklist’ of conditions does not account for the possibility of a person having 

multiple conditions and their impacts adding up to the need for a medically frail exception, while each 
individual condition may not meet this standard. ACS CAN is concerned that individuals who have other 

conditions would be dis-enrolled or excluded from Medicaid coverage, as this makes them much less likely to 

get screened for cancer – resulting in cancer diagnoses happening at later stages when the disease is harder 

to treat and outcomes are worse.57 
 

G.  Short-Term Hardship Exceptions (§435.555) 
CMS implements optional short-term hardship exceptions. If a state elects this option, the state deems 
applicable individuals to have demonstrated compliance with the community engagement requirement 

during all or part of a month during which they meet the criteria for any one of the following circumstances: 
1) The applicable individual receives inpatient hospital services, nursing facility services, services in an 

intermediate care facility for individuals with intellectual disabilities, inpatient psychiatric hospital services, 
or such other services of similar acuity; 2) The applicable individual resides in a county in which (i) there exists 

a declared emergency or disaster or (ii) the unemployment rate is at or above the lesser of 8 percent or 1.5 

times the national unemployment rate; or 3) The applicable individual or dependent must travel outside of 
their community for an extended period to receive necessary medical services for a serious or complex 
medical condition that are not available within their community of residence.  

 
An applicable individual who experiences any of these exceptions in a given month is deemed compliant with 

work requirements. As with mandatory exclusions, CMS applies the lookback requirement in these cases. For 
example, a person hospitalized in the month before application, a lookback would require them to 
demonstrate an exception during the same period that gave rise to the hardship—delaying coverage until the 

following month. In a state with a one-month lookback period, an individual who is hospitalized in July and 
applies for Medicaid in July, would be assessed for the hardship exception in June, the prior month. Because 
the hospitalization occurred in July and not in June, the individual would not have met the short-term 
hardship exception and would not be found eligible for Medicaid based on that exception.  

 
ACS CAN is very concerned about how CMS has interpreted the lookback period requirements and 
implementation of the short-term hardship exceptions. Requiring a lookback period across all short-term 

exceptions has unintended consequences: A newly diagnosed cancer patient who is hospitalized – and 
therefore unable to work and meet the work requirement – will have to wait till the next month to apply for an 

exception. This leaves them with a coverage gap while they are in the hospital, the risk of going into medical 
debt, and uncertainty about whether they will be able to enroll in Medicaid the following month. Even if their 
application is ultimately accepted, and retroactive eligibility is applied to the time-period in which they were 
in the hospital (if the state has not waived retroactive eligibility), the patient is not assured of this outcome 

while they are in the hospital. We are concerned this policy could have a chilling effect on patients who may 

choose to forgo medically necessary care for fear of the financial burden.58 This can have disastrous effects for 
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cancer patients. Identifying and treating cancer at an early stage before it has an opportunity to grow and 
spread is not only usually easier to treat but also can meaningfully improve clinical outcomes. Diagnosing and 
treating cancer early can also reduce overall healthcare expenditures. Research has shown that across a 

variety of cancer sites, being diagnosed at an earlier stage results in lower healthcare costs compared to 

being diagnosed at a later stage.59  
 

1.  Scope of Election and Certain Notice Requirements  
CMS requires a state electing to include a short-term hardship exception to offer that exception for all the 

above circumstances described (and may not only offer some exemptions). A state may choose to implement 
or remove these hardship exemptions after January 1, 2027 (or whenever they implemented community 

engagement requirements) at any time via a state plan amendment, and must conduct public outreach 

regarding the exceptions becoming available or being removed.  

 
ACS CAN supports the adoption of these short-term hardship exceptions, and as such supports these 

requirements regarding state election. Many cancer patients receive inpatient hospital services over the 
course of their treatment – sometimes these hospital stays are unexpected, and many of them likely disrupt 
their work or community engagement. It is crucial that patients who are hospitalized do not have to worry 

about losing their Medicaid coverage because of work disruptions. Similarly, it is very common for cancer 
patients and their caregivers to have to travel outside of their communities to receive treatment. Patients 

with more advanced diseases or rarer cancers often must travel to cancer centers, which are not available in 
every community.  

