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July 22, 2026 

The Honorable Mehmet Oz, MD, MBA 

Administrator 

Centers for Medicare & Medicaid Services 

U.S. Department of Health and Human Services 

P.O. Box 8016 

Baltimore, MD 21244-8016 

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

Individuals 

Dear Administrator Oz: 

On behalf of Iowa’s 121 hospitals, the Iowa Hospital Association (IHA) appreciates the opportunity to 
comment on the Centers for Medicare & Medicaid Services’ (CMS) interim final rule (IFR) implementing 
Medicaid community engagement requirements under Public Law No. 119-21. We recognize CMS’s 
responsibility to translate statutory provisions into operational policy. At the same time, we are concerned 

that several aspects of the IFR extend beyond the statute and may not fully reflect congressional intent. 

In combination with the rule’s administrative complexity, these provisions could have meaningful 

implications for hospitals and the patients they serve. 

Hospital Presumptive Eligibility 

The IFR’s changes to Hospital Presumptive Eligibility (HPE) illustrate these concerns. The statute does 
not require hospitals to assess compliance with community engagement requirements at the point of 

presumptive eligibility. However, the IFR directs hospitals to determine whether individuals are subject to 

the requirements and to obtain attestations of prior compliance for one or more months preceding 

application. This approach introduces additional screening responsibilities in time-sensitive clinical 

settings, where the primary focus must remain on ensuring timely access to care. 

Hospitals are not well positioned to make these determinations with the level of specificity contemplated 

by the IFR. Assessing compliance requires interpretation of nuanced eligibility categories, including 

distinctions between “specified excluded individuals” and “mandatory exceptions,” as well as evaluation 
of prior activities across multiple domains such as employment, education, and community service. 

These tasks extend beyond the traditional scope of HPE and may introduce additional compliance risk. 

Over time, this could discourage hospital participation in HPE programs, potentially limiting an important 

pathway for patients to obtain immediate coverage and access needed services. 

These challenges are particularly pronounced for hospitals located in communities along state borders 

that routinely serve patients from multiple states. In these settings, hospitals may be required to navigate 

differing state-specific implementations of community engagement requirements, including variation in 

exemptions, verification processes, and documentation standards. Expecting hospitals to accurately 

assess and document compliance across multiple state frameworks in real time adds a significant layer 

of complexity and uncertainty. This could further discourage participation in HPE and increase the risk of 



 

 

 

inconsistent determinations, delays in coverage, or administrative denials for otherwise eligible patients. 

Medically Frail Exemption 

The IFR’s approach to the “medically frail” exemption raises similar and particularly significant concerns. 
While the statute authorizes the Secretary to define medical frailty, the IFR adopts a relatively narrow 

framework that requires not only the presence of a qualifying condition but also a determination that the 

condition significantly limits an individual’s ability to meet engagement requirements. In practice, this 
standard may exclude individuals with chronic or complex conditions who nevertheless face real 

challenges in maintaining consistent participation. 

CMS guidance suggests that common chronic conditions such as a cancer diagnosis or congestive heart 

failure generally would not qualify for a medical frailty exemption absent significant functional impairment. 

This interpretation may not fully capture the day-to-day realities of managing chronic illness. Hospitals 

frequently care for patients whose conditions fluctuate or worsen episodically, affecting their ability to 

maintain employment or participate in structured activities. Under the IFR, some of these individuals may 

be at risk of losing coverage despite ongoing medical needs, which could contribute to interruptions in 

care, worsening health conditions, and avoidable hospitalizations. 

Equally concerning is the administrative burden the medical frailty standard will place on patients, 

physicians, and other healthcare providers. Because eligibility for the exemption depends on 

demonstrating that a condition limits an individual's ability to work or otherwise satisfy community 

engagement requirements, patients will inevitably turn to their healthcare providers for documentation, 

evaluations, and attestations. This effectively shifts responsibility for administering a Medicaid eligibility 

requirement onto clinical providers, requiring them to devote additional time and resources to completing 

forms, responding to verification requests, and documenting functional limitations rather than focusing on 

patient care. 

At a time when hospitals and clinicians are already facing significant workforce shortages and 

administrative demands, these requirements risk redirecting scarce clinical capacity away from 

preventive care, chronic disease management, care coordination, and other services that help keep 

patients healthy and out of the hospital. Every hour spent documenting an individual's ability to meet a 

work requirement is an hour not spent managing diabetes, treating heart failure, coordinating behavioral 

health services, or addressing other conditions before they become medical crises. The result may be 

higher healthcare costs, worse patient outcomes, and increased use of emergency and inpatient 

services; the very outcomes Medicaid coverage is intended to help prevent. 

In addition, the IFR requires states to develop detailed lists of qualifying conditions and to re-verify 

medical frailty at least annually, with increasing reliance on documentation over time. These processes, 

while intended to promote consistency, introduce administrative requirements not specified in statute and 

may contribute to coverage instability. Annual re-verifications and ongoing documentation requirements 

would further increase demands on healthcare providers, requiring repeated clinical assessments and 

paperwork to maintain patients' eligibility for coverage. For hospitals, such instability can translate into 

challenges with discharge planning, higher readmission rates, and increased uncompensated care when 

patients experience coverage disruptions shortly after receiving services. 

Although the IFR includes hardship exceptions for circumstances such as hospitalization, disasters, or 



 

 

 

high unemployment, these safeguards may be difficult to implement in practice. Many exceptions rely on 

proactive identification or requests by the individual, which may not occur during a hospital stay. 

Additionally, the temporary nature of these exceptions may not adequately address the longer-term 

challenges patients face in maintaining compliance following discharge, leaving some at risk of coverage 

loss during critical periods of recovery. 

Taken together, these provisions suggest that the IFR introduces policy choices that go beyond the 

statutory framework and may increase administrative burden while elevating the risk of coverage loss. 

From a hospital perspective, this could result in higher levels of uncompensated care, reduced 

participation in programs such as HPE, and greater difficulty ensuring continuity of care for vulnerable 

patients. 

Recommendations 

To better align implementation with congressional intent and to help mitigate these impacts, we 

respectfully offer the following recommendations. CMS could consider focusing verification and 

compliance requirements on those elements necessary to implement the statute, while limiting additional 

administrative layers that may create barriers to coverage. Preserving the streamlined nature of HPE, by 

simplifying or narrowing community engagement screening requirements in that context, would help 

maintain timely access to care. A more flexible and inclusive definition of medical frailty that reflects the 

realities of chronic and episodic conditions would also be beneficial. 

In addition, expanding the use of self-attestation when reliable data sources are not available could help 

reduce administrative burden. Providing clear, standardized federal guidance on exemptions and 

minimizing variation across states, particularly to support hospitals serving multi-state patient 

populations, would further promote equitable and administratively feasible access to coverage. Finally, 

we encourage CMS to monitor closely the effects of the IFR on hospital uncompensated care and patient 

access, and to remain responsive to unintended consequences as they emerge. 

Hospitals are essential partners in the Medicaid program and remain committed to ensuring that patients 

receive timely, appropriate care. We respectfully urge CMS to implement community engagement 

requirements in a manner that supports, rather than inadvertently undermines, access to coverage and 

care. 

Thank you for your consideration of these comments. We would welcome the opportunity for continued 

engagement on these important issues. 

Sincerely, 

 

Chris Mitchell 

President/CEO 

Iowa Hospital Association 