 

There are 74 National Cancer Institute (NCI)-Designated Cancer Centers among 37 states and the District of 
Columbia. These centers play a large role in delivering high quality cancer care and innovative treatment.60 In 
2025 alone, almost 490,000 new patients registered at an NCI-Designated Cancer Center.61 These centers are 

not always easily accessible; about 17 percent of the US population over 35 years old would have to drive over 
100 miles to reach an NCI-funded site.62 In a 2026 ACS CAN Survivor Views Survey, over a third (37 percent) of 

rural cancer patients and survivors reported traveling over an hour to visit their primary oncologist and 34 
percent had to travel so far that they and/or their caregiver had to sleep away from home during treatment. 
One in five worry that the amount of travel time required for their cancer care may lead them to become 

unemployed and/or lose their healthcare coverage.63 These short-term hardship exceptions will be an 
important way for certain cancer patients and their caregivers to keep their Medicaid coverage in the face of 
these life- and work-disrupting events.  
 

ACS CAN also supports CMS including requirements for conducting public outreach regarding the availability 
of these exceptions, especially regarding the exceptions for which individuals will have to proactively apply. 
We encourage CMS to closely monitor outreach activities around these exceptions, and encourage states to 

find ways to target individuals who would likely benefit from these exceptions – for example, conducting 
specific outreach and developing materials to hospitals to provide to individuals currently hospitalized. We 

also urge CMS to require states to conduct outreach to certain types of providers that serve large populations 
of patients who have traveled outside of their community to reach them.  
 

7.  Applicable Individual or Dependent Must Travel Outside of Their Community for 

an Extended Period to Receive Necessary Medical Services  

CMS establishes the following definitions regarding the third prong of short-term hardship exceptions – when, 
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for all or part of a month, the applicable individual or their dependent must travel outside of their community 
for an extended period of time to receive medical services necessary to treat a serious or complex medical 
condition and those services are not available within their community of residence.  

 

Dependent Travel. For purposes of the exception, CMS defines “dependent” as a minor (as defined under 
State law) child of the applicable individual who is living with the individual, a tax dependent of the individual 
(regardless of whether a minor child of or residing with the applicable individual), or an individual for whom 
the applicable individual has been appointed a guardian by a court. CMS is interpreting the statute to infer 

that the applicable individual will sustain a short-term hardship even if not traveling with their dependent.  
 

ACS CAN supports this definition and interpretation, as there will be circumstances where a parent cannot 

travel with the dependent patient, but their work is nonetheless disrupted by the travel. For example, in a 2-

parent family containing a child with cancer, one parent may travel to a cancer center with their sick child, 
and the other parent must take leave from work to care for other children present in the household.  

 
Community, extended period of time, services not available within the community of residence. 
CMS generally gives states the discretion to establish their own definitions/standards for the terms 

“community,” “extended period of time,” and “services are not available within the community of residence.” 
 

ACS CAN supports giving states the flexibility to define these terms in a way that makes sense in that 
particular state and Medicaid program. However, we encourage CMS to monitor implementation of this 

exception and public outreach closely to ensure that materials make these terms clear to people who will be 

applying for the exceptions in a manner that conveys how to apply these definitions to their circumstances. 
We encourage CMS to track the use of these exceptions, and in cases of states with unusually low rates of 
application or successful use of the exception, require more analysis and potentially corrective action plans to 

ensure that deserving individuals can effectively use these exceptions. 
 

H.  Assessing Compliance with the Community Engagement Requirement (§435.556) 
3.  Assessing Compliance for Enrolled Beneficiaries  

Section 1902(xx)(1)(B) requires applicable individuals who are enrolled and receiving medical assistance to 

demonstrate community engagement for “1 or more (as specified by the state) months, whether or not 
consecutive.” CMS interprets this language to provide discretion to the state to specify how many months, but 
to prohibit the state from specifying consecutive months.  
 

ACS CAN supports this interpretation, as it may assist some individuals whose community engagement 
activities are inconsistent month-to-month with complying with the requirement. We have encouraged states 
to opt for 1 month compliance checks, as this is the least onerous reporting option on enrollees and potential 

enrollees. 
 

Notifying Individuals About Eligibility Decisions and Changes in Eligibility Requirements. Certain eligibility 
determination notices must specify whether the individual is a specified excluded individual or, if the 
individual is an applicable individual, whether the individual demonstrates community engagement 
(including by meeting criteria for an exception). Applicants and beneficiaries have the right to request a fair 

hearing to appeal the State’s decision whether the individual is a specified excluded individual or satisfies the 

community engagement requirement.  
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ACS CAN supports this requirement and encourages CMS to ensure that all notices individuals receive are 
tailored to the information that individual needs – including specifying what requirements apply to each 

individual in the household. In Montana and Nebraska, we have heard from individuals who have received 

notices about forthcoming Medicaid work requirements from the state but who qualify for Medicaid due to 
their disability and are not in the Medicaid expansion group. While the notices specify that the new 
requirements and changes apply only to the Medicaid expansion group, most enrollees do not know which 
group they are enrolled in. In a few cases we know of, the Medicaid call center was unable to clarify for the 

enrollee if they are in the impacted coverage group which caused further confusion. Confusion and 
uncertainly may, in turn, inhibit access to care when an enrollee is unsure if they are covered for the services 

they need, or will have to pay or receive a bill after the service.  

 

I.  Verification of Compliance with and Exceptions and Exclusions from the Community 
Engagement Requirement (§435.557) 

CMS implements requirements and state options to verify each of the following: (1) Whether an applicable 
individual is compliant with the community engagement requirement, (2) Whether an applicable individual is 
deemed compliant for a month in which the individual for part or all of the month was in a mandatory or 

optional excepted status, and (3) Whether an individual is a specified excluded individual. 
 

1.  Requirement to Conduct ex parte Verification  
Section 1902(xx)(5) of the Act requires States, for each of the 3 types of verifications described above and in 

accordance with standards established by the Secretary, to establish procedures and use reliable information 

available to the state without requiring, where possible, the applicable individual to submit additional 
information. CMS interprets this section as requiring that States attempt to verify on an ex parte basis that an 
individual is a specified excluded individual or meets the community engagement requirement every time the 

state verifies compliance. 
 

ACS CAN strongly supports and encourages the use of ex parte processes to confirm Medicaid eligibility and 
redeterminations because it reduces the chances of eligible individuals erroneously losing coverage due to 
administrative errors or falling through the cracks of onerous paperwork or reporting processes. For example, 

when Arkansas implemented work requirements in 2018-2019, 75 percent of individuals who had to manually 
report their work status or exemption lost coverage.64 Confirming data via ex parte processes that do not 
involve the individual is also an efficient use of state resources, which allows Medicaid departments to focus 
staff time on providing services to enrollees instead of confirming their eligibility.  

 
3.  Requesting Additional Information from Applicants and Beneficiaries for 

Verification  

CMS establishes the rules by which states verify an applicable individual’s compliance or deemed compliance 
with community engagement or status as a specified excluded individual when there is no reliable 

information available to the state, or the reliable information is not reasonably compatible with information 
provided by or on behalf of the individual. In those circumstances and for that purpose:  

• Before January 1, 2028, the State may require documentation or accept other information like self-
attestation; and  

• On and after January 1, 2028, the State must require documentation whenever documentation is 

reasonably available.  
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CMS requires states to accept self-attestation to verify an individual’s eligibility when there is no reasonably 
available documentation and may not deny or terminate eligibility solely because the individual is unable to 

produce documentation where none exists or none is reasonably available. Examples of documentation that 

are reasonably available include: paystubs, transcripts or class schedules, approval notices for SNAP or TANF. 
CMS acknowledges there may be circumstances where no documentation exists or is not reasonably available 
(e.g., for family caregivers).  
 

ACS CAN opposes CMS’ limiting state use of self-attestation to verify enrollee and potential enrollees’ various 
statuses after 2027. Self-attestation is a tool that many states currently use to verify many kinds of 

information in relation to public programs, including in the Medicaid program. It is a reasonable method of 

verifying information in the absence of automatic data available to the state. Beneficiary fraud in Medicaid is 

negligible — federal enforcement data show it accounts for just 2 percent of convictions and one-tenth of one 
percent of recoveries.65 The vast majority of Medicaid fraud is committed by providers, not enrollees.66 

Restricting self-attestation to address a problem that demonstrably does not originate with enrollees 
imposes real administrative burden on the many to guard against a risk that is not supported by the evidence.  
 

This framework conflicts with statutory flexibility in SSA § 1902(xx)(3)(A) which expressly permits states to 
elect not to require verification of information that results in an exemption from work or community 

engagement.67 This framework is more restrictive than the statute and its operational consequences are 
compounded by the medical frailty definition problem described above. The IFC’s revised definition has 

already undermined the sufficiency of claims data for this purpose by layering on an ability-to-work standard 

those data cannot identify. The 2028 documentation requirement channels verification into a process 
requiring a review of medical records or provider certifications which most states’ current eligibility and 
enrollment workforce infrastructure cannot accommodate.  

7.  Verifying Status as a Specified Excluded Individual  
For all the exclusion categories (discussed below), a state must first attempt (in accordance with the ex parte 

requirement discussed above) to verify status through reliable information available to the state. If there is 
not reliable information available to the state (or reliable information is not reasonably compatible with 
information provided by or on behalf of the individual) the state must seek information from the individual. 

Beginning January 1, 2028, this will need to be done through documentation if reasonably available, and if 
not reasonably available the State must accept other sufficient information. 
 

Individuals Who are Medically Frail or Otherwise Have Special Medical Needs. Under section 

1902(xx)(9)(A)(ii)(V), individuals who are medically frail or otherwise have special medical needs are specified 
excluded individuals, and the state must verify 1) the presence of a condition or diagnosis that meets the 
criteria established above for medical frailty, and 2) that the condition or diagnosis impairs the individual’s 

ability to comply with the community engagement requirement. CMS requires states to attempt to verify this 
exclusion through ex parte data, including adjudicated claims or encounter data, as relevant to the individual, 

from the prior 12 months. If such reliable information is not available then the state needs to seek 
documentation if reasonably available and, if not reasonably available, other information from the individual.  
 
CMS states that absence of adjudicated claims or encounter data may not be used to determine ineligibility 

for this exclusion category. When the State is unable to verify the status from information available to the 
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state, the state must provide the individual with opportunity to provide documentation or other information 
demonstrating the status. States may accept provider documentation from practitioners qualified to 
determine the individual’s condition qualifies them as medically frail or having other special medical needs. 

States must share with CMS (upon the agency’s request) the states’ lists of practitioners qualified to make this 

determination. 
  
Before January 1, 2028, states may require documentation or accept self-attestation to verify an individual’s 
medical frailty status. Beginning January 1, 2028, when no reliable information is available to the state to 

verify an individual’s status under this exclusion category or when such information is not reasonably 
compatible with information provided by or on behalf of the individual, a state may only use self-attestation 

one time during an individual’s period of enrollment to verify the individual’s status based on being medically 

frail or having other special medical needs. After that one time, during a period of continuous enrollment, at 

the next regularly scheduled renewal, in the absence of available information, the individual needs to provide 
documentation demonstrating medical frailty or other special medical needs. States must reverify an 

individual is medically frail or otherwise has other special medical needs at least every 12 months but may 
reverify more frequently.  
 

ACS CAN is very concerned that the implementation of this section will lead to cancer patients and survivors 
losing their Medicaid coverage or being unable to enroll in the coverage for which they are eligible. As stated 

above, we strongly oppose the way CMS has defined medical frailty – for many reasons – but one important 
one being the challenges states will have in verifying data regarding a person’s ability to meet the community 

engagement requirement in conjunction with their serious or complex medical condition. Because of the 

unnecessarily complicated way that the IFC defines medical frailty, it is more important than ever that states 
have every tool available to them to verify this information – and a crucial tool is self-attestation, which 
includes forms completed through screening tools under penalty of perjury. While we appreciate that states 

will be able to use these tools in 2027, we are very concerned about the limitations on these tools in 2028 and 
beyond.  

 
The IFC mentions that requiring documentation from medically frail individuals may motivate them to access 
care once they have gained Medicaid coverage. In reality, the reasons a medically frail individual would lack 

claims data are not likely because they are “unmotivated” to seek care – but rather because they have any 
number of well-documented challenges accessing care in their area and circumstances. In the case of cancer 
patients or survivors: cancer treatment is extremely costly. It is well established that even small out-of-pocket 
costs are a barrier to receiving recommended essential healthcare.68 High costs may lead some cancer 

patients to delay or skip treatment.69 This is especially true for low-income cancer patients who report more 
financial hardship related to cancer than those with higher incomes.70 About half of cancer patients and 
survivors incur burdensome medical debt due to cancer.71 Furthermore, cancer patients experience mental 

and emotional distress, with roughly 75 percent of cancer patients reporting symptoms of psychological 
distress.72 Mental illness and distress can lead to lower healthcare utilization and difficultly accessing care.73 

Some cancer patients may also face transportation barriers, prohibiting them from getting to the life-saving 
care they require. This is a result of both physical limitations from cancer or cancer treatment, as well as 
economic, social, and material limitations.74 
 

ACS CAN is also concerned that patients who have indeed accessed care will still not appear in the state 

checks of adjudicated claims or encounter data because CMS is only allowing states to look at data pertaining 
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to the individual in the last 12 months. Twelve months is a relatively narrow window of time, considering that 
providers have 12 months to submit claims to Medicaid managed care organizations,75 and the managed care 
organization (as applicable) will in turn take time to process claims and submit data to the state Medicaid 

department. Because data lags stretch much farther than 12 months, we strongly encourage CMS to expand 

the data lookback time-period in the final rule to a minimum of 36 months. At the very least we encourage 
CMS to give states flexibility to include a longer data lookback period, as some states have longer data lags 
than others.  
 

According to this rule, an individual attempting to use the medically frail exclusion whose qualification cannot 
be verified in the data must submit documentation (or have it submitted on their behalf) of their information 

after an initial self-attestation (unless the state requires it sooner). It is not clear what documentation is 

implied here, and we encourage CMS to issue further guidance to clarify what will be acceptable. In this 

guidance, we strongly urge CMS to consider the many and well-documented challenges cancer patients have 
in filing paperwork and navigating healthcare systems. Eighty-one percent of Survivor Views respondents76 

say cancer patients are often already overwhelmed with juggling many tasks essential to their survival. Three 
quarters (75%) say cancer symptoms and side effects of treatment can make tasks like submitting additional 
paperwork very challenging. For example, half (50%) found it more difficult to remember important tasks 

during diagnosis and treatment, 41% found it more difficult to keep track of important paperwork, and 35% 
said making phone calls such as to doctors offices and insurance providers was more difficult. Regularly 

checking and processing email (31%), completing administrative tasks by deadlines (29%), and regularly 
checking and processing mail were also made more difficult during cancer diagnosis and treatment. Three-

quarters (75%) agreed with the statement “While I was going through my cancer diagnosis and treatment, I 

found it hard to focus on or remember tasks that were not directly related to my cancer”.  
 
ACS CAN is concerned that in order to comply with this section of the rule, states will be forced to rely heavily 

on provider documentation to verify the medically frail exclusion. Clinicians are already severely 
overburdened, and we are concerned this will take time away from actual cancer treatment. Requiring 

oncology practices to manage community engagement paperwork compounds this strain. Requiring 
oncologists to spend precious clinical hours filling out non-clinical compliance paperwork takes time away 
from face-to-face patient care. Current trends indicate declining participation in Medicaid by oncology 

specialists,77 and the American Society of Clinical Oncology has expressed concerns regarding the additional 
burdens this IFC places on providers.78,79  
 
Requiring clinical providers to formally attest to a patient's ability (or inability) to work introduces ethical, 

clinical, and administrative challenges for clinicians already struggling to manage complex cancer patients. 
Physician attestation to the ability to work attaches the highest possible stakes—whether an individual with 
cancer retains the health insurance they need to battle their disease—to an administrative task outside the 

scope of clinical cancer care. Physicians, nurses, and oncologists are trained to diagnose, stage, and treat 
cancer, not to perform occupational capacity assessments. If this provision stands, providers will be asked to 

translate complex, fluctuating clinical symptoms (like neuropathy, cognitive fog, or severe fatigue) into a 
simple yes or no designation. The side effects of cancer treatment are unpredictable and vary significantly 
among each individual and from day to day. When attesting to a patient’s ability to work, a provider may have 
to attempt to predict the types and severity of side effects a patient will experience, which opens them up to 

potential liability and audit risks if physician attestation and patient functional capacity do not align. 
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Requiring physician attestation of functional status also introduces a new element to the clinician-patient 
relationship – one that is unwelcomed by most patients. In ACS CAN’s Survivor Views survey,80 the majority 
(56%) of cancer patients and survivors reported feeling it would be difficult for patients undergoing treatment 

to obtain certification that may be required from their doctor’s office within a 30-day window attesting that 

they have a serious or complex medical condition making them unable to work, volunteer, or attend school. 
Over one-third (36%) are concerned their doctor’s office would not properly submit the paperwork on time 
and 32% are concerned this would take away from the limited time they have with their provider which is 
essential to their care. Thirty percent are unsure how well their provider can assess their ability to work, and 

20% don’t want this discussion to interfere with their relationship with their doctor. 
 

ACS CAN appreciates CMS clarifying that an individual’s medically frail exclusion does not have to be verified 

more than every 12 months if it is verified with data and not self-attestation. This is an important recognition 

of the often longer-term nature of the conditions that qualify individuals for this exclusion, and will reduce the 
administrative burden on the state to verify the exemption. However, in the final rule we encourage CMS to 

require that states verify this exclusion no more often than every 12 months. States should not have the option 
to verify more frequently, and should have the option to verify less frequently for individuals who have 
conditions that are unlikely to change.  

 
9.  Verifying Optional Short-Term Exceptions  

CMS establishes verification rules for the optional short-term hardship exceptions. The process required for 
excepted individuals receiving inpatient hospital services and for individuals traveling outside of their 

community related to a medical condition involves first an attempt to confirm via adjudicated claims and 

encounter data from the preceding 12 months, and then documentation if reasonably available, and self-
attestation data if not (with more flexibility in 2027 similar to what is detailed above).  
 

While we appreciate the flexibility for states to include self-attestation in their process in 2028 and beyond for 
these exceptions, we remain concerned that the exceptions will be very difficult to verify automatically. In 

particular, given the immediate nature of these exceptions, it is unlikely that the state will be able to reliably 
use adjudicated claims or encounter data to verify a significant number of the applications for exceptions for 
inpatient hospitalization or travel outside the community for medical treatment. Since these data often lag 

significantly, it is unlikely to help verify information about events that happened in the previous month. We 
encourage CMS to monitor the verification process in states that use these exceptions and continue to 
troubleshoot this process with realistic expectations.  
 

J.  Noncompliance Procedures (§435.558)  
CMS establishes procedures and timelines for individuals for whom the state is unable to verify compliance 
with the community engagement requirement or an exception to those requirements. This includes a notice 

of noncompliance, 30-day period for the individual to show compliance or an exception (with coverage 
through this time period), and coverage denial or disenrollment if the individual remains noncompliant. 

Before denying an application or disenrolling the individual, the state must consider whether there is another 
basis of eligibility. In addition, the state must also provide written notice of an eligibility determination 
(including at least 10 days advance notice in the case of an eligibility termination or reduction) and the 
opportunity for a fair hearing to applicants and beneficiaries.  

 

We are concerned that enrollees and potential enrollees will have difficulty proving their compliance or 
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exception within a 30-day window, particularly while these requirements are new and unfamiliar to all parties 
involved. Three quarters (75%) of the cancer patients and survivors ACS CAN surveyed said it would be 
difficult for a cancer patient undergoing treatment to successfully submit paperwork within a 30-day window 

proving their cancer made them unable to work, attend school or volunteer.81 We encourage CMS to monitor 

the success and failure rates of individuals who reach this step in the process, and consider lengthening this 
time-period to 60 days. 
 
K.  Implementation Timing (§§435.559 and 435.560)  

4.  Good Faith Effort Exemption (§435.560)  
CMS addresses how states may request a good faith effort exemption to the January 1, 2027 implementation 

deadline, the criteria CMS will use to evaluate such requests, and the duration and reporting requirements of 

such exemptions, if granted. CMS provides examples such as a cybersecurity incident or a natural disaster as 

the types of exigent circumstances that would qualify a state for this waiver. 
 

While we understand that CMS is implementing statutory deadlines, we strongly encourage the agency to 
recognize that these deadlines are extremely aggressive and challenging for states to meet. CMS has 
increased the difficulty of implementing these requirements with the release of this IFC as discussed 

elsewhere in these comments. These policies deviate from guidance the agency gave states prior to the IFC 
release, and therefore have complicated implementation even more. The law gives the Secretary of HHS the 

authority to grant waivers to delay implementation of these requirements to states that apply and are making 
a “good faith effort” to implement the policies. This essential provision gives HHS the ability to ensure states 

begin enforcing work requirements when their systems are ready, appreciating that these requirements are a 

major change for Medicaid and require complex operational changes for states, their vendors, and managed 
care organizations, as applicable. Congress gave the HHS Secretary the authority to grant these ‘good faith 
waivers’ for states who need more time implementing, and we strongly encourage CMS to carefully consider 

any applications they receive, and grant these waivers in all states that request more time to implement these 
complicated and impactful new requirements.  

 
In particular, we encourage CMS to allow states the flexibility to delay past January 1, 2027, the 
implementation of coverage terminations or denials as the consequence for not showing compliance with the 

community engagement requirement. We are supportive of states “soft launching” these requirements – 
where they test all the processes and make sure they are working properly to identify the right people and 
place them in the right categories – before they begin terminating or denying coverage. This allows states to 
troubleshoot any processes that are not working correctly and make course corrections before beneficiaries 

experience adverse consequences. In a previous letter to CMS,82 ACS CAN urged the agency to ensure states 
are ready before work requirements go into effect to prevent coverage losses due to operational and 
administrative errors by using a readiness review process. If this is not possible, we encourage CMS to at least 

grant this flexibility if states request it. 
 

The consequences of rushed implementation are dire – erroneous coverage losses can have life-or-death 
consequences for enrollees and applicants and generate significant administrative costs and inefficiencies for 
the state. We urge HHS to carefully consider any applications it receives for ‘good faith waivers’ and grant 
flexibility to states who are trying to comply with federal law but unable to achieve the law’s goals as 

intended at such a quick pace. 
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L.  Outreach (§435.561)  
CMS establishes rules and timelines for state outreach efforts regarding implementation of community 
engagement requirements.  

 

ACS CAN appreciates CMS’ requirement that states notify eligible individuals in a specific manner, as notices 
will be most helpful if it is clear to enrollees how the notice applies to them. We encourage CMS to monitor 
this process closely, and assist states in developing notices and outreach materials that are easy to 
understand and actionable, including by testing notices with enrollees and obtaining feedback from 

stakeholders.  
 

In particular, we strongly encourage CMS to ensure that state materials and instructions regarding the 

medical frailty exception are clear, including the extent to which cancer is a condition that qualifies – or may 

qualify – the applicant/enrollee for an exception. In our Survivor Views survey,83 when cancer patients and 
survivors were presented with a list of conditions or circumstances typically associated with exemption from 

Medicaid work requirements, the majority (63%) did not understand any of the potential exemptions as 
applying to them despite the significant interruptions cancer posed to their ability to work. Nearly three 
quarters (73%) felt it was unclear whether the term “medically frail” applies to cancer patients. Only 6% 

interpreted the “medical frailty” exemption to apply to them during their cancer treatment, despite the 
overwhelming majority reporting their cancer required them to miss work.  

 
O.  Monitoring (§435.562)  

CMS indicates its plans to conduct oversight of state implementation of community engagement 

requirements via the reporting and monitoring of key data points. States must provide CMS with timely and 
complete data of sufficient quality for the agency to monitor enrollment, retention and eligibility processes 
for community engagement activities. Mandatory data elements that must be collected for applicants and 

beneficiaries are (i) enrollment totals of individuals applying for and receiving medical assistance; (ii) 
application and renewal processing, timeliness, and backlogs; (iii) determination and redetermination 

eligibility outcomes; (iv) populations subject to and their compliance with the community engagement 
requirements; and (v) other such data that CMS may specify to monitor implementation and the impact of 
community engagement. Failure to submit data or the submission of data indicating compliance issues may 

result in corrective actions. 
 
ACS CAN supports these requirements, and the plans to conduct meaningful oversight of state 
implementation of community engagement requirements and their impact on eligibility and enrollment. We 

strongly encourage CMS to immediately and regularly publish the data it receives from states in a public 
dashboard so that other stakeholders can monitor implementation and so states can have awareness of how 
other states are comparing on the numbers. CMS should also encourage states to publish state dashboards 

for the same purpose. Transparency is crucial in implementation of this new policy that is likely to impact 
coverage and access to care for millions of individuals.  

 
Conclusion 
The goal of the Medicaid program is to provide health coverage and access to care for people who need it. 
ACS CAN opposes conditioning Medicaid eligibility on community engagement because it runs counter to this 

goal, and this IFC goes further than federal statute to limit eligibility in the program and cause coverage loss 

and denial. We strongly urge CMS to issue a final rule that more closely adheres to the plain language of 
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federal statute, particularly regarding the medical frailty exception and information verification 
requirements. CMS should also provide states sufficient time to implement its new requirements to prevent 
significant coverage loss. 

 

Please note we have included numerous citations to supporting research, including direct links to the 
research, below. We direct HHS to each of the materials we have cited and made available through active 
links, and we request that the full text of each of the studies and articles cited, along with the full text of our 
comment, be considered part of the formal administrative record for purposes of the Administrative 

Procedure Act.  
 

If you have any questions, please feel free to contact me or have your staff contact Jennifer Hoque, Associate 

Policy Principal, Access to Care, at jennifer.hoque@cancer.org.  

 
Sincerely, 

 
 

Lisa A. Lacasse, MBA 

President 
American Cancer Society Cancer Action Network 
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